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CHLOROMYCETIN 

chloramphenicol,  Parke-Davis 

“Resistance  to  chloramphenicol  was  surprisingly  infre- 
quent (0-5%)”  among  strains  of  staphylococci  isolated 
from  outpatients  over  a 5-year  period.  It  was  impressive 
to  note  that  less  than  6%  of  310  strains  isolated  from 
patients  treated  in  the  emergency  room  were  resistant  to 
CHLOROMYCETIN.  Moreover,  it  would  appear  “...that 
chloramphenicol-resistant  staphylococci  disappear 
more  readily  after  leaving  the  hospital  environment.”1 
Goslings  and  Biichli2  report  that  “. . .resistance  was  lost 
entirely  after  3 months . . .”  in  the  small  percentage  of 
patients  who  carried  staphylococcal  strains  resistant  to 
CHLOROMYCETIN.  Numerous  other  investigators  con- 
cur in  the  observation  that  staphylococcal  resistance  to 
CHLOROMYCETIN  is  of  a low  order.3'8 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  avail- 
able in  various  forms,  including  Kapseals®  of  250  mg.,  in 
bottles  of  16  and  100. 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  be- 
cause certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for 
minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 

References : (1)  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.:  J.A.M.A. 
173:475,  1960.  (2)  Goslings,  W.  R.  O.,  & Biichli,  K.:  Arch.  Int.  Med. 
102:691,  1958.  (3)  Goodier,  T.  E.  W.,  & Parry,  W.  R.:  Lancet  1:356,  1959. 
(4)  Fisher,  M.  W.:  Arch.  Int.  Med.  105:413,  1960.  (5)  Petersdorf,  R.  G., 
et  al.:  Arch.  Int.  Med.  105:398,  1960.  (6)  Glas,  W.  W,  in  Symposium  on 
Antibacterial  Therapy,  Michigan  & Wayne  County  Acad.  Gen.  Pract., 
Detroit,  September  12,  1959,  p.  7.  (7)  Modarress,  Y.;  Ryan,  R.  J.,  & 
Francis,  Sr.  C.  E:  /.  M.  S oc.  New  Jersey  57:168,  1960.  (8)  Rebhan,  A.  W., 
& Edwards,  H.  E.:  Canad.  M.  A.  J.  82:513,  1960. 


IN  VITRO  SENSITIVITY  OF  C 0 AG U L AS E- POSITIVE 
STAPHYLOCOCCI  TO  CHLOROMYCETIN 
FROM  1955  TO  1959* 


These  sensitivity  tests  were  done  by  the  disc  method  on  310  strains  of 
coagulase-positive  staphylococci.  Strains  were  isolated  from  patients  seen 
in  the  emergency  room.  It  should  be  noted  that  among  inpatients,  resistant 
strains  were  considerably  more  prevalent. 

‘Adapted  from  Bauer,  Perry,  & Kirby1  10260 
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UIAI  IN  ANTACID 

UKtHI 

flttLIN  TABLETS 

New  York  18,  N.  Y. 


New  proof  in  vivo1  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode, showthat  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid2  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 
Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcer  ■ gastritis  ■ gastric  hyperacidity 
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Mack  I.  Shanholtz,  M.D..  Richmond 
Hunter  B.  Frischkorn,  M.D.,  Richmond 
Charles  D.  Smith,  M.D.,  Roanoke 

Medical  Education 

Allen  Barker,  M.D.,  Chairman,  Roanoke 
Malcolm  H.  Harris,  M.D.,  West  Point 
William  F.  Maloney,  M.D.,  Richmond 
Thomas  H.  Hunter,  M.D.,  Charlottesville 
Shelton  Horsley,  III,  M.D.,  Richmond 
John  C.  Watson,  M.D.,  Alexandria 
Russell  M.  Cox,  M.D.,  Portsmouth 


Aging  and  Chronically  111 

John  P.  Lynch,  M.D.,  Chairman,  Richmond 
Harry  C.  Bates,  Jr.,  M.D.,  Arlington 
H.  B.  Mulholland,  M.D.,  Charlottesville 
Elam  C.  Toone,  Jr.,  M.D.,  Richmond 
Mack  I.  Shanholtz,  M.D.,  Richmond 
Malcolm  H.  Harris,  M.D.,  West  Point 
Louis  P.  Bailey,  M.D.,  Nathalie 

Alcoholism 

William  S.  Sloan,  M.D.,  Chairman, 
Petersburg 

James  Asa  Shields,  M.D.,  Richmond 
Ebbe  C.  Hoff,  M.D.,  Richmond 
William  F.  Gibbs,  M.D.,  Norfolk 
John  J.  Jofko,  M.D.,  Roanoke 

Child  Health 

Warren  C.  Gregory,  M.D.,  Chairman, 
Winchester 

William  C.  Smith,  M.D.,  Waynesboro 
Lee  N.  Kastner,  M.D.,  Portsmouth 
William  P.  Spencer,  M.D.,  Richmond 
Edwin  B.  Vaden,  M.D.,  Lynchburg 
Robert  H.  Anderson,  M.D.,  Alexandria 
William  F.  Murphy,  Jr.,  M.D.,  Norfolk 
W.  N.  Thompson,  M.D.,  Stuart 
Boyd  H.  Payne,  M.D.,  Staunton 
Homer  Bartley,  M.D.,  Roanoke 
Robert  D.  Shreve,  M.D.,  Altavista 

Advisory  to  Work  with  Medical  & Allied 
Organizations 

Robert  Marston,  M.D.,  Chairman,  Bon  Air 
Fleming  Gill,  M.D.,  Richmond 
McLemore  Birdsong,  M.D.,  Charlottesville 

Cancer 

John  R.  Kight,  M.D.,  Chairman,  Norfolk 
George  Cooper,  Jr.,  M.D.,  Charlottesville 
William  D.  Dolan,  M.D.,  Arlington 
W.  Ross  Southward,  Jr.,  M.D.,  Richmond 

J.  Robert  Massie,  Jr.,  M.D.,  Richmond 
Walter  C.  Fitzgerald,  M.D.,  Danville 
Charles  L.  Crockett,  Jr.,  M.D.,  Roanoke 
Carey  A.  Stone,  Jr.,  M.D.,  Radford 
Claiborne  W.  Fitchett,  M.D.,  Norfolk 
Richard  N.  deNiord,  M.D.,  Lynchburg 

National  Legislative 

Vincent  W.  Archer,  M.D.,  Chairman. 
Charlottesville 

Paul  Hogg,  M.D.,  Newport  News 

K.  K.  Wallace.  M.D.,  Norfolk 

Thomas  W.  Murrell,  Jr.,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
William  N.  Thompson,  M.D.,  Stuart 
Alexander  McCausland.  M.D..  Roanoke 
Dennis  P.  McCarty,  M.D.,  Front  Royal 
James  G.  Willis,  M.D.,  Fredericksburg 
W.  Fredric  Delp,  M.D..  Pulacki 
Richard  E.  Palmer,  M.D.7  Alexandria 

Liaison  to  State  Department  of  Health 

William  Grossmann,  M.D.,  Chairman, 
Petersburg 

Edwin  L.  Kendig,  Jr.,  M.D..  Richmond 
James  G.  Snead,  M.D.,  Roanoke 

Appointees  to  Board  of  Directors  of  Virginia 
Medical  Service  Association* 

W.  Callier  Salley,  M.D.,  Chairman,  Norfolk 
Frank  N.  Buck,  Jr.,  M.D.,  Lynchburg 
Claude  A.  Nunnally,  M.D.,  Fredericksburg 
R.  Campbell  Manson,  M.D.,  Richmond 
Benjamin  W.  Rawles,  Jr..  M.D.,  Richmond 
John  R.  Saunders,  M.D.,  Richmond 
D.  Edward  Watkins,  M.D.,  Waynesboro 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
Julian  H.  Yeatman,  M.D.,  Fork  Union 
Walter  P.  Adams,  M.D.,  Norfolk 
Russell  V.  Buxton,  M.D.,  Newport  News 
Mathew  L.  Lacey,  II,  M.D.,  South  Hill 
* Also  serve  as  Special  Committee  of  Tht 
Medical  Society  of  Virginia. 

Traffic  Safety 

F.  H.  McGovern,  M.D.,  Chairman,  Danville 
DuPont  Guerry,  III,  M.D.,  Richmond 
John  Meredith,  M.D.,  Richmond 
Louis  P.  Ripley,  M.D.,  Roanoke 
Robert  P.  Irons,  M.D.,  Lexington 
R.  D.  Butterworth,  M.D.,  Richmond 
William  Pifer,  M.D.,  Winchester 
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EFFECTIVE  ANTIHISTAMINE-DECONGESTANT  ACTION 


COVANAMINE’S  combination  of  two  antihistamines  and  two 
decongestants  — shrinks  swollen  turbinates  — opens  blocked 
ostia  — promotes  drainage  — reestablishes  patency— in  the 
treatment  of  common  colds,  rhinitis,  sinusitis,  nasal  allergies 
and  post  nasal  drip. 

Constant  therapeutic  levels  are  maintained  by  COVANAMINE’S 
Sustained  Action  Tablets  which  meter  out  the  active  ingredi- 
ents . . . with  minimal  side  effects,  less  drowsiness. 

COVANAMINE" 

Also  available  as  Black  Cherry  Flavored  COVANAMINE 
LIQUID;  COVANAMINE  EXPECTORANT  provides  the  liquid 
formula  plus  glyceryl  guaiacolate. 


Sustained  Action  Tablets 


Each  Sustained  Action  (continuous  release)  COVANAMINE  tablet  contains: 
phenylephrine  HCI  15  mg.,  phenylpropanolamine  HCI  25  mg.,  Chlorpheniramine 
maleate  4 mg,  and  pyrilamine  maleate  25  mg. 

COVANAMINE  LIQUID  provides  V*  the  tablet  formula  in  each  5 ml.  teaspoon. 
COVANAMINE  EXPECTORANT  provides  the  liquid  formula  plus  glyceryl  guaiaco- 
late 100  mg.  per  teaspoon. 

Dosage:  Tablets:  Adults— 1 tablet  (swallowed  without  chewing)  morning,  mid-after- 
noon and  at  bedtime;  Children,  6 to  12  years— 16  tablet.  Liquid  and  Expectorant: 
Adults— 2 teaspoonfuls  every  four  hours.  Children  6 to  12  years— 1 teaspoonful 
every  four  hours;  1 to  6 years— xh  teaspoonful  every  four  hours;  under  1 year- 
14  teaspoonful  every  four  hours. 


VANPELT  AND  BROWN,  INC.  Richmond,  Virginia 


Volume  88,  January,  1961 
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UP-TO-DATE 

PRESCRIPTION  DEPARTMENTS 


COMPLETELY  STOCKED 
TO  SERVE  YOUR  PATIENTS 


We  work  closely  with  the  pharmaceutical  manufacturers  to  in- 
sure having  the  newest  drugs  in  stock  as  soon  as  you  prescribe 
them  for  your  patients.  New  drugs  are  received  in  our  prescrip- 
tion departments  at  the  rate  of  more  than  one  a day. 


Our  prescription  inven- 
tories are  carefully  checked 
every  month  to  eliminate  old 
or  outdated  drugs  from  our 
stock  for  the  protection  of 
your  patients. 


Stores  to  serve  you  in  Virginia! 
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Official  Package  Circular 
November,  I960 


ANNOUNCING— 


SPECIFICALLY  FOR 
INFECTIONS  DUE  TO 
•RESISTANT”  STAPHYLOCOCCI 


AN  ENTIRELY  NEW  SYNTHETIC 
‘STAPH-CIDAL”  PENICILLIN 


UNIQUE-BECAUSE  IT 
RETAINS  ANTIBACTERIAL 
ACTIVITY  IN  THE  PRESENCE  OF 
STAPHYLOCOCCAL  PENICILLINASES 


WHICH  INACTIVATE 
OTHER  PENICILLINS 


STAPHCILLIN” 

(sodium  dimethoxyphenyl  penicillin) 

For  Injection 

DESCRIPTION 

Staphcillin  is  a unique  new  synthetic  parenteral  penicillin  produced 
by  Bristol  Laboratories  for  the  specific  treatment  of  staphylococcal 
infections  due  to  resistant  organisms.  Its  uniqueness  resides  in  its 
property  of  resisting  inactivation  by  staphylococcal  penicillinase.  It  is 
active  against  strains  of  staphylococci  which  are  resistant  to  other 
penicillins. 

Each  dry  filled  vial  contains:  1 Gm.  Staphcillin  (sodium  dimethoxy- 
phenyl penicillin),  equivalent  to  900  mg.  dimethoxyphenyl  penicillin 
activity. 

INDICATIONS 

Staphcillin  is  recommended  as  specific  therapy  only  in  infections 
due  to  strains  of  staphylococci  resistant  to  other  penicillins,  e.g.: 

Skin  and  soft  tissue  injections:  cellulitis,  wound  infections,  car- 
buncles, pyoderma,  furunculosis,  lymphangitis  and  lymphadenitis. 

Respiratory  infections : staphylococcal  lobar  or  bronchopneumonia, 
and  lung  abscesses  combined  with  indicated  surgical  treatment. 

Other  infections:  staphylococcal  septicemia,  bacteremia,  acute  or 
subacute  endocarditis,  acute  osteomyelitis  and  enterocolitis. 

Infections  due  to  penicillin-sensitive  staphylococci,  streptococci,  pneu- 
mococci and  gonococci  should  be  treated  with  Syncillin®  or  parenteral 
penicillin  G rather  than  Staphcillin.  Treponemal  infections  should 
be  treated  with  parenteral  penicillin  G. 

DOSAGE  AND  ADMINISTRATION 

Staphcillin  is  well  tolerated  when  given  by  deep  intragluteal  or  intra- 
venous injection. 

As  is  the  case  w ith  other  antibiotics,  the  duration  of  therapy  should  be 
determined  by  the  clinical  and  bacteriological  response  of  the  patient. 
Therapy  should  be  continued  for  at  least  48  hours  after  the  patient  has 
become  afebrile,  asymptomatic  and  cultures  are  negative.  The  usual 
duration  has  been  5-7  days. 

Intramuscular  route:  The  usual  adult  dose  is  1 Gm.  every  4 or  6 hours. 
Infants’  and  children’s  dosage  is  25  mg.  per  Kg.  (approximately  12  mg. 
per  pound  ) every  6 hours. 

Intravenous  route:  1 Gm.  every  6 hours  using  50  ml.  of  sterile  saline 
solution  at  the  rate  of  10  ml.  per  minute. 

* Warning:  Solutions  of  Staphcillin  and  kanamycin  should  not  be 
mixed,  as  they  rapidly  inactivate  each  other.  Data  on  the  results  of 
mixing  Staphcillin  with  other  antibiotics  are  being  accumulated. 

DIRECTIONS  FOR  RECONSTITUTION 

Add  1.5  ml.  sterile  distilled  water  or  normal  saline  to  a 1 Gm.  vial  and 
shake  vigorously.  Withdraw  the  clear,  reconstituted  solution  (2.0  ml.) 
into  a syringe  and  inject.  The  reconstituted  solution  contains  500  mg. 
of  Staphcillin  per  ml.  Reconstituted  solutions  are  stable  for  24  hours 
under  refrigeration. 

For  intravenous  use,  dilute  the  reconstituted  dose  in  50  ml.  of  sterile 
saline  and  inject  at  the  rate  of  10  ml.  per  minute. 

•This  statement  supersedes  that  in  the  OILeiul  Package  Circulars  dated  September  and/or  October,  I960. 

( continued) 


Official  Packacf.  Circular  (continued) 


MICROBIOLOGICAL  AND  PH  A K M ACO  L( )G  I CAL 
PKOPKKTIES 

In  vitro  studies  show  that  STAPHCILLIN  is  a bactericidal  penicillin 
with  activity  against  staphylococci  resistant  to  penicillin  G.  Strains  of 
staphylococci  so  far  tested  have  been  sensitive  to  Staphcillin  in  vitro 
at  concentrations  of  1-6  meg.  per  nil.  These  levels  are  readily  attained 
in  the  blood  and  tissues  by  administration  of  Staphcillin  at  the 
recommended  dosage.  This  unique  attribute  is  probably  due  to  the 
fact  that  Staphcillin  is  stable  in  the  presence  of  staphylococcal  peni- 
cillinase. Staphcillin  also  resists  degradation  by  II.  cereus  penicil- 
linase. The  antimicrobial  spectrum  of  Staphcillin  with  regard  to 
other  microorganisms  is  qualitatively  similar  to  that  of  penicillin  G: 
but  considerably  higher  concentrations  of  Staphcillin  are  required 
for  bactericidal  activity  than  is  the  case  v\  ith  penicillin  G. 

STAPHCILLIN  is  rapidly  absorbed  after  intramuscular  injection.  Peak 
blood  levels  (6-10  meg.  ml.  on  the  average  after  a 1.0  Gm.  dose)  are 
attained  within  I hour;  and  then  progressively  decline  to  less  than 
1 meg.  over  a 1 to  6 hour  period.  It  is  poorly  absorbed  from  the  gastro- 
intestinal tract.  Staphcillin  is  rapidly  excreted  by  the  kidney. 

As  shown  by  animal  studies.  Staphcillin  is  readily  distributed  in  body 
tissues  after  intramuscular  injection.  Of  the  tissues  studied,  highest 
concentrations  are  reached  in  the  kidney,  liver,  heart  and  lung  in  that 
order;  the  spleen  and  muscles  show  lower  concentrations  of  the  anti- 
biotic. STAPHCILLIN  diffuses  into  human  pleural  and  prostatic  fluids, 
but  its  diffusion  into  the  spinal  fluid  has  not  yet  been  completely 
studied.  However,  one  patient  with  meningitis  showed  a significant 
concentration  in  his  spinal  fluid  while  on  Staphcillin  therapy. 

Toxicity  studies  with  Staphcillin  and  penicillin  G in  animals  show 
that  they  have  approximately  the  same  low  order  of  toxicity. 

Certain  staphylococci  can  be  made  resistant  to  Staphcillin  in  the 
laboratory,  but  this  resistance  is  not  related  to  their  penicillinase  pro- 
duction. During  the  clinical  trials,  no  Staph ciLLlN-resistant  strains  of 
staphylococci  were  observed  or  developed;  the  possibility  of  the  emer- 
gence of  such  strains  in  the  clinical  setting  awaits  further  observation. 

PRECAUTIONS 

During  the  clinical  trials,  several  mild  skin  reactions,  e.g..  itching, 
papular  eruption  and  erythema  were  observed  both  during  and  after 
discontinuance  of  Staphcillin  therapy.  Patients  with  histories  of  ha> 
fever,  asthma,  urticaria  and  previous  sensitivity  to  penicillin  are  more 
likely  to  react  adversely  to  the  penicillins.  It  is  important  that  the 
possibility  of  penicillin  anaphylaxis  be  kept  in  mind.  Epinephrine  and 
the  usual  adjuvants  ( antihistamines,  corticosteroids)  should  be  avail- 
able for  emergency  treatment.  Because  of  the  resistance  of  Staphcillin 
to  destruction  by  penicillinase,  parenteral  B.  cereus  penicillinase  may 
not  be  effective  for  the  treatment  of  allergic  reactions.  Information 
with  regard  to  cross-allergenicity  between  penicillin  G.  penicillin  V. 
phenethicillin  (Syncillin  I and  Staphcillin  is  not  available  at  present. 
If  superinfection  due  to  Gram-negative  organisms  or  fungi  occurs 
during  Staphcillin  therapy,  appropriate  measures  should  be  taken. 

SUPPLY 

List  79502  1.0  Gm.  dry  filled  vial. 

HlilSTOI.  LABORATORIES  • SYRACUSE.  NEW  YORK 

Division  of  Bristol-Myers  Company 
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SYNTHETIC  “STAPH -Cl DAL"  PENICILLIN 


100. 


In  the  presence  of  staphylococcal 
penicillinase,  Staphcillin  remained  active 
and  retained  its  antibacterial  action. 

By  contrast,  penicillin  G was  rapidly 
destroyed  in  the  same  period  of  time. 
(After  Gourevitch  et  al.,  to  be  published) 


Specifically  for  “resistant”  staph... 

Stanhcillin 


sodium  dimethoxyphenyl  penicillin 
FOR  INJECTION 


The  failure  of  staphylococcal  infections  to  respond  to  penicillin  therapy  is  attributed  to 
the  penicillin-destroying  enzyme,  penicillinase,  produced  by  the  invading  staphylococcus. 

Unlike  other  penicillins: 

1 Staphcillin  is  effective  because  it  retains  its  antibacterial  activity  despite  the  pres- 
ence of  staphylococcal  penicillinase. 

^ The  clinical  effectiveness  of  Staphcillin  has  been  confirmed  by  dramatic  results  in 
a wide  variety  of  infections  due  to  “resistant”  staphylococci,  many  of  which  were  serious 
and  life-threatening. 

Like  other  penicillins: 

Staphcillin  has  no  significant  systemic  toxicity.  It  is  well  tolerated  locally,  and 
pain  or  irritation  at  the  injection  site  is  comparable  to  that  following  the  injection  of 
penicillin  G.  In  occasional  cases , typical  penicillin  reactions  may  be  experienced. 


PROFESSIONAL  INFORMATION  SERVICE  - The  attached  Official  Package  Circular  provides  com- 
plete information  on  the  indications,  dosage,  and  precautions  for  the  use  of  Staphcillin.  If  you  desire 
additional  information  concerning  clinical  experiences  with  Staphcillin,  the  Medical  Department  of 
Bristol  Laboratories  is  at  your  service.  You  may  direct  your  inquiries  via  collect  telephone  call  to  New  York, 
Pl.a/a  7-7061,  or  by  mail  to  Medical  Department,  Bristol  Laboratories,  630  Fifth  Ave.,  N.  Y.  20,  N.  Y. 


BRISTOL  LABORATORIES  • SYRACUSE,  NEW  YORK 

Division  of  Bristol-Myers  Company 


Illustrative 
case  summary 
from  the  files  of 
Bristol  Laboratories’ 
j Medical  Department 
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SYNCILLIN 
250  mg.  t.i.d. 

H.F.  45-year-old  white  female.  First  seen  on 

Aug.  24,  1959  with  acute  bronchitis  of  3 days' 

duration.  Culture  of  the  sputum  revealed  alpha 

hemolytic  streptococci.  A 250  mg.  SYNCILLIN 

tablet  was  administered  3 times  daily.  Another 

sputum  culture  taken  on  Aug.  27  showed  no  growth. 

On  Aug.  30,  the  patient  appeared  much  improved 

* ^ 


and  SYNCILLIN  was  discontinued. 
Recovery  uneventful. 


THE  ORIGINAL  phenethicillin 


SYNCILLIN 

(phenoxy ethyl  penicillin  potassium) 

FIRST  SYNTHESIZED  AND  MADE  AVAILABLE  BY  BRISTOL  LABORATORIES 


A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital : 
Syncillin  Tablets  — 250  mg.  (400,000  units) ...  Syncillin  Tablets  — 125  mg.  (200,000  units) 

Syncillin  for  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 
Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

"'Streptococcal  infections  should  be  treated  for  at  least  10  days  to  prevent  the  development  of  rheumatic  fever 
and  as  prophylaxis  against  bacterial  endocarditis  in  susceptible  patients. 


Complete  information  on  indications, 
dosage  and  precautions  is  included  in  the 
circular  accompanying  each  package. 


BRISTOL  LABORATORIES,  Div.  of  Bristol-Myers  Co.,  SYRACUSE.  N.Y. 


RELIEVE  ALL 
COMMON 
COLD 
SYMPTOM 
AT  ONCE  & 


‘EMPRAZIL 

THE  TOTAL  COLD-THERAPY  TABLET 

nasal  decongestant  • analgesic 
antipyretic  • antihistamine 

The  ingredients  combined  in  each  'Emprazil'  tablet 
provide  multiple  drug  action  for  prompt  sympto* 
matic  relief  of  aches,  pains,  fever  and  respiratory 
congestion— due  to  common  colds,  flu  or  grippe— 
without  gastric  irritation. 

Dosage:  Adults  and  older  children  — One  or  two  tablets 
t.i.d.  as  required.  Children  6 to  12  years  of  age  — One 
tablet  t.i.d.  as  required. 

Supplied:  Bottles  of  100  or  1000 


BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Each  orange  and  yellow  layered  tablet  contains: 
‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride.  20  mg. 


'Perazil'®  brand  Chlorcyclizine  Hydrochloride  ....  15  mg. 

Acetophenetidin 150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine  30  mg. 


Complete  literature  available  on  request 
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rapid  action  • non-narcotic  • economical 

“We  have  found  caffeine,  used  in  combination  with  acetylsalicylic  acid,  acetophenetidin, 

and  isobutylallylbarbituric  acid,  [Fiorinal]  to  be  one  of  the  most 

effective  medicaments  for  the  symptomatic  treatment  of  headache  due  to  tension.” 

Friedman,  A.  P.,  and  Merritt,  H.  H. : J.A.M.A.  7 63 : 1 1 1 1 (Mar.  30)  1957. 


Available:  Fiorinal  Tablets  and 
New  Form  — Fiorinal  Capsules 


Each  contains:  Sandoptal  (Allylbarbituric  Acid  N.F.  X) 

50  mg.  (3/4  gr.) , caffeine  40  mg.  (2/3  gr.) , acetylsalicylic  acid 
200  mg.  (3  gr. ),  acetophenetidin  130  mg.  (2gr.). 

Dosage:  1 or  2 every  four  hours,  according  to  need,  up  to  6 per  day. 


SANDOZ 


“.. extraordinarily  effective  diuretic.”1 


Efficacy  and  expanding  clinical  use  are  making  Naturetin  the 
diuretic  of  choice  in  edema  and  hypertension.  It  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.2  More  potent  than  other  diuretics, 
Naturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide  and  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 
References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.: 
Monographs  on  Therapy  5:60  (Feb.)  1960.  2.  Ford,  R.  V.:  Current 
Therap.  Res.  2:92  (Mar.)  1960. 


Naturetin  Naturetin*K 


Squibb 


--.-to  Squibb  Benzydroflumethiazide  with  Potassium  Chloride 


a TftADCMAftK. 
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NEW 


NEW 


acts  here 


o relieve  both  nasal 


and  chest  discomfort 


c X 


TABLETS  AND  SYRUP 


relieves  both 


upper  respiratory  congestion 
bronchial  congestion 


• elFective  because  d-isoephedrine  combines  both  nasal 
and  bronchial  decongestant  actions'— together  with  the  histamine  blocking 
action  of  chlorpheniramine. 

• fast  . . . clears  air  passages  in  10-20  minutes.  Relieves  stuffiness, 
swelling,  discharge.  Prevents  excessive  post-nasal  drip  and  resulting  night 
cough. 

• safe  . . . Laboratory  studies  reveal  little  effect  on  CNS  or  pressor 
stimulation.2  Minimal  daytime  drowsiness  or  interference  with  sleep. 

1.  Aviado.  D.  M.  et  al:  J.  Pharmacol.  & Exper.  Therap.  122:  406-417  (Mar.)  1958.  2.  Laboratory  Report:  Research  Div., 
Chas.  C.  Haskell  & Co.,  1959. 


TABLETS  AND  SYRUP  for  adults  and  children  . . . 

COMPOSITION:  Per  tablet  Per  5 ml.  syrup 

Chlorpheniramine  maleate  4 mg.  2 mg. 

d-lsoephedrine  HCI 25  mg.  12.5  mg. 

DOSE:  Tablets:  Adults:  1 tablet  3 or  4 times  daily.  Syrup:  Children: 
3-6  yrs.  '/,  tsp.  t.i.d. ; 6-12  yrs.  1 tsp.  t.i.d.  Adults:  2 tsp.  t.i.d. 

AVAILABLE:  Tablets:  Bottles  of  100.  Syrup:  Pint  bottles. 


ARNAR-STONE 

Laboratories,  Inc. 
Mt.  Prospect,  Illinois 


Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  ...  all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  wThich  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort— 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 

Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Total  unsaturated 70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) ....  25-30% 

Phytosterol  (Predominantly  beta  sitosterol)  . 0.3  0.5% 

Total  tocopherols  0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand , where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 


Your 

Cholesterol 
depressant  Diet 

Book 


Menu 
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USE  THIS  HANDY  ORDER  FORM 

The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 


ADDRESS 

CITY 

ZONE 

STATE 

The  secret  of  a successful 
full-liquid  diet  is  acceptance 


The  blender  can  produce  foods  for  your  patient’s  full-liquid  diet 
that  are  nutritious,  tempting  and  appealing  to  the  eye.  Milk 
blended  with  chicken  or  shrimp  makes  a tasty  bisque.  Strained 
meats  can  be  beaten  into  tomato  juice.  To  increase  protein,  add 
eggs  to  mixtures. 

Suggest  carrots  blended  with  milk  or  broth.  Cottage  cheese 
whipped  into  chocolate  milk  is  nourishing.  Fruits  blended  into 
juices,  garnished  with  soft  sherbet  are  good  desserts.  Remember, 
appetizing  appearance  increases  acceptance;  serve  liquids  in 
colorful  glasses,  pretty  cups,  unusual  mugs. 

Njp  United  States  Brewers  Foundation 

* *00* 

If  you’d  like  reprints  of  this  and  11  other  different  diet  menus  for  your  patients, 
write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  N.Y.  17,  N.Y. 


A glass  of  beer, 
with  your  approval, 
can  be  a most 
refreshing  addition 
to  your  patient's  diet. 


Meal-in-a-glass:  blender  combinations  offer  rich  variety! 
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FULL  HOURS  OF 

SULFA  THERAPY 
with  only  1 DOSE 


COLAZINE* 

SPENSOID" 


The  original  Lipo-Sulfa  formula" 


Provides  rapid  initial  absorption. 
Effective  blood  levels. 

High  urinary  solubility. 
Very  low  toxicity. 


Each  Teaspoonful  (5  cc.)  contains: 
Sulfadiazine  0.125  Gm., 
Sulfamerazine  0.125  Gm., 

Sulfamethazine  0.125  Gm., 
Sulfacetamide  0.125  Gm., 

in  a tasty  cola  flavored  suspension. 

DOSAGE:  Children— 1 teaspoonful  (5  cc.) 
for  each  10  lbs.  of  body  weight 
(up  to  80  lbs.)  followed  by  one-half 
initial  dose  every  12  hours. 
Adults— 2 or  3 tablespoonfuls 

(30  to  45  cc.)  followed  by  one-half 
initial  dose  every  12  hours. 


SAFER, 
LESS  TOXIC 


LONGER 

ACTING 


CONVENIENT 
b.i.d.  DOSAGE 


HIGHER 

BLOOD 

LEVELS 


COLAZINE  SPENSOID  is 
available  in  bottles  of  16  oz. 


SAMPLES  AND  LITERATURE 
ON  REQUEST 


MAIL  THIS  HANDY  REQUEST  CARD  FOR 
SAMPLES  AND  LITERATURE 

Please  send  literature  and  professional  samples  as 
indicated. 


WINSTON-SALEM  1, 
NORTH  CAROLINA 


Jon  courtesy  of  The  International  Silver  Company 

I QAI'H.'L 


□ COLAZINE  SPENSOID  the  b.i.d.  sulfa 

□ NOYA-TUSSA  For  Coughs  and  Colds 

NAME 

ADDRESS 

CITY Zone State 

My  Pharmacist's  Name 

Address  - 


PLEASANT 
WAY  TO 


STOP 


COUCH 


ANTITUSSIVE 
EXPECTORANT 
DECONGESTANT 
ANTIHISTAMINIC 


NOVA-TUSSA  promptly  checks  coughs  due 
to  colds,  bronchitis,  allergies  and  other 
symptoms  of  upper  respiratory  infection. 


Ideally  suited  for  patients  of  all  ages. 


H 


BUSINESS  REPLY  CARD 


FIRST  CLASS  PERMIT  No.  290,  Soc.  34.9,  P.  L.  & R. 
WINSTON-SALEM,  N.  C. 


Drug  Specialties,  Inc. 

P.  O.  BOX  830 

WINSTON-SALEM,  N.  C. 


Each  fl.  oz.  (30  cc)  contains:  dihydrocodeinone  bitar- 
trate 10  mg.  (Warning.  May  be  habit  forming.),  phen- 
iramine  maleate  30  mg.,  pyrilamine  maleate  30  mg., 
phenylephrine  hydrochloride  30  mg.,  potassium 
guaiacolsulfonate  500  mg.  Exempt  Narcotic.  Easy  to 
take  delicious  cherry  flavor. 


Doses:  Adults,  2 teaspoonfuls  every  4-6  hours. 

Children  over  six  1 teaspoonful;  1-6  years 
Vz  to  1 teaspoonful  according  to  age.  Do  not 
repeat  more  than  4 times  in  24  hrs. 


Supply-.  NOVA-TUSSA  in  bottles  of  1 pint  and  1 gallon. 


MAIL  CARD  FOR  PROFESSIONAL 
SAMPLES  AND  LITERATURE. 


DRUG 


WINSTON-SALEM  1,  N.C. 


you  can  i prescnoe i a more 
effective  antibiotic  than 

ERYTHROCIN 

Erythromycin,  Abbott 

How  much  “spectrum”  do  you  need  in  treating  an 
infection?  Clearly,  you  want  an  antibiotic  that  will 
show  the  greatest  activity  against  the  offending  or- 
ganism, and  the  least  activity  against  non-patho- 
genic  gastro-intestinal  flora. 

Weigh  these  criteria— and  make  this  comparison— 
when  treating  your  next  coccal  infection.  Erythrocin 
is  a medium-spectrum  antibiotic,  notably  effective 


against  gram-positive  organisms.  In  this  it  comes 
close  to  being  a “specific”  for  coccal  infections  — 
which  means  it  is  delivering  a high  degree  of  activity 
against  the  majority  of  common  infection-producing 
bacteria. 


And  against  many  of  the  troublesome  “staph”  strains 
—a  group  which  shows  increasing  resistance  to  peni- 
cillin and  certain  other  antibiotics— Erythrocin  con- 
tinues to  provide  bactericidal  activity.  Yet,  as  potent 
as  Erythrocin  is,  it  rarely  has  a disturbing  effect  on 
normal  gastro-intestinal  flora.  Comes  in  easy-to- 
swallow  Filmtabs®,  100  and  250  mg. 

Usual  adult  dose  is  250  mg.  every  six 
hours.  Children,  in  proportion  to  age 
and  weight.  Won’t  you  try  Erythrocin? 

©Filmtab— Film-sealed  tablets,  Abbott. 


ABBOTT 


01  1297 


attains 

sustains 

retains 


attains  activity 
levels  promptly 

DECLOMYCIN  Demethylchlortetracycline  attains  — 
usually  within  two  hours-blood  levels  more  than  ade- 
quate to  suppress  susceptible  pathogens-on  daily 
dosages  substantially  lower  than  those  required  to 


sustains  activity 
levels  evenly 

DECLOMYCIN  Demethylchlortetracycline  sustains!; 
through  the  entire  therapeutic  course,  the  high  activ 
ity  levels  needed  to  control  the  primary  infection  anc 
to  check  secondary  infection  at  the  original -or  a 


another— site.  This  combined  action  is  usually  sus 
tained  without  the  pronounced  hour-to-hour,  dose-tc 
dose,  peak-and-valley  fluctuations  which  charac: 
terize  other  tetracyclines. 


elicit  antibiotic  activity  of  comparable  intensity  with 
other  tetracyclines.  The  average,  effective,  adult 
daily  dose  of  other  tetracyclines  is  1 Gm.  With 
DECLOMYCIN,  it  is  only  600  mg. 


DECLOMYCIN  — SUSTAINED  ACTIVITY  LEVELS 


TETRACYCLINE 

ACTIVITY 

WITH 

DECLOMYCIN 

THERAPY 


TETRACYCLINE 
ACTIVITY 
WITH  OTHER 
TETRACYCLINE 
THERAPY 


DOSAGE 
150  mg.  q.i.d 


DOSAGE 
250  mg.  q.i.d. 


OTHER  TETRACYCLINES-PEAKS  AND  VALLEYS 


POSITIVE  ANTIBACTERIAL  ACTION 


PROTECTION  AGAINST  PROBLEM  PATHOGENS 


LOMYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 


stains  activity 

evels  24-48  hrs. 


ECLOMYCIN  Demethylchlortetracycline  retains  ac- 
vity  levels  up  to  48  hours  after  the  last  dose  is 
iven.  At  least  a full,  extra  day  of  positive  action  may 
ius  be  confidently  expected.  The  average,  daily  adult 
osage  for  the  average  infection  — 1 capsule  q.i.d.— 
> the  same  as  with  other  tetracyclines... but  total 
osage  is  lower  and  duration  of  action  is  longer. 


CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage: 
Average  infections-1  capsule  four  times  daily.  Severe 
infections-lnitial  dose  of  2 capsules,  then  1 capsule 
every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3  to 
6 mg.)  per  pound  body  weight  per  day— divided  into 
4 doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored), 
bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg.  per 
pound  body  weight  per  day  — divided  into  4 doses. 

PRECAUTIONS— As  with  other  antibiotics,  DECLOMYCIN  may 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to 
sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN. 
Although  reversible  by  discontinuing  therapy,  patients  should 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or' 
idiosyncrasy  occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with 
DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should 
be  kept  under  constant  observation. 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


PROTECTION  AGAINST  RECURRENCE 


NaClex 

benzthiazide 


a new  diuretic 
with  an 
unsurpassed 
faculty  for 
salt  excretion 


salt  goes,  so  goes  edema 


A basic  principle  of  diuresis  is  that  “increased  urine 
volume  and  loss  of  body  weight  are  proportional  to 
and  the  osmotic  consequences  of  loss  of  ions.”1 

Robins’  new  NaClex  is  a potent,  oral,  non-mercurial 
diuretic  that  helps  reduce  edema  through  the  appli- 
cation of  this  fundamental  principle.  It  limits  the 
reabsorption  of  sodium  and  chloride  in  the  renal 
proximal  tubules  {with  a relative  sparing  of  potassium). 
The  body’s  homeostatic  mechanism  responds  by  in- 
creasing the  excretion  of  excess  extracellular  water. 
Thus  the  NaClex-induced  removal  of  salt  leads  to  a 
reduction  of  edema. 

a unique  chemical  structure 

NaClex  (benzthiazide)  is  a new  molecule  which  pro- 
vides a “pronounced  increase  in  diuretic  potency”2 
over  its  antecedent  sulfonamide  compound.  Com- 
pared tablet  for  tablet  with  current  oral  diuretics,  it 
is  unsurpassed  in  diuretic  potency. 


twofold,  value 

NaClex  produces  diuresis,  weight  loss,  and  sympto- 
matic improvement  in  edema  associated  with  various 
conditions.  It  also  has  antihypertensive  properties 
and  may  be  used  alone  in  mild  hypertension  or  with 
other  antihypertensive  drugs  in  severer  cases. 

For  complete  dosage  schedules,  precautions,  or  other  informa- 
tion about  NaClex,  please  consult  basic  literature,  package 
insert,  or  your  local  Robins  representative,  or  write  to  the 
A.  H.  Robins  Co.,  Inc. 

Supply:  Yellow,  scored  50  mg.  tablets. 

References:  1.  Pius,  R.  F.,  Am.  J.  Med.,  24:745,  1958.  2.  Ford, 
R.  V.,  Cur.  Therap.  Res.,  2:51,  1960. 

A.  H.  ROBINS  COMPANY,  INC. 
RICHMOND  20,  VIRGINIA 
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Put  your 

low-back  patient  I 
back  on  the  ^ 

payroll  f* 

Soma  relieves  stiffness 
-stops  pain , too 

YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity — 
and  fast! 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 

m Wallace  Laboratories,  Cranbury,  New  Jersey 


HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 

Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets.  Usual  Dosage: 

1 TABLET  Q.I.D. 


IN  GOLDS  AND  SINUSITIS— 

THE  RIGHT  AMOUNT  OF  “INNER  SPACE” 


Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 

Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


RIGHT  AWAY 


LABORATORIES 
New  York  18,  N.  Y. 


NEO-SYNEPHRINE 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


® For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
V&%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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when  the  need 

for  iron  is  acute... 


i nject 


(Brand  of  dextriferron) 

intravenously 


Write  for  literature  and  professional  sample 


ASTItA  PHARMACEUTICAL  PRODUCTS,  INC. 
Worcester,  Mass.,  U.  S.  A. 
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CREMOSUXIDINE  consolidates  fluid  stools,  reduces  enteric  bacteria, 
detoxifies  putrefactive  material,  and  soothes  the  irritated  intestinal  mucosa. 
Chocolate-mint  flavored. ..readily  accepted  by  patients  of  all  ages. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point.  Pa. 


$ MERCK  SHARP  & DOHME.  DIVISION  OF  MERCK  & CO.,  INC.,  PHILADELPHIA  1,  PA. 


: AND  SULFASUXIOINE  AWE  TRADEMARKS  OF  MERCK  A CO.,  I 
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IN  SINUSITIS,  COLDS  AND  UPPER  RESPIRATORY  DISORDERS 

DIMETAPP  Extentabs 

LET  YOUR  PATIENTS  BREATHE  EASIER! 


In  sinusitis,  colds  and  other  upper  respiratory  and 
allergic  disorders,  new  DIMETAPP  Extentabs  offer 
more  useful  decongestant  therapy. 

UNSURPASSED  RELIEF  OF  NASAL  CONGESTION: 

In  DIMETAPP  Extentabs,  the  unexcelled  antihista- 
mine, Dimetane,  and  two  outstanding  decongest- 
ants—phenylephrine  and  phenylpropanolamine  — 
promptly  dry  secretions  and  reduce  edema  and 
congestion  in  the  nose,  the  sinuses,  and  the  upper 
respiratory  tract. 

CLEAR  BREATHING  FOR  12  HOURS  ON  1 TABLET: 

Long-acting  DIMETAPP  Extentabs  offer  up  to 
12-hour  relief  on  just  one  tablet.  Easier-to-use 
DIMETAPP  reaches  into  areas  which  nose  drops  or 


sprays  can’t  touch— without  rebound  congestion. 
EXCEPTIONAL  FREEDOM  FROM  SIDE  EFFECTS: 

DIMETAPP  Extentabs  are  exceptionally  free  of  side 
reactions.  Dimetane  offers  a high  percentage  of 
relief  with  only  drowsiness  as  a possible,  infrequent 
side  effect.  Small,  fully  efficient  dosages  of  decon- 
gestants minimize  overstimulation. 

DIMETAPP  Extentabs  contain  Dimetane®  (parabromdylamine  [bromphen- 
iramine] maleate)  12  mg., phenylephrine  HCI  15  mg., and  phenylpropanol- 
amine HCI  1 5 mg. 

DOSAGE:  Adults  — 1 Extentab  q.8-12  hours.  Children  over  6—1  Extentab 
q.12  hours.  Administer  with  caution  to  patients  with  cardiac  or  peripheral 
vascular  diseases  and  hypertension, and  to  those  sensitive  to  antihistamines. 
See  package  insert  for  further  details  and  bibliography. 

A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Virginia  HkJH 

ETHICAL  PHARMACEUTICALS  OF  MERIT  SINCE  1878 


Clark  treated  31  anginal  patients  who  showed  signs  of  anxiety,  fear,  excitement  and  other  forms  of  emotional 
stress.  On  CARTRAX,  all  31  fared  better  than  they  had  on  previous  therapy ...  as  judged  both  by  subjective 
reports  and  by  reduced  nitroglycerin  requirements.* 

CARTRAX  combines  PETN  (for  prolonged  vasodilation)  with  ATARAX  (the  tranquilizer  preferred  for  angina  patients 
because  of  its  safety  and  mild  antiarrhythmic  properties).  Thus,  CARTRAX  helps  you  to  cope  with  both  com- 
ponents of  angina  pectoris-circulatory  and  emotional. 

For  a better  way  to  help  your  angina  patients  relax,  prescribe  CARTRAX.  *ciark,  t.  e.,  in  press. 


DCTMt  . JITAD A V®tt  Dosage:  Begin  with  1 to  2 yellow  CARTRAX  "10” 
r L I PI  T/l  I Ann  A tablets  (10  mg.  PETN  plus  10  mg.  ATARAX)  3 to  4 

times  daily.  For  dosage  flexibility,  CARTRAX  "20’’ 
(pink)  tablets  (20  mg.  PETN  plus  10  mg.  ATARAX)  may  be  utilized  at  a level  of  one  tablet 
three  to  four  times  a day.  Thejablets  should  be  administered  before  meals  for  optimal 
response.  For  convenience,  write  "CARTRAX  TO”  or  "CARTRAX  20."  As  with  all  nitrates, 
use  with  caution  in  glaucoma.  Supplied:  In  bottles  of  100.  Prescription  only. 


t pentaerythritol  tetranitrate  tf  brand  of  hydroxyzine 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being™ 
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the  diagnosis  and  treatment  of 


DEPRESSIONS 


in  private  practice 


Prepared  and  narrated  by  S.  Bernard  Wortis,  M.D.,  Dean  of  the  School  of  Medicine 
and  Post-Graduate  Medical  School,  Chairman  and  Professor  of  the  Department  of 
Neurology  and  Psychiatry,  Neiv  York  University  Medical  Center 


This  timely  teaching  film  is  now  available  for 
showing  to  interested  professional  groups. 

The  film  describes  and  illustrates  the  signs  of 
depressions  commonly  seen  in  general  medical 
practice,  and  outlines  suggested  plans  of  treatment 
by  the  family  physician.  Suggestions  are  given  on 
methods  of  handling  suicide  risk,  referral,  treat- 
ment in  consultation,  and  hospitalization. 


The  film  is  black  and  white,  sound-on-film,  runs 
about  20  minutes  and  contains  no  commercial 
material. 

To  arrange  for  a group  showing,  please  write 
the  date  you  wish  to  show  the  film  (list  alternate 
dates,  if  possible)  and  the  number  of  physicians 
expected  to  attend. 

Mail  your  request  to : 


Professional  Services  Dept. 
WALLACE  LABORATORIES 
Cranbury,  N.  J. 


WALLACE  LABORATORIES /Cranbury,  N.  J.  / producers  of  Dcprol ® 
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When  it’s  penicillin-susceptible 
and  the  patient  is  not  allergic 

Use  an  orally  maximal  penicillin 


Consistent  dependable  therapeutic  response  through 
maximal  absorption,  maximal  serum  concentration  and 
longer  duration  of  inhibitory  antibiotic  levels  for  less 
susceptible  organisms. 


Available  as  Maxipen  Tablets,  125  mg.  and  250  mg.; 
Maxipen  for  Oral  Solution,  125  mg.  per  5 cc.  of  recon- 
stituted liquid.  r ..  . 

Literature  on  request 


....-----or ------- 

When  you  hesitate  to  use  penicillin 

(eg.  possible  bacterial  resistance  or  allergic  patient) 

You  can  count  on 


Extends  the  Gram-positive  spectrum  of  usefulness  to 
include  many  staphylococci  resistant  to  one  or  more  of 
the  commonly  used  antibiotics— narrows  the  spectrum 
of  side  effects  by  avoiding  many  allergic  reactions  and 
changes  in  intestinal  bacterial  balance. 

Available  as  Tao  Capsules,  250  and  125  mg.;  Tao  Oral 
Suspension,  125  mg.  per  5 cc. ; Tao  Pediatric  Drops, 
100  mg.  per  cc.  of  reconstituted  liquid;  Intramuscular 
or  Intravenous  as  oleandomycin  phosphate.  Other  Tao 
formulations  also  available:  Tao®-AC  (Tao,  analgesic, 
antihistaminic  compound)  Tablets;  Taomid®  (Tao  with 
Triple  Sulfas)  Tablets,  Oral  Suspension. 

Literature  on  request 


and  for  nutritional  support  VITERRA®  vitamins  and  minerals 

Formulated,  from  Pfizer’s  line  of  fine  pharmaceutical  products 


New  York  17,  N.  Y.,  Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being™ 


Volume  88,  January,  1961 


37 


an  antibiotic  improvement 
designed  to  provide 
greater  therapeutic  effectiveness 

-( 


now 

m _ Pulvules 

Iiosone 

( propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 

in  a more  acid-stable  form 

assure  adequate  absorption  even  when  taken  with  food 


Iiosone  retains  97.3  percent  of  its  antibacterial  activity  after  exposure  to  gastric 
juice  (pH  1.1)  for  forty  minutes.1  This  means  there  is  more  antibiotic  available 
for  absorption — greater  therapeutic  activity.  Clinically,  too,  Iiosone  has  been 
shown2  3 to  be  decisively  effective  in  a wide  variety  of  bacterial  infections — with 
a reassuring  record  of  safety.4 

Usual  dosage  for  adults  and  for  children  over  fifty  pounds  is  250  mg.  every  six 
Supplied  in  125  and  250-mg.  Pulvules  and  in  suspension  and  drops. 

1.  Stephens,  V.  C.,  et  at.:  J.  Am.  Pharm.  A.  (Scient.  Ed.),  48:6 20,  1959. 

2.  Salitsky,  S.,  et  at.:  Antibiotics  Annual,  p.  893,  1959-1960. 

3.  Reichelderfer,  T.  E.,  et  at.:  Antibiotics  Annual,  p.  899,  1959-1960. 

4.  Kuder,  H.  V.:  Clin.  Pharmacol.  & Therap.,  in  press. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


hours. 


QUALITY  / »C»C»tCH/ INTIMITY 


38 


Virginia  Medical  Monthly 


The  Virginia 

MEDICAL 

MONTHY 


January,  1961 

Vol.  88,  No.  1 
Whole  No.  1304 


Guest  Editorial . . . . 


Stress  as  an  Adaptostat 

O,  then  beware! 

Those  wounds  heal  ill  that  men  do  give  themselves 

Omission  to  do  what  is  necessary 

Seals  a commission  to  a blank  of  danger. 

Troilus  and  Cressida 

JN  BIOLOGIC  systems  stress  is  pressure,  an  internalized  force  produc- 
ing a range  of  tension  in  the  organism.  Because  excessive  body  tensions 
may  be  associated  with  structural  strain  and  rupture,  often  fateful,  stress 
in  medicine  is  commonly  equated  with  illness  and  trouble.  We  tend  to 
forget  that  most  physiological  tensions  are  necessary  and  normal,  have 
no  inherent  qualifying  distinctions,  and  are  good  or  bad  only  in  amount 
and  in  relation  to  the  conditions  that  provoke  them.  In  man,  emotional 
tension  may  be  thought  of  as  a mobilization  of  energy,  a preparation 
for  action.  Stress  is  for  excitement  and  fun  as  well  as  for  blood,  sweat, 
and  tears,  and  serves  our  pleasurable  needs  in  anticipation,  competition, 
accomplishment,  diversion,  and  repose.  Perhaps  stress  is  unpleasant  and 
distressful  only  when  we  are  frightened  or  frustrated:  our  expectations 
deferred  or  denied,  our  activities  obstructed  and  unsuccessful,  our  basic 
human  needs  unacquired  or  unmaintained. 

For  good  or  bad,  general  bodily  stress  is  a servomechanism,  an  adapto- 
stat that  normally  tends  to  regulate  the  disbursement  and  direction  of 
our  resources  in  meeting  the  challenges  of  life.  When  energy  expendi- 
tures are  too  great  or  too  small;  when  our  performances  are  too  socially 
inappropriate  or  too  foreign  to  what  we  need  and  plan  and  hope,  the 
inward  pressure  rises,  tension  and  discomfort  appear  as  signals,  there  is  a 
flag  down  on  the  play.  Omission  to  heed  the  message  leads  to  trouble, 
often  to  an  illness  that  may  enforce  our  compliance  in  life  adjustments 
that  are  less  provocative  of  stress  and  strain.  From  this  viewpoint,  stress- 


disease  sequences  may  be  looked  upon  as  beneficent  rather  than  malign, 
in  that  they  represent  signs  and  pressures  for  corrective  change.  In  the 
illness  setting,  new  perspectives,  new  learning,  and  new  attitudes  often  arise 
to  promote  an  overall  adaptation  far  more  in  keeping  with  an  individual’s 
endowments  and  potentialities  for  performance  and  satisfaction  in  life. 
Sweet  indeed  may  be  the  uses  of  adversity. 

The  capabilities  and  opportunities  of  many  people  ordinarily  allow 
them  a wide  range  of  adaptability.  When  exposed  to  ordinary  or  uncom- 
mon adversities  that  create  stress  and  strain,  they  find  ways  and  means 
to  adjust.  Many  other  persons,  at  the  time  at  least,  lack  this  native  re- 
sourcefulness and  show  indecision,  inelasticity  or  injudicious  haste  in  their 
efforts  to  cope  with  trouble.  Some  of  their  frustrations  are  no  doubt 
outrageous  slings  and  arrows;  traps  due  to  circumstances  beyond  personal 
control.  More  often  the  individual  seems  to  have  gotten  into  difficulty 
as  a result  of  immature  attitudes,  decisions  and  actions  in  the  conduct  of 
life.  It  is  proverbially  hard  for  people  to  grow  up.  Few  of  us  indeed 
escape  some  'vicious  mole  of  nature’  or  'pale  cast  of  thought’  that  tends 
to  twist  perspective  and  to  circumvent  clear  judgment.  We  commonly 
rough-hew  our  lives  by  the  stubborn  repetition  of  proven  mistakes,  by 
putting  second  or  third  things  first,  by  doing  things  the  hard  way.  Fa- 
miliar with  these  observations,  physicians  should  be  led,  not  to  invidious 
or  moralistic  appraisals  of  human  character,  but  to  a practical  assessment 
of  the  price-in-pathology  that  may  have  to  be  paid  for  inertia  and  in- 
temperance, for  vanity  and  vice,  for  spiritual  apathy  in  knowing  and 
holding  fast  to  what  is  best  in  the  long  run  for  ourselves  and  others. 

The  medical  profession  is  concerned  with  this  price  because  it  is  re- 
flected in  the  excessive  numbers  of  patients  with  psychosomatic  com- 
plaints. Given  sustained  emotional  strain,  it  is  often  just  a matter  of  time 
when  illness  will  appear.  Where  it  will  appear,  in  functional  and  organic 
patterns  of  disease,  seems  to  depend  in  large  part  on  the  constitution  of 
the  individual,  on  genetic  and  developmental  susceptibilities.  As  in  most 
other  instances,  illness  arises  from  an  interaction  between  the  host  and 
agencies  in  its  external  or  internal  environments.  An  analogy  may  be 
read  in  tuberculosis,  where  clinical  disease  seems  determined,  not  solely 
by  the  tubercle  bacillus,  but  by  complex  variations  in  heritable  and 
acquired  resistances.  In  psychosomatic  illness,  unresolved  stress  may  be 
a precipitating  factor,  but  predisposing  constituents  exist  in  the  indi- 
vidual and  in  the  family,  often  in  the  community  and  culture. 

This  portrait  of  disease  as  a process  developing  from  multiple  etiologies 
should  have  important  implications  for  treatment.  A successful  attack 
on  one  factor  alone,  one  link,  might  be  sufficient  to  interrupt  a chain  of 
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events  leading  to  tissue  destruction  and  organ  impairment.  Unfortu- 
nately, many  of  the  contributory  ingredients  of  psychosomatic  illnesses 
are  complex  genetic  aberrations  at  the  present  time  not  well  enough 
identified  or  understood  to  be  subject  to  correction.  In  terms  of  pre- 
ventive medicine  it  is  seldom  emphasized  that  personality  and  situational 
precipitants  are  often  the  only  factors  amenable  to  significant  modi- 
fication. The  general  population  supplies  a vast  reservoir  of  families 
that  through  inheritance  and  development  are  sitting  ducks  for  stress- 
producing  life  trends  and  events.  Some  individuals  are  so  genetically 
loaded  with  predisposing  factors  that  perhaps  even  ordinary  pressures, 
as  in  childhood,  may  trigger  symptoms.  It  seems  likely  that  in  a great 
many  people,  disease  will  not  be  prevented  if  stress  warnings  are  ignored, 
and  the  lesson  will  have  to  be  learned  the  hard  way  if  at  all. 

In  summary,  emotional  stress,  for  better  or  worse,  is  a protective  phys- 
iologic mechanism.  Its  participation  in  the  morbid  process  of  many 
diseases  calls  for  understanding  and  interpretation  by  doctor  and  patient 
alike.  In  most  practice  settings,  physicians  faced  with  the  opportunities 
and  responsibilities  for  continuing  family  care,  find  it  practical,  inter- 
esting and  therapeutically  rewarding  to  study  all  of  the  components  of 
illness.  As  initial  doctor-symptom  relationships  evolve  into  mutually- 
possessive  doctor-patient  commitments,  a natural  climate  is  provided  for 
the  art  as  well  as  the  science  of  medicine.  In  practice,  the  Art  is  the 
application  of  the  Science,  and  it  is  an  essential  requirement  to  under- 
stand the  patient  as  well  as  the  pathology.  It  is  science  to  know  what  to 
do,  art  to  know  how  to  do  it,  so  that  the  overall  medical  needs  of  the 
patient  will  be  met. 

Andrew  D.  Hart,  M.D. 

Department  of  Interna!  Medicine 
University  of  Virginia  Hospital 
Charlottesville,  Virginia 
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Tinea  Capitis  in  a Public  School  System 

Control  with  Griseofulvin 


THOMAS  W.  MURRELL,  Jr.,  M.D. 
R.  CAMPBELL  MANSON,  M.D. 

E.  RANDOLPH  TRICE,  M.D. 
Richmond,  Virginia 


Tinea  Capitis  has  been  a problem 
in  school  children  for  years.  Re- 
markably good  results  are  re- 
ported here  after  a brief  course  of 
griseofulvin. 


npINEA  CAPITIS  has  been  present  in 
epidemic  form  in  the  Negro  schools  of 
the  City  of  Richmond  since  1945.  The  ma- 
jority of  these  cases  (over  90%)  have  been 
due  to  Microsporum  audouini / Numerous 
attempts  to  control  this  infection  in  various 
clinics  have  been  made,  but  no  method  up 
to  the  present  time  has  been  either  feasible 
or  effective  in  handling  large  numbers  of 
cases.  While  griseofulvin  has  proved  useful 
in  a variety  of  superficial  fungus  infections, 
there  is  little  doubt  that  it  is  most  effective 
in  tinea  capitis,  particularly  when  Micro- 
sporum audouini  or  M.  can  is  is  the  offending 
pathogen.  A number  of  studies  have  con- 
firmed that  griseofulvin,  when  given  in  a 
daily  dosage  of  one  gm.,  for  periods  of  from 
four  to  ten  weeks,  is  capable  of  clearing  tinea 
capitis.2'4  In  view  of  the  difficulty  in  assur- 

From  the  Department  of  Dermatology,  Medical 
College  of  Virginia,  Richmond,  Virginia.  The  coop- 
eration of  Dr.  Charles  L.  Outland,  Medical  Director, 
Richmond  Public  Schools,  and  of  Dr.  Frederick  A. 
Clark,  Jr.,  Director,  City  of  Richmond  Department 
of  Public  Health,  is  gratefully  acknowledged. 

The  griseofulvin  (Fulvicin15)  used  in  the  pilot 
study  was  furnished  by  Schering  Corporation,  Bloom- 
field, New  Jersey. 
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ing  adherence  to  a daily  dosage  schedule  on 
the  part  of  patients  affected  with  tinea  capi- 
tis, several  dosage  schemes  have  been  studied 
with  varying  degrees  of  success.5,6 

Pilot  Studies 

To  determine  a minimal  effective  single 
day  dose  pilot  studies  were  carried  out  on 
forty  clinic  patients  with  tinea  capitis.  These 
children  were  observed  at  weekly  intervals 
for  three  to  four  months  and  cultures  were 
taken  as  a test  of  cure  every  two  to  three 
weeks.  It  was  determined  from  these  ob- 
servations that  three  gms.  of  griseofulvin* 
given  in  a twenty-four  hour  period  was 
effective  in  the  eradication  of  this  disease, 
and  that  this  dosage  could  be  used  regardless 
of  age  or  weight  in  children  five  years  and 
over. 

As  a result  of  these  studies  it  was  decided 
to  undertake  eradication  of  tinea  capitis  in 
twenty-one  Negro  schools  in  the  Richmond 
Public  School  System. 

Materials  and  Methods 

School  nurses  were  trained  in  the  use  of 
the  Wood’s  Light  and  all  children  with  sus- 
picious scalp  lesions  were  examined  in  the 
individual  schools.  A total  of  48  5 Negro 
children  in  twenty-one  schools  were  found 
to  have  Wood’s  Light  positive  lesions.  Flu- 
orescent hairs  were  removed  from  457  of 
these  children  for  culture;  twenty  elected 
treatment  by  their  family  physicians;  five 
refused  treatment,  and  three  removed  from 
the  Richmond  area.  Of  the  457  patients 
cultured,  430  had  cultures  positive  for  M. 
audouini.  This  group  was  comprised  of  373 
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males  and  fifty-seven  females,  ranging  in 
age  from  five  to  fourteen  years.  Thus,  the 
male-to-female  ratio  was  almost  seven  to 
one,  and  the  incidence  was  highest  in  the 
seven  to  eight  year-old  group.  However, 
some  infections  in  girls  may  have  been  over- 
looked due  to  difficulty  in  examining  the 
scalp  under  Wood’s  Light  and  the  use  of 
greasy  preparations  in  the  hair. 

The  430  children  with  positive  cultures 
were  divided  into  five  groups,  and  examined 
on  different  days  by  members  of  the  study 
group.  At  the  time  of  examination  each 
child  was  observed  under  the  Wood’s  Light 
to  re-confirm  the  diagnosis.  Immediately 
following  this  examination,  each  child  was 
given  two  500  mgm.  tablets  of  griseofulvin 
and  the  tablets  were  taken  under  supervision 
of  a nurse.  Each  child  was  then  given  an 
envelope  containing  an  additional  four  500 
mgm.  tablets  with  written  instructions  to 
take  two  tablets  at  10  P.M.  that  night  and 
the  other  two  at  7 A.M.  the  following  morn- 
ing. The  total  dosage  for  each  child  was 
three  grams.  To  encourage  observance  of 
these  instructions,  the  child  was  required  to 
have  his  parents  enter  on  the  instruction 
sheet  the  exact  time  that  the  medication  was 
taken,  and  to  return  the  sheet  to  school  (see 
fig.  I).  Parents  also  received  written  in- 
structions to  have  the  child  wear  a cap  in 
school  until  a cure  was  obtained;  to  wash 
the  child’s  hair  twice  weekly  with  soap,  and 
cut  the  hair  short  two  weeks  after  the  day 
of  treatment  and  again  after  one  month. 
Originally  it  had  been  planned  to  re-examine 
the  children  in  four  weeks,  but  unusually 
poor  weather  conditions  caused  postpone- 
ment and  the  children  treated  were  re-ex- 
amined in  eight  to  ten  weeks  following 
therapy. 

Results 

Figure  II  shows  a total  of  404  of  the  430 
children  treated  were  free  of  infection  upon 
re-examination.  Twenty-four  still  showed 
fluorescence  and  were-retreated  in  other 
clinics.  Three  of  the  retreated  cases  were 
examined  later  and  were  free  of  infection. 


Follow-up  of  the  remaining  twenty-one 
cases  is  not  included  in  this  report.  No  side 
effects  were  noted  in  any  of  the  430  chil- 
dren receiving  three  gm.  of  griseofulvin  in 
a twenty-four  hour  period. 

Discussion 

The  results  of  this  study  show  the  feasi- 
bility of  using  the  single  day  griseofulvin 
regimen  (three  doses  of  one  gm.  each,  given 
at  approximately  eight-hour  intervals)  in 
the  management  of  tinea  capitis  due  to  M. 
audouini,  occurring  in  epidemics  in  schools 
or  institutions.  Although  this  regimen  did 
not  clear  the  infection  in  all  cases,  the  fact 
that  404  (94%)  of  430  children  were 
cleared  would  appear  to  indicate  its  value 
in  certain  large  patient  populations.  This  is 
particularly  true  when  the  need  for  a daily 
dosage  schedule  over  several  weeks’  time  pre- 
sents a difficult  problem.  Short  courses  of 
therapy  also  reduce  the  possibility  of  such 
griseofulvin-induced  side  effects  as  the  tem- 
porary white  count  depressions  in  children 
noted  by  other  investigators. 

The  effect  of  griseofulvin  in  this  disease  is 
to  block  the  growth  of  fungi  at  the  base  of 
the  hair.  After  treatment,  the  area  of  infec- 
tion as  shown  by  fluorescence  in  the  hair 
shaft  tends  to  grow  out  as  the  hair  grows  at 
its  normal  rate.  When  sufficient  growth  has 
taken  place  cutting  the  hair  at  the  scalp  sur- 
face removes  the  infected  hair.  This  phe- 
nomenon had  never  been  noted  prior  to  gri- 
seofulvin therapy. 

The  fact  that  the  proportion  of  successful 
results  obtained  in  this  study  was  higher  than 
that  reported  by  other  investigators  using 
short-term  griseofulvin  therapy  in  tinea 
capitis,  appears  to  be  related  to  the  accidental 
delay  in  the  re-examinations.  While  we  in- 
tended, as  has  been  done  by  other  investiga- 
tors, to  evaluate  the  patients  within  four 
weeks,  this  was  only  carried  out  after  six  to 
ten  weeks  in  view  of  poor  weather  condi- 
tions. It  appears,  then,  that  it  is  advisable  to 
allow  approximately  eight  weeks  to  elapse 
following  a short  course  of  griseofulvin  ther- 
apy prior  to  evaluating  the  patients. 
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It  should  also  be  borne  in  mind  that  at 
least  some  of  the  twenty-four  patients  who 
did  not  respond  may  have  failed  to  take  the 
second  and  third  doses  as  directed.  This  pos- 
sibility appears  more  likely  since  the  three 
patients  re-examined  following  re-treatment 
with  a single-day  course  of  therapy  have 
cleared. 

Summary  and  Conclusions 

1.  Of  the  48  5 children  cultured  because  of 
lesions  suggesting  tinea  capitis,  430  were 
positive  for  M.  audouini. 

2.  The  430  patients  whose  cultures  were 
positive  for  M.  audouini  were  given 
three  doses  of  one  gm.  griseofulvin  each 
in  a twenty-four  hour  period  for  a total 
dosage  of  three  gm.  and  were  re-exam- 
ined six  to  ten  weeks  thereafter. 

3.  Upon  re-examination,  404  (94%)  of  the 
430  patients  treated  were  found  to  be 
free  of  tinea  capitis.  Twenty-four 
(5.5%)  were  unimproved  and  cultures 
were  positive  for  M.  audouini.  Two  pa- 
tients (.5%)  failed  to  return  for  re- 
examination. 

4.  No  side  effects  were  seen  with  the  single 
day  regimen  of  griseofulvin  in  this  series 
of  patients. 

5.  A regimen  of  three  doses  of  one  gm.  of 
griseofulvin  each,  administered  within  a 
twenty-four  hour  period,  appears  to  be 
an  ideal  approach  to  the  problem  of 
tinea  capitis  in  school  populations  or  oth- 
er large  patient  populations. 
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Fig.  I.  Instruction  Sheet 
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There  are  4 tablets  in  this  envelope.  Take  2 tablets  at 
10  P.M.  tonight. 


(Exact  time  tablets  taken) 
Take  2 tablets  at  7 A.M.  tomorrow. 


(Exact  time  tablets  taken) 

Instructions  for  Care  of  Hair 
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2.  Your  child  must  wear  a cap  in  school  until  told  that 
he  or  she  is  cured. 

3.  Shampoo  hair  twice  a week  with  plain  soap. 

4.  Two  weeks  after  today  cut  hair  as  short  as  possible  and 
be  sure  to  put  the  cut  hair  in  the  trash. 

5.  Cut  hair  again  after  one  month  and  be  sure  to  put  the 
cut  hair  in  the  trash. 


Fig.  II.  Results  of  Three-Dose  Griseofulvin  Therapy  in  Tinea  Capitis 
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Bleeding  Peptic  Ulcer 

A Form  of  Spontaneous  Hemorrhage 


The  concept  of  the  Bleeding  State 
is  advanced  and  bleeding  peptic 
ulcer  is  presented  as  an  example. 
Hemorrhage  occurs , not  because 
of  the  ulcer , but  because  of  the 
development  of  the  bleeding  state. 

f I 4 HE  PURPOSES  of  this  article  are:  (1) 
■*-  to  challenge  the  prevailing  belief  that 
peptic  ulcer  and  bleeding  peptic  ulcer  are 
varieties  of  the  same  disease;  and  (2)  to  ad- 
vance the  theory  that  the  bleeding  is  inde- 
pendent of  the  ulcer  and  is  a form  of  Spon- 
taneous Hemorrhage.  Bleeding  from  a pep- 
tic ulcer  is  not  just  an  unfortunate  compli- 
cation. The  bleeding  ulcer  is  destined  to 
bleed  right  from  its  inception.  Bleeding  is  a 
separate  disease  which  may  or  may  not  be 
associated  with  the  ulcer  and  may  even 
create  the  ulcer  to  serve  as  a bleeding  lesion. 
This  argument  is  based  on  certain  differences 
in  the  pathology  of  bleeding  and  non-bleed- 
ing peptic  ulcers  and  on  the  results  of  hor- 
monal therapy. 

Dissatisfaction  with  our  knowledge  and 
therapy  of  bleeding  peptic  ulcer  and  of 
bleeding  generally  is  apparent  from  the 
many  references  to  these  problems.  One  edi- 
tor recently  asked:1  "What  is  there  about  a 
bleeding  ulcer  patient  that  makes  him  sus- 
ceptible to  renewed  bleeding  after  operation, 
even  though  the  recurrent  ulcer  is  at  a to- 
tally different  site  from  the  original  one? 
Certainly  no  bleeding  tendency  in  this  type 
of  patient  has  ever  been  described.”  Another 
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Petersburg,  Virginia 

said:2  "Current  physiological  knowledge 
does  not  suffice  to  explain  the  difference  be- 
tween bleeders  and  non-bleeders.”  An  ex- 
pression of  bewilderment  is  the  conclusion 
of  Lewison  to  a collective  review  of  bleeding 
peptic  ulcer:'5 

In  the  halcyon  years  ahead,  those  men  of  medicine 
who  may  perchance  read  these  pages  should  do  so 
in  the  full  realization  of  how  dense  and  baffling 
was  our  present  veil  of  the  unknown.  Our  present 
concept  of  the  treatment  of  bleeding  peptic  ulcer 
constitutes  merely  a single  facet,  albeit  a most 
important  one,  in  the  medical,  surgical  and  eco- 
nomic aspects  of  a broader  problem,  the  ulcer 
diathesis.  Perhaps  the  compassion  and  wisdom  of 
future  experience  will  forgive  our  present  clum- 
siness and  in  the  full  light  of  tomorrow  we  shall 
be  able  to  look  forward  to  new  and  more  suitable 
drugs  which  will  enable  us  to  conquer  the  stark 
sequelae  of  vagotonia  and  ulcer.  However,  until 
such  time  as  a sovereign  remedy  to  brave  the  bas- 
tion of  bleeding  ulcer  appears,  our  therapeutic 
armamentarium  must  rest  upon  present  devices. 
Final  judgment  is  forced  upon  us  by  clinical  ex- 
perience alone.  And  to  quote  Shakespeare,  'How 
this  audit  stands,  no  one  knows  save  Heaven.’ 

The  new  approach  I have  proposed  impli- 
cates the  endocrine  system.  This  concept, 
Spontaneous  Hemorrhage  as  a clinical  en- 
tity, will  be  described  briefly  here  since  it 
has  been  elaborated  elsewhere.4"  It  is  an  at- 
tempt to  change  current  opinions  and  prac- 
tices which  are  unfounded  and  confusing. 
Hemorrhage  now  is  considered  to  be  secon- 
dary to  a lesion,  such  as  peptic  ulcer.  Ac- 
cording to  my  theory  of  Spontaneous  Hem- 
orrhage and  the  bleeding  state,  these  positions 
are  reversed  and  the  lesion  is  only  the  source 
of  bleeding. 

Incidence  of  Bleeding 

The  incidence  of  bleeding  during  the 
course  of  peptic  ulcer  is  not  known.  Reports 
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vary  from  2 to  5 0 per  cent  and  some  are 
only  estimates.  But  Garrido-Klinge  and 
Pena8  state  that  bleeding  occurred  in  66  per 
cent  of  their  cases  and  attribute  this  exces- 
sive incidence  to  special  circulatory  factors 
that  exist  in  the  high  altitudes  of  the  Andes. 
Nosebleeding  is  also  prevalent  in  these  high 
altitudes  and  perhaps  other  forms  of  bleeding 
as  well.  Hemorrhage  then  can  well  be  a spe- 
cific hazard  of  living,  working  and  stress  in 
this  area.  The  point  to  be  noted  is  that  the 


not  be  found  even  at  operation  or  autopsy. 
Sometimes,  because  of  the  conviction  that 
a source  of  hemorrhage  must  exist,  special 
injection  methods  are  required  to  demon- 
strate an  open  vessel  hidden  under  a fold  of 
mucosa.  This  lesion  may  be  considered  to 
be  an  ulcer  since  the  mucosa  over  it  has  been 
interrupted  but  it  is  not  ulceration  as  that 
term  is  generally  understood.  Another  im- 
pediment is  the  tendency  of  authors  to  select 
only  well  documented  and  proven  cases  of 


Fig.  1 — Endothelial  hypertrophy  in  a vessel  at  the  base  of  an  ulcer  just  distal  to  the  pylorus. 
The  elastica  is  clearly  marked  between  the  media  and  the  endothelial  occlusion. 


tendency  to  bleed  is  the  principal  feature 
and  the  source  of  the  hemorrhage  is  secon- 
dary to  it.  In  presenting  Spontaneous  Hem- 
orrhage as  a clinical  entity  in  itself,  I have 
repeatedly  stated  that  it  has  infinite  mani- 
festations depending  upon  where  it  strikes 
and  the  cause  of  bleeding  ana  the  source 
must  be  carefully  differentiated.  Hence  the 
specific  circulatory  factors  in  operation  in 
the  Andes  are  more  likely  to  be  responsible 
for  the  high  incidence  of  hemorrhage  than 
the  ulcers. 

Assessing  the  incidence  of  bleeding  in  pep- 
tic ulcer  is  prevented  by  the  large  number 
of  patients  in  whom  an  ulcer  or  lesion  can- 


peptic  ulcer  for  their  reports,  thus  prevent- 
ing the  inclusion  of  cases  in  which  these 
lesions  are  present  but  cannot  be  demon- 
strated. There  are  also  those  lesions  secondary 
to  conditions  such  as  extensive  burns,  dis- 
eases and  tumors  of  the  central  nervous  sys- 
tem, cirrhosis  of  the  liver,  amyloidosis,  ne- 
phritis and  many  others  with  which  bleeding 
often  occurs.  Integrating  all  of  these  factors 
to  determine  the  incidence  of  bleeding  in 
peptic  ulceration  is  almost  hopeless. 

Pathology 

The  popular  idea  that  bleeding  is  the  re- 
sult of  the  penetration  of  a vessel  is  upheld 
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by  experimental  evidence  that  the  gastric 
juices  will  invade  the  wall  of  an  artery  and 
expose  its  lumen  while  a vein  will  remain 
undamaged. !)  The  validity  of  this  evidence 
when  applied  to  man  is  denied  by  the  facts, 
for  if  it  were  sound  then  every  ulcer  should 
bleed.  Although  some  areas  are  more  vas- 
cular than  others,  it  would  be  difficult  indeed 
to  find  a spot  anywhere  in  the  stomach  or 
duodenum  which  does  not  contain  a vessel 
large  enough  to  bleed  should  an  ulcer  start 


bus  but  by  an  endothelial  hypertrophy  which 
must  have  required  considerable  time  for  its 
preparation.  What  is  there  then  about  these 
ulcers  that  stimulates  the  production  of  en- 
dothelial hypertrophy  in  one  kind  and  that 
inhibits,  even  entirely  prevents  it,  in  an- 
other? 

Various  explanations  come  to  mind,  but 
when  collated  with  clinical  experience  they 
are  not  convincing.  The  acuteness  of  the 
ulcer  is  not  a factor.  So  many  bleeding  and 
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Fig.  2 — Vessel  undergoing  organization  in  the  base  of  a non-bleeding  gastric  ulcer.  A small 
triangular  area  is  still  open  but  the  elastica  and  the  lumen  are  far  apart  with  little  room  for 
bleeding  even  if  the  vessel  were  exposed  at  this  stage. 


over  it.  Yet  only  a small  proportion  of  ul- 
cers bleed.  The  reason  can  be  found  in  a 
protective  mechanism  that,  although  known, 
is  not  acknowledged. 

The  photomicrographs  of  vessels  in  the 
bases  of  ulcers  depict  nothing  that  is  new. 
Their  interpretation,  however,  is  based  on 
hemorrhage,  and  from  that  standpoint,  they 
have  been  viewed  somewhat  differently.  In 
them  one  finds  exactly  what  one  expects  to 
find:  the  vessels  of  non-bleeding  ulcers  are 
occluded  while  those  of  bleeding  ulcers  are 
wide  open.  The  occlusion  is  not  by  a throm- 


perforated  ulcers  are  asymptomatic  that  it 
is  almost  impossible  to  judge  their  degree  of 
acuteness  even  by  examination  of  the  lesion 
itself.  Yet  one  bleeds  while  the  perforating 
ulcer,  although  it  bores  right  through  highly 
vascular  tissues,  rarely  if  ever  bleeds  and  in 
my  experience  never  bleeds.  If  the  chronicity 
of  the  ulcer  is  considered  a factor,  then 
clinical  experience  again  denies  its  role.  A 
chronic  ulcer  in  the  duodenum  over  the  pan- 
creatico-duodenal  artery  usually  may  be  of 
such  long  duration  that  the  inflammatory 
induration  around  it  creates  the  "pipe  stem” 
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quality  by  which  this  artery  is  described. 
But  no  endothelial  hypertrophy  obstructs 
the  lumen,  and  when  this  vessel  is  exposed 
there  is  nothing  to  prevent  hemorrhage. 

A comparable  situation  is  found  in  the 
hemorrhages  associated  with  pulmonary  tu- 
berculosis. Some  patients  bleed,  more  do  not. 
The  accepted  explanation  for  the  hemor- 
rhage is  that  a cavity  has  eroded  into  a vessel. 
But  the  changes  in  these  vessels  parallel  al- 


sion  is  completed;  the  outcome  is  certain 
from  the  start. 

The  production  of  endothelial  hypertro- 
phy then  is  one  key  with  which  to  unlock 
the  mystery  of  bleeding,  why  it  intervenes 
or  what  prevents  it  from  growing.  It  is  for 
this  reason  I have  made  the  assertion  that  a 
bleeding  ulcer  is  intended  to  bleed  from  its 
inception.  Undoubtedly  acid-peptic  diges- 
tion of  the  vessel  wall  takes  a small  part  in 


Fig.  3 — Vessel  from  the  base  of  an  anastomotic  ulcer.  The  elastica  as  well  as  the  endothelium 
is  hypertrophied.  A small  portion  of  the  lumen  is  still  open  but  would  probably  be  occluded 
by  the  time  the  ulcer  reached  it.  Note  the  absence  of  a thrombus. 


most  exactly  those  in  peptic  ulceration  and 
therefore  the  mechanism  of  their  production 
must  be  similar.  In  the  non-bleeders,  vessels 
are  occluded  by  endothelial  hypertrophy.  In 
the  bleeders  the  vessels  are  wide  open  and 
even  aneurysmal  dilatations  are  present  re- 
gardless of  whether  the  lesion  is  minimal  or 
extensive.10  Pulmonary  tuberculosis  and  its 
complications  are  becoming  much  less  fre- 
quent and  only  one  case  of  hemorrhage  has 
been  encountered.  The  bleeding  was  prompt- 
ly halted  with  intravenous  estrogen.  Thus 
bleeding  does  not  depend  upon  whether  pen- 
etration of  a vessel  succeeds  before  its  occlu- 

10 


the  production  of  hemorrhage  but  even  that 
role  is  diminished  by  the  facts  derived  from 
the  pathology  of  these  lesions. 

Another  conclusion  is  that  the  term  bleed- 
ing peptic  ulcer  itself  is  a misnomer  and  is 
misleading.  Lewison  quotes  Rivers  and  Wil- 
bur as  stating  that  hemorrhage  may  occur 
from  small,  actively  and  passively  congested 
vessels  surrounding  an  area  of  ulceration  or 
from  the  vascular  granulation  tissue  present 
in  the  base  of  a healing  ulcer.  Profuse  bleed- 
ing may  occur  from  an  area  of  healing  gran- 
ulation tissue.  Many  bleeding  ulcers  are  not 
due  to  actual  penetration  into  large  blood 
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vessels.  However,  most  often  the  lateral  wall 
of  a blood  vessel  which  may  have  undergone 
some  degree  of  weakening  or  aneurysmal  di- 
latation is  the  source  of  the  hemorrhage. 
Thrombosis  within  the  vessel  with  oblitera- 
tion and  later  organization  may  be  the  fate 
and  good  fortune  in  certain  cases.  In  cases 
associated  with  extensive  arteriosclerosis,  the 
eroded  vessel  may  be  as  stiff  as  a quill  and 
embedded  in  a dense  mass  of  scar  tissue. 
Retraction  or  constriction  of  its  lumen  is 


from  apparently  trivial  lesions.  These  facts 
suggest  that  these  lesions  are  for  the  purpose 
of  bleeding  and  the  hemorrhage  is  not  a local 
affair  but  the  result  of  systemic  forces.  The 
massiveness  of  the  bleeding,  which  I have 
called  attention  to  in  other  publications,  can- 
not be  merely  the  passive  release  of  blood 
from  an  open  vessel  by  the  ordinary  pressure 
in  its  lumen.  Instead  the  bleeding  is  often 
of  such  force  and  volume  that  another  pow- 
er must  be  involved.  Blood  can  be  expelled 


Fig.  4 — Vessel  from  the  base  of  an  asymptomatic  perforated  ulcer.  The  elastica  is  fragmented 
and  the  endothelium  is  hypertrophied.  Red  cells  are  trapped  in  what  appear  to  be  foam  cells 
-completely  occluding  the  lumen. 


impossible  and  a fatal  outcome  may  result. 
The  extent  and  severity  of  the  bleeding  may 
not  be  necessarily  related  to  the  size  of  the 
ulcer  of  the  magnitude  of  the  vessel  from 
which  the  bleeding  occurs. 

Three  facts  stand  out  from  this  descrip- 
tion. ( 1 ) Bleeding  may  occur  from  lesions 
which  range  all  the  way  from  what  appears 
to  be  no  lesion  at  all,  to  ulcers  that  are  heal- 
ing and  from  granulation  tissue  as  well  as 
frank  ulcers;  (2)  the  penetration  of  an 
artery  is  preceded  by  an  aneurysmal  dilata- 
tion, and  (3)  massive  hemorrhage  can  occur 


under  an  excessive  pressure  that  often  ends 
in  shock,  exsanguination  and  death  with 
startling  rapidity. 

Aspects  of  Present  Therapy  of 
Bleeding  Peptic  Ulcer 

Since  one  of  the  purposes  of  this  article  is 
to  establish  bleeding  peptic  ulcer  as  a sys- 
temic disease  of  hormonal  origin,  there  is  no 
reason  to  include  a discussion  of  the  virtues 
or  vices  of  the  "present  devices  of  the  thera- 
peutic armamentarium”  now  at  our  disposal. 
Lewison  says: 
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The  treatment  of  acute  hemorrhage  due  to  peptic 
ulcer  remains  the  subject  of  diverse  and  ofttimes 
stormy  controversy.  ...  In  clarifying  the  clinical 
problem  of  the  surgical  care  of  ulcer  hemorrhage, 
one  must  choose  carefully  for  the  medical  litera- 
ture abounds  in  a profusion  of  contradictory  ad- 
vice. To  profit  from  even  the  sagest  advice  requires 
more  wisdom  than  to  give  it  as  the  medical  litera- 
ture also  has  its  share  of  well  meaning  champions, 
ardent  zealots  and  misguided  enthusiasts. 

The  data  on  the  treatment  of  bleeding 
peptic  ulcer  is  replete  with  inconsistencies 


source  of  bleeding  had  unquestionably  been 
eliminated;  and  the  other  is  that  37  of  their 
136  patients  had  neither  gastrectomy  nor 
recurrent  bleeding  during  the  five  years  fol- 
lowing their  first  hemorrhage.  Five  years  was 
an  arbitrary  interval  set  to  determine  wheth- 
er or  not  these  patients  were  cured  but  some- 
times bleeding  would  recur  months  after 
even  this  much  time  had  elapsed.  Hence, 
either  with  or  without  the  elimination  of  the 
lesion,  bleeding  would  recur  or  would  not 


u 


> 
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Fig.  5 — Vessels  from  the  base  of  a bleeding  gastric  ulcer.  The  one  at  the  right  has  been  cut 
parallel  to  the  wall  and  its  lumen  does  not  show.  In  the  others,  the  lumens  are  wide  open, 
the  elastica  is  clearly  marked  and  there  is  no  endothelial  hypertrophy. 


which  authors  as  a rule  admit  freely  and  for 
which  there  are  little  or  no  explanations. 
These  stem  from  considering  the  hemor- 
rhages as  secondary  to  the  ulcer  and  treating 
them  as  if  they  were  traumatic  or  surgical 
bleeding.  Data  from  an  excellent  article  by 
Donaldson  and  his  associates11  will  be  pre- 
sented here  as  an  example  to  further  my  the- 
ory that  this  bleeding  is  hormonal  in  origin 
and  is  caused  by  a systemic  disease. 

Two  discrepancies  between  treatment  and 
results  stand  out  prominently.  One  is  that 
recurrence  was  common  even  after  the 

12 


recur.  Furthermore,  there  was  no  constant 
pattern  of  bleeding  in  any  given  patient.  A 
mild  bleeding  episode  on  one  occasion  often 
was  followed  by  a severe  hemorrhage  and  the 
reverse  also  occurred  frequently.  If  the  37 
patients  who  had  neither  gastrectomy  or  re- 
currence would  have  undergone  operation, 
then  regardless  of  what  was  done,  the  pro- 
cedures would  have  been  100  per  cent  suc- 
cessful and  the  surgeon  would  have  had  an 
enviable  record. 

The  same  reasoning  may  be  applied  to 
data  on  the  hormonal  therapy  of  sponta- 
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neous  bleeding  and  particularly  to  the  bleed- 
ing from  peptic  ulcers.  There  is  no  constant 
pattern  and  it  is  impossible  to  state  with 
absolute  assurance  whether  the  hormone  ar- 
rested the  bleeding  or  if  it  would  have  ceased 
of  its  own  accord.  Among  my  colleagues 
and  myself,  we  have  treated  nearly  1000 
cases  of  epistaxis  and  the  therapy  is  consid- 
ered to  have  been  effective  in  at  least  950. 
Those  figures  would  be  impressive  in  any 
study,  but  how  many  of  these  patients  would 


during  the  bleeding  state,  a hypothesis  to  be 
described  presently,  hemorrhage  will  occur 
either  through  a lesion  of  its  own  creation 
or  from  one  already  in  existence.  An  exam- 
ple of  the  former  is  ordinary  epistaxis;  an 
example  of  the  latter  is  hemorrhage  from  a 
fungating  carcinoma  of  the  cervix.  Four 
patients  who  had  seven  hemorrhages  severe 
enough  to  warrant  ligation  of  the  hypogas- 
tric arteries  were  treated  with  intravenous 
estrogen  and  in  all  the  bleeding  was  promptly 


Fig.  6 — Vessel  from  a bleeding  gastric  ulcer  close  to  the  pylorus.  This  vessel  also  is  wide  open. 


have  stopped  bleeding  without  any  treat- 
ment cannot  be  estimated.  Until  the  inven- 
tion of  suitable  tests  and  the  discovery  of 
the  true  nature  of  this  bleeding,  the  only 
resource  for  judging  the  value  of  the  hor- 
monal treatment  of  spontaneous  bleeding  is 
clinical  impressions  and  their  reliability  de- 
pends upon  the  observer.  For  these  reasons, 
statistics  will  be  omitted.  One  advantage  of 
hormonal  therapy  and  particularly  intra- 
venous estrogen  therapy  is  that  no  harm  can 
be  done. 

The  discrepancies  become  more  compat- 
ible when  bleeding  is  considered  to  be  sep- 
arate and  independent  of  the  lesion  and  that 


arrested  without  operation.  The  point  to  be 
emphasized  is  that  in  epistaxis  the  lesion  was 
created  and  then  disappeared  and  in  the  hem- 
orrhages from  carcinoma  the  lesion  was  pres- 
ent before  the  hemorrhage  started  and  re- 
mained unchanged  after  the  bleeding  stop- 
ped. The  lesion  then  was  not  at  fault  and 
was  only  the  source  of  bleeding.  The  state- 
ment that  the  manifestations  of  Spontaneous 
Hemorrhage  are  infinite  and  depend  upon 
where  the  disease  strikes  can  be  supported  by 
reflection  upon  the  almost  myriad  locations 
where  bleeding  can  and  does  occur. 

The  first  concern  of  the  clinician  is  the 
arrest  of  the  hemorrhage  and  every  device 
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and  means  at  his  disposal  should  be  employed 
to  accomplish  that  objective.  But  if  he  limits 
himself  to  the  devices  and  means  for  con- 
trolling traumatic  or  surgical  hemorrhage, 
then  he  overlooks  the  important  and  essen- 
tial facet  of  this  bleeding  that  it  can  be  the 
local  manifestation  of  a systemic  condition. 
I have  arrived  at  that  conclusion  for  two 
reasons:  first,  the  ability  to  determine  who 
are  bleeders  and  who  are  non-bleeders  is  al- 
most non-existent;  and,  second,  the  results 


Fig.  7 — Vessel  at  the  surface  of  the  same  ulcer  as  the  one 
of  Fig.  4.  The  ulcer  has  reached  the  vessel  but  it  cannot 
bleed. 


of  hormonal  therapy  indicate  that  hormonal 
imbalances  play  a decisive  role  in  the  pro- 
duction of  spontaneous  bleeding  which  in- 
cludes bleeding  from  peptic  ulcers.  Since 
our  comprehension  of  the  hemostatic  and 
hemorrhagic  processes  is  so  defective  even 
while  the  sum  total  of  our  knowledge  is  in- 
creasing, I have  resorted  to  speculation  and 
conjecture  as  a means  of  anticipating  the 
facts  before  arriving  at  the  facts. 
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Illustrative  Cases 

Of  the  four  cases  to  be  presented  here, 
three  are  of  patients  with  bleeding  peptic 
ulcer.  The  fourth  patient  was  bleeding  from 
the  lip.  Two  of  these  four  cases  illustrate 
the  application  of  hormonal  therapy  in  re- 
lated forms  of  bleeding  and  that  bleeding 
can  arise  from  estrogen  deficiency  of  known 
origin. 

The  first  was  that  of  a 39  year  old  woman 
who  was  found  in  shock  in  her  living  room. 


Fig.  8 — Section  across  the  crater  of  a bleeding  gastric 
ulcer.  The  aneurysmal  dilatation  has  ruptured  and  its 
excess  elastica  extends  out  beyond  the  picture.  Endo- 
thelial hypertrophy  is  absent. 

She  had  had  intensive  radium  therapy  for 
functional  uterine  bleeding  and  as  one  sequel 
suffered  intensely  from  hot  flushes.  A small 
black  stool  confirmed  my  impression  that 
she  was  bleeding  from  an  obscure  asympto- 
matic gastro-intestinal  lesion.  She  com- 
plained bitterly  of  the  flushes  and  was  given 
.5  mg.  of  estrogen  in  oil  to  relieve  them 
before  sending  her  to  the  hospital.  This  prep- 
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aration  was  the  only  potent  estrogenic  hor- 
mone available  in  that  day.  Much  to  my 
surprise,  the  shock  completely  disappeared 
along  with  the  flushes  before  she  reached  the 
hospital.  There,  studies  disclosed  a small 
ulcer  just  distal  to  the  pylorus. 

Several  such  episodes  occurred  and  she 
soon  was  able  to  predict  their  onset  by  the 


The  second  case  was  that  of  a 5 5 year  old 
woman  who  also  had  had  radium  therapy 
for  uterine  bleeding  and  had  severe  flushes. 
One  morning  when  the  flushes  were  unu- 
sually intense,  she  noticed  that  her  face  was 
swelling  and  her  lower  lip  became  painful. 
Suddenly  a vessel  burst  and  she  began  bleed- 
ing profusely.  She  presented  an  unusual 


Fig.  9 — Section  from  the  esophagus  of  a 59  year  old  cirrhotic  male  who  died  in  hepatic  coma 
(AFIP  901766).  The  normal  layer  of  epithelium  is  at  A A.  Destruction  over  the  varix  B has 
started  just  medial  to  the  letters  and  completed  at  right  center  where  the  epithelium  is  absent. 
The  epithelium  must  have  been  destroyed  first  since  the  submucosa  between  the  erosion 
and  the  varix  is  still  intact.  Necrosis  of  the  epithelium  is  thought  to  be  the  result  of  stasis  and 
pressure.  According  to  my  theory  it  is  due  to  the  same  toxin  that  created  the  varix.  Child  and 
Donovan  state  that  this  necrosis  is  not  esophagitis.  Esophageal  varices  are  constantly  fluctuating 
'even  though  the  cirrhosis  is  static.  Hence  forces  other  than  obstruction,  trauma  or  pressure, 
must  change  as  well  as  create  them.  Bleeding  esophageal  varices  cannot  be  produced  experi- 
mentally without  cirrhosis  no  matter  how  the  portal  circulation  is  obstructed. 


intensity  of  the  flush.es.  Estrogen  in  oil  would 
be  given  as  a prophylactic  measure  and  she 
remained  free  of  bleeding  for  over  a year. 
However,  in  due  course,  she  became  un- 
happy over  the  necessity  for  "shots”  and 
followed  the  urging  of  her  friends  to  seek 
relief  elsewhere.  She  was  advised  that  the 
bleeding  could  be  cured  by  removing  the 
ulcer.  Subtotal  gastrectomy  was  done  and 
her  convalescence  proceded  uneventfully  for 
two  weeks  when  she  suddenly  expired  from 
a massive  hemorrhage. 


spectacle  because  her  face  was  swollen,  the 
veins  were  prominent  and  distended  and  her 
color  was  slightly  cyanotic.  A large  volume 
of  blood  was  pouring  out  of  a small  aperture 
on  the  right  side  of  her  lower  lip  just  above 
the  vermillion  border. 

It  was  my  intention  to  suture  or  clamp 
the  aperture  when  it  occurred  to  me  that 
puncture  wounds  in  this  congested  area 
would  only  provide  additional  openings  for 
the  escape  of  blood.  Recollection  of  the 
flushes  in  the  first  case  prompted  me  to  give 
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her  .5  mg.  of  estrogen  in  oil.  The  bleeding 
and  congestion  stopped  in  about  20  minutes, 
although  the  aperture  remained  wide  open. 

The  events  of  these  two  cases  happened 
when  radium  therapy  was  in  its  heyday  and 
overdosage  was  frequent.  The  repercussions 
on  the  endocrine  system  in  many  similar 
cases  were  especially  trying  and  bleeding 
from  the  rectum  and  nose  was  common. 
Flushes  were  much  more  severe  and  frequent 
than  those  after  the  normal  or  surgical  men- 
opause, but  they  could  be  controlled  by 
estrogen  therapy  to  the  degree  that  they 
could  be  endured.  The  cessation  of  the  bleed- 
ing and  the  simultaneous  subsidence  of  the 
flushes  were  strong  evidence  that  estrogen 
deprivation  was  responsible  for  the  bleeding 
in  these  two  patients. 

The  third  case  is  that  of  a 54  year  old 
man  who  complained  of  heartburn  and  in- 
digestion and  was  brought  to  the  hospital 
because  of  hematemesis.  About  an  hour  after 
he  was  admitted,  he  had  a large  black  stool. 
He  was  in  partial  shock  and  was  given  es- 
trogen in  oil.  He  improved  considerably 
and  roentgen  studies  revealed  a duodenal 
ulcer.  The  stools  cleared  rapidly  and  his  gas- 
tric discomfort  had  just  about  disappeared 
under  dietetic  therapy  when  he  complained 
of  a fainty  feeling  and  his  blood  pressure 
dropped  alarmingly.  After  estrogen  ther- 
apy, the  blood  pressure  improved  and  his 
general  condition  returned  to  normal. 

Repetitions  of  this  episode  occurred  every 
two  or  three  months  although  he  had  no 
ulcer  symptoms.  He  went  to  a hospital  in 
another  city  where  operation  was  advised 
but  he  refused  to  have  it  done.  Upon  his 
return,  he  again  came  under  my  care.  Care- 
ful explanation  of  the  probable  sequence  of 
prodromal  symptoms  enabled  him  to  come 
to  the  office  when  a bleeding  episode  was 
developing  and  the  administration  of  intra- 
venous estrogen  would  quickly  dispel  it.  It 
may  seem  presumptuous  to  predict  that  a 
bleeding  episode  is  imminent  and  there  is 
no  way  of  proving  that  it  would  have  hap- 
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pened  without  this  treatment  but  this  pa- 
tient has  not  bled  for  six  years. 

The  fourth  case  is  selected  because  it  is 
typical  of  1 8 more  that  differ  only  in  details. 
A 64  year  old  man  who  had  been  under 
severe  emotional  strain  was  brought  to  the 
hospital  in  shock  with  a history  of  black 
stools  for  several  days  and  an  uncom- 
fortable sensation  of  fullness  in  his  upper 
abdomen.  There  was  no  history  of  previous 
gastric  disturbance.  The  diagnosis  of  gastro- 
intestinal bleeding  was  obvious  so  20  mg.  of 
estrogen  was  given  intravenously  at  once. 
The  shock  improved  but  as  he  had  appar- 
ently lost  considerable  blood,  5 00  cc.,  in 
which  was  incorporated  another  20  mg.  of 
estrogen,  was  given  as  soon  as  preparation 
for  the  transfusion  could  be  completed.  The 
shock  disappeared  entirely.  The  next  morn- 
ing the  hemoglobin  was  7 gm.  per  100  cc. 
of  blood  and  an  ulcer  was  found  in  the  duo- 
denum. He  was  given  three  transfusions, 
one  a day,  but  on  the  fourth  day  he  com- 
plained of  suddenly  feeling  weak  and  as  if 
he  were  going  to  faint.  Another  20  mg.  of 
estrogen  was  given  and  he  quickly  recovered. 
The  reappearance  of  a black  stool  indicated 
that  he  had  had  another  small  hemorrhage. 
His  convalescence  continued  uneventfully 
and  he  has  not  had  a recurrence  in  a year. 

The  etiology  of  peptic  ulcer  is  of  no  con- 
cern here  except  insofar  as  the  origin  of 
bleeding  is  concerned  and  estrogen  therapy 
is  intended  only  for  the  bleeding  and  not  for 
the  ulcer.  This  treatment  has  been  success- 
ful in  hundreds  of  instances  of  various  kinds 
of  Spontaneous  Hemorrhage,  which  also  in- 
cludes delayed  bleeding.  The  details  of  many 
of  these  results  and  the  methods  of  therapy 
can  be  found  in  other  publications.  Many 
reports  of  its  successful  application  have 
been  received  from  colleagues  who  have 
exhausted  their  resources.  Finally  they  use 
it  as  a last  resort  sometimes  with  dramatic 
and  startling  results  which  they  could  not 
comprehend.  Unexpected  accessions  and 
benefits  also  have  been  obtained  that  portend 
the  usefulness  of  this  therapy  in  other  fields.12 
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These,  too,  have  either  been  published  or  are 
in  the  process  of  publication. 

Failures  have  occurred  in  those  instances 
when  the  hemorrhage  has  been  explosive  and 
so  severe  that  there  was  little  opportunity 
to  do  anything.  This  experience  may  fur- 
nish a criterion  for  operation  which  so  far 
has  been  a matter  for  controversy.  If  the 
condition  of  the  patient  who  has  obscure 
bleeding  of  gastro-intestinal  origin  does  not 
indicate  that  the  hemorrhage  is  responding 
to  this  therapy  after  two  or  three  injections 
have  been  given  at  hourly  intervals,  then  it 
is  more  than  likely  that  a vessel  too  large  to 
be  controlled  by  any  means  short  of  ligation 
is  open  and  operation  is  indicated.  As  I have 
said,  the  first  concern  of  the  clinician  is  the 
arrest  of  hemorrhage  and  he  is  justified  in 
employing  every  means  and  device  available 
to  control  it.  However,  he  will  discover  that 
operation  often  can  be  avoided  or  delayed 
and  additional  time  for  searching  for  the 
source  of  bleeding  will  be  granted.  When 
transfusions  are  indicated,  the  patient  will 
tolerate  them  much  better  and  less  blood 
will  be  needed.  As  I believe  that  operation 
on  acutely  bleeding  patients  is  much  more 
hazardous  than  when  they  are  not  bleeding, 
this  avoidance  and  delay  is  much  more  val- 
uable than  the  increased  probability  of  find- 
ing the  bleeding  point  or  area  while  the 
hemorrhage  is  in  progress.  In  this  situation, 
the  importance  of  clinical  judgment  and  ex- 
perience cannot  be  overstimated  and  deci- 
sions are  extremely  difficult. 

Theory  of  Spontaneous  Bleeding 
and  the  Bleeding  State 

The  human  organism  already  possesses  an 
inherent  mechanism  for  bleeding — the  men- 
strual cycle,  and  that  cycle  has  the  ability  to 
both  start  bleeding  by  itself  and  to  stop 
bleeding  without  the  aid  of  coagulation.  The 
beginning  and  ending  of  the  bleeding  depend 
entirely  upon  endocrine  changes.  These  se- 
cretions are  in  the  circulation  of  men  as  well 
as  women  and  it  is  conceivable  that  similar 
imbalances  can  cause  the  same  effects.  Pre- 
cipitation of  bleeding  in  the  menstrual  cycle 


is  due  to  a menstrual  toxin,  which  in  reality 
is  a vascular  toxin  that  attacks  the  spiral 
endometrial  vessels.  This  toxin  has  irritating 
systemic  effects  which  only  too  often  are  dis- 
cernible in  the  premenstrual  and  menstruat- 
ing phase.  A similar  toxin  can  be  elaborated 
out  of  hormonal  imbalances  in  both  sexes 
that  can  attack  the  vessels  at  the  designated 
bleeding  site.  I have  called  this  situation, 
when  it  arises,  the  bleeding  state  and  it  is  a 
phenomenon  that  is  so  common  and  happens 
so  frequently  that  every  branch  of  medicine 
must  contend  with  it.  I believe  it  accounts 
for  at  least  one-quarter  of  the  mortality  in 
this  country.  This  estimate  is  based  on  the 
frequency  with  which  spontaneous  bleeding 
is  found  in  the  walls  of  arteries  causing 
dissecting  aneurysms,  coronary  and  other 
arterial  occlusions,  and  the  many  other  forms 
of  bleeding  such  as  cerebral  hemorrhage 
which  take  place  throughout  the  body. 

The  bleeding  state  of  Spontaneous  Hem- 
orrhage is  analogous  to  the  bleeding  phase 
of  the  menstrual  cycle  and  the  organism 
can  and  most  often  does  arrest  the  bleeding 
by  itself.  But  it  does  not  always  do  so,  and 
when  this  mechanism  fails,  then  an  effort 
should  be  made  to  duplicate  the  arresting 
process.  In  the  menstrual  cycle,  it  is  thought 
that  the  rise  in  circulating  estrogen  is  one 
large  factor  in  this  process  and  clinically  I 
have  found  innumerable  times  that  large 
doses  of  estrogen  have  a tremendous  salutory 
effect  on  the  bleeding  and  most  often  will 
bring  about  its  cessation  in  a comparatively 
short  time.  It  is  not  infallible  but  is  superior 
to  methods  now  commonly  employed  to 
arrest  this  kind  of  hemorrhage.  These  meth- 
ods consider  only  the  source  of  bleeding  and 
not  the  cause.  Certainly  the  uterus  should 
not  always  be  removed  just  because  it  is 
the  obvious  source  of  so-called  functional 
uterine  bleeding. 

Regardless  of  the  disease,  whether  it  is 
what  is  now  considered  a true  hemorrhagic 
disorder  or  not,  no  patient  bleeds  all  the 
time;  and  there  are  patients  with  a true 
hemorrhagic  disorder  who  will  not  always 
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Fig.  10 — Author's  conception  of  the  mechanism  of  epistaxis 
(diagrammatic).  1.  Front  and  side  views  of  vessels 
on  one  side  of  the  septum  are  intended  to  portray  them 
to  be  normal.  2.  The  vascular  toxin  invades  the  septum 
and  engorgement  begins.  One  group  enlarges  more  than 
the  rest.  An  aneurysmal  dilatation  develops  in  one  ves- 
sel and  the  epithelium  over  it  is  destroyed  just  as  in 
the  esophagus.  3.  Erosion  is  complete  and  hemorrhage 
occurs.  The  open  vessel  often  has  a crater-like  appear- 
ance which  is  quite  different  from  a traumatic  aperture. 
4.  Not  many  hours  after  the  bleeding  stops  or  is  arrested 
with  intravenous  estrogen  the  vessels  return  to  their 
normal  state,  the  aperture  disappears  and  the  turbulent 
hemorrhagic  activity  completely  subsides.  When  a nasal 
branch  of  the  palantine  artery  bleeds,  the  process  is  sim- 
ilar to  that  which  occurs  in  the  stomach.  This  process 
must  vary  according  to  the  structure  of  the  vessels, 
their  positions  and  the  organs  they  serve. 

bleed  under  the  same  circumstances.  There- 
fore, if  the  bleeding  state  is  not  present, 
there  will  be  no  hemorrhage  and  if  it  is  in 
operation,  a hemorrhage  will  occur  with  or 
without  trauma. 

What  are  the  changes  that  take  place  in 
the  true  hemophiliac  which,  after  weeks  or 
months  of  quiescence,  precipitate  a hemor- 
rhage into  a joint;  or,  as  in  a recent  case, 
what  caused  a sudden  hemorrhage  into  the 
knee  joint  of  a soundly  sleeping  woman 
without  such  a disease?  As  far  as  I can  dis- 
cover, no  attempt  has  been  made  to  find  the 
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differences  in  a patient  with  either  epistaxis 
or  a hemorrhagic  disorder  when  he  is  bleed- 
ing and  when  he  is  not  bleeding.  In  women 
it  would  seem  that  during  the  bleeding  phase 
of  the  menstrual  cycle,  changes  more  fun- 
damental than  increased  capillary  fragility 
are  involved. 

The  return  of  the  bleeding  state  deter- 
mines the  resumption  of  the  hemorrhage. 
If  one  lesion  has  been  eliminated,  another 
will  be  created  as  so  often  happens  in  bleed- 
ing peptic  ulcer.  The  spontaneous  bleeder 
does  not  have  a true  hemorrhagic  disorder 
and  the  bleeding  will  be  confined  to  the  le- 
sions since  wounds  made  to  reach  them  do 
not  bleed  more  than  is  expected  and  usually 
heal  without  incident.  The  bleeding  state 
in  a recognized  hemorrhagic  disorder  may 
not  be  due  to  estrogen  deprivation  but  a 
change  of  some  kind  must  occur  to  induce 
bleeding  and  it  can  still  be  an  unknown  hor- 
monal imbalance. 

The  concept  of  the  bleeding  state  which 
sometimes  lasts  for  days  can  be  a valuable 
clinical  tool,  particularly  when  one  is  con- 
fronted by  a gastrointestinal  hemorrhage  of 
unknown  origin.  Since  the  source  can  be 
anywhere  from  the  lips  to  the  anus,  com- 
bating the  hemorrhage  by  utilizing  the  prin- 
ciple of  converting  the  bleeding  state  into 
the  non-bleeding  state  should  be  the  cardinal 
objective  as  the  following  case  demonstrates: 
E. J.,  a 5 1 year  old  man  and  a known  cir- 
rhotic, came  to  the  emergency  room  with 
profuse  epistaxis.  After  two  doses  of  20  mg. 
of  intravenous  estrogen  an  hour  apart,  the 
bleeding  stopped  and  he  was  sent  home.  Nine 
months  later  he  was  brought  to  the  hospital 
with  an  exsanguinating  hemorrhage  from 
the  anus  and  in  severe  shock.  Twenty  mg. 
of  estrogen  was  given  intravenously  and 
since  it  was  thought  that  a substantial  part 
of  this  dose  would  be  lost  in  the  hemorrhage, 
another  20  mg.  was  combined  with  500  cc. 
of  D 5 water  and  allowed  to  run  as  fast  as 
it  would  go.  The  shock  cleared  rapidly  and 
the  bleeding  stopped  in  about  30  minutes. 
Four  hours  later,  while  he  was  receiving  a 
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tranfusion,  bleeding  started  again  but  was 
quickly  controlled  with  another  dose  put 
into  the  transfusion  tube.  Subsequent  x-ray 
studies  disclosed  extensive  diverticulosis  of 
the  entire  descending  colon  which  was  con- 
sidered to  be  the  source  of  bleeding.  Al- 
though the  bleeding  had  stopped,  he  was 
given  additional  doses  of  intravenous  estro- 
gen because  his  restlessness  and  rapid  pulse 
indicated  he  was  still  in  the  bleeding  state. 
The  blood  loss  was  made  up  rapidly  without 
transfusions  and  he  has  not  bled  again  in  a 
year. 

That  bleeding  will  be  the  inevitable  result 
of  the  return  of  the  bleeding  state  is  illus- 
trated by  the  case  of  a 30  year  old  woman 
who  underwent  total  hysterectomy.  During 
the  preceding  10  years  she  had  had  a long 
series  of  operations:  a Manchester  procedure 
for  total  prolapse,  amputation  of  the  cervix 
on  two  occasions,  repair  of  an  incisional 
hernia  and  two  cesarean  sections.  The  hys- 
terectomy was  accomplished  without  diffi- 
culty but  it  was  decided  that  unusual 
precautions  would  be  taken  against  postop- 
erative bleeding.  This  decision  was  made 
because  of  the  obviously  poor  constitutional 
quality  and  the  laxity  of  all  the  pelvic  struc- 
tures, and  perhaps  was  influenced  by  atten- 
tion to  the  problems  of  bleeding  for  many 
years.  Accordingly,  in  addition  to  the  usual 
measures,  a continuous  running  suture  was 
inserted  all  around  the  cuff  eliminating  the 
narrow  gap  between  the  mucous  membrane 
and  the  fascias,  the  vault  was  closed  with 
several  mattress  sutures,  the  broad  and  round 
ligaments  were  united  in  the  midline  and 
then  attached  to  the  vault  and  the  whole 
covered  with  the  uterine  vesical  fold.  The 
raw  edge  of  the  cuff  containing  vessels 
although  sutured  was  deliberately  kept  out 
of  the  vagina.  Nevertheless,  on  the  seventh 
day,  the  usual  interval  for  delayed  hemor- 
rhage, profuse  bleeding  began  from  a gran- 
ulomatous area  around  the  cuff.  Bleeding 
was  controlled  with  two  injections  of  intra- 
venous estrogen  several  hours  apart  assisted 
by  a small  pack.  There  was  no  infection  and 


no  sloughing.  This  area  already  was  the 
target  for  bleeding  for  one  of  the  indications 
for  operation  was  profuse  and  prolonged 
menorrhagia.  The  abdominal  wound  healed 
perfectly. 

The  Mechanism  of  Bleeding 

When  then  is  the  mechanism  of  bleeding? 
Why  do  vessels  open  by  themselves,  expel 
a much  larger  volume  of  blood  than  they 
are  capable  of  carrying  normally,  then  close 
and  finally  disappear  without  leaving  a trace 
of  their  former  hemorrhagic  turbulence? 
That  phenomenon  can  be  seen  easily  in  the 
nose  and  will  be  applied  to  a bleeding  peptic 
ulcer.  This  comparison  is  not  as  fanciful  as 
it  at  first  appears. 

Assuming  that  the  bleeding  state  is  de- 
veloping and  the  point  of  accumulation  of 
the  toxin  is  on  the  septum,  the  area  at  that 
point  becomes  congested  and  one  vessel  will 
enlarge  more  than  the  rest  until  it  acquires 
an  aneurysmal-like  dilatation.  The  mucous 
membrane  over  it  also  is  attacked  and  its 
destruction  begins  to  pave  the  way  for  bleed- 
ing. This  destruction  of  epithelium  at  a 
potential  bleeding  site  also  can  be  seen  in  the 
esophagus  over  large  varices.  Thus  both  the 
vessel  and  the  mucous  membrane  have  been 
subjected  to  the  attack  of  the  toxin.  When 
necrosis  is  complete,  the  hemorrhage  begins. 
The  volume  of  blood  that  is  expelled,  not 
escapes,  is  sometimes  so  large  that  one  won- 
ders how  this  large  quantity  can  be  forced 
out  of  vessels  that  normally  are  incapable 
of  transporting  so  much  blood.  Traumatic 
bleeding  from  the  nose  is  seldom  so  severe. 

The  expulsive  forces  can  be  so  great  that 
the  ordinary  measures  that  assure  the  control 
of  traumatic  bleeding  utterly  fail  here.  Fi- 
nally, the  arresting  process  begins,  the  bleed- 
ing subsides  and  then  another  strange  phe- 
nomenon occurs — this  whole  process,  the 
dilated  vessels,  the  injected  and  congested 
mucous  membrane  and  the  aperture  itself 
disappears  without  a vestige  unless  many 
repetitions  of  this  process  leave  the  vessel 
somewhat  telangiectatic. 
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When  applied  to  bleeding  peptic  ulcer, 
these  observations  of  facts  become  figments 
of  the  imagination.  But  there  are  some  reali- 
ties that  cannot  be  overlooked.  First,  the 
vessels  of  the  bleeding  ulcer  have  no  endo- 
thelial hypertrophy  and  hence  have  been 
subjected  to  an  attack  that  must  differ  sub- 
stantially from  that  on  the  non-bleeding 
vessel  of  an  inflammatory  ulcer.  Second, 
aneurysmal  dilatation  of  the  vessel  wall  in- 
dicates that  the  attack  has  been  from  within 
and  included  the  overlying  mucous  mem- 
brane; and  third,  it  is  not  unusual  for  the 
whole  process  to  disappear  without  a trace 
as  so  many  surgeons,  frantically  searching 
for  a bleeding  point,  know  so  well.  For  that 
reason  empirical  subtotal  gastrectomy  has 
become  an  accepted  procedure. 

The  toxin  then  is  the  principal  malefactor 
according  to  this  concept  and  its  detection, 
prevention  and  neutralization  should  be 
among  the  objectives  of  investigation.  The 
biochemistry  involved  must  be  extremely 
complex  but  some  light  on  it  has  been 
brought  by  Smith  and  Smith1,  and  by 
Macht.14  This  toxin  must  produce  a chemi- 
cal inflammatory  process.  If  so,  the  cooling 
device  of  Wagensteen1,  and  his  group  is  en- 
tirely reasonable.  It  should  prove  to  be  a 
valuable  measure  in  arresting  the  bleeding 
not  only  through  reducing  the  hyperemia 
but  also  by  acting  as  an  inhibitor  on  the 
inflammatory  reaction  created  by  the  de- 
structive toxin.  Hypotensive  agents  also  may 
be  useful.  I have  stated  elsewhere  that  co- 
agulation has  little  effect  on  the  arrest  of  this 
hemorrhage  and  does  not  come  into  play 
until  the  bleeding  virtually  has  stopped.  I 
am  still  of  this  opinion. 

Comment 

It  follows  that  every  hemorrhage  from 
the  gastric  mucosa,  except  the  infrequent 
cases  of  hemorrhagic  gastritis  and  similar 
diseases,  must  be  though  an  ulcer  but  every 
ulcer  need  not  bleed.  Even  hemorrhagic  and 
erosive  gastritis  may  be  a form  of  sponta- 
neous bleeding  because  it  has  been  success- 
fully treated  with  hormones.  I believe  that 
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the  blood  escapes  from  minute  ruptures  in 
dilated  capillaries,  not  by  diapedesis.  Every 
hemorrhage  through  a mucous  membrane 
must  be  through  an  interruption  of  its  sur- 
face and  this  includes  bleeding  from  vari- 
cosities of  the  esophagus,  idiopathic  bleeding 
from  the  genito-urinary  tract  and  the  bron- 
chi as  well  as  the  nose.  Sometimes  the  bleed- 
ing is  so  explosive  that  it  tears  the  weakened 
overlying  membrane  and  these  can  be  seen 
in  the  minority  of  cases  of  epistaxis  and 
esophageal  varices.1'1  Even  the  severe  hemor- 
rhages from  rupture  of  varices  in  the  legs 
are  not  often  due  to  trauma. 

Much  of  the  confusing  data,  inconsistent 
results  and  contradictory  advice  all  stem 
from  misconceptions  regarding  spontaneous 
bleeding.  One  is  the  failure  to  recognize  that 
it  is  a systemic,  not  a local  disease.  Another, 
already  mentioned,  is  that  coagulation  is  the 
principal  agent  which  arrests  the  hemorrhage 
and  that  efforts  to  promote  it  are  important. 
One  feature  of  Spontaneous  Hemorrhage  is 
the  normality  of  the  blood  as  far  as  the 
hemostatic  factors  are  known  now  and  co- 
agulation often  interferes  with  finding  the 
bleeding  point,  especially  in  the  nose.  Yet 
it  does  not  stop  the  bleeding.  A third  is  that 
this  bleeding  is  the  result  of  open  vessels 
at  the  bleeding  site,  and  therefore  its  treat- 
ment should  be  that  for  arresting  traumatic 
or  surgical  hemorrhage.  Only  recently  have 
other  investigators  observed  that  the  mas- 
siveness of  the  bleeding  is  out  of  all  propor- 
tion to  the  lesion  or  the  blood  pressure. 

Not  enough  notice  has  been  taken  of  the 
likelihood  that  the  endocrine  system  may 
have  the  paramount  role  in  bleeding  from 
peptic  ulcers  as  well  as  other  forms  of  spon- 
taneous bleeding.  The  successful  treatment 
of  so  many  of  these  hemorrhages  with  hor- 
mones, especially  intravenous  estrogens,  can- 
not be  ascribed  to  good  fortune  or  coinci- 
dence. Other  hormones  have  also  been  used 
successfully,  especially  in  hemorrhagic  gas- 
tritisllis  and  hemorrhage  from  esophageal 
varices.19,20  That  surgery  sometimes  is  neces- 
sary does  not  invalidate  this  belief. 
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But  surgery  removes  only  the  immediate 
threat  and  does  not  cure  the  disease,  for 
recurrence  of  bleeding  is  all  too  common  to 
be  ignored.  I have  maintained  that  the  bleed- 
ing is  hormonal  in  origin  and  not  necessarily 
due  to  estrogen  deficiency  alone.  It  may  be 
that  the  action  of  these  substances  may  not 
be  truly  hormonal.  Until  another  action  can 
be  demonstrated,  the  only  tenable  assump- 
tion now  is  that  they  function  as  replace- 
ment therapy  or  else  neutralize  the  vascular 
toxin  I have  postulated. 

Moreover  research  on  estrogenic  sub- 
stances is  still  in  its  infancy.  Falconer  and 
Quinn, J1  in  a controlled  experiment  on  the 
effect  of  placental  implants  on  peripheral 
vascular  diseases,  concluded  that  these  im- 
plants, which  are  rich  in  natural  estrogens, 
produced  a degree  of  subjective  improve- 
ment that  could  not  be  attained  with  ethiny- 
lestradiol.  Estrogen  cannot  be  considered 
to  be  one  compound,  and  the  placenta  may 
contain  an  infinite  variety  of  its  molecules. 

Spontaneous  Hemorrhage  is  not  an  acci- 
dent but  a designated  objective  just  as  much 
as  bleeding  associated  with  the  shedding  of 
the  endometrium.  It  is  my  conclusion  that 
the  human  organism  has  the  capacity  to  pre- 
pare a bleeding  state,  create  a lesion  spe- 
cifically for  the  escape  of  blood,  and  then 
can  dissipate  this  whole  process.  This  conclu- 
sion is  not  in  accord  with  present  thinking. 
It  is  easier  to  comprehend  and  much  more 
plausible  to  believe  that  nosebleeding,  al- 
though associated  with  many  diseases,  in  the 
great  majority  of  instances  has  no  pathologic 
basis  and  is  just  an  ordinary  innocuous  phe- 
nomenon that  is  a nuisance  and  does  not 
deserve  serious  consideration;  that  delayed 
post-tonsillectomy  bleeding  is  the  result  of 
infection  or  sloughing;  that  hemorrhoidal 
bleeding  is  due  to  stasis,  pressure  and  consti- 
pation, that  hemorrhage  into  the  walls  of 
arteries  is  just  incidental  to  the  presence  of 
atheromatous  plaques;  and  that  an  ulcer 
bleeds  because  a vessel  in  its  base  has  been 
penetrated. 

Numerous  conditions  such  as  epistaxis, 


cerebral  hemorrhage,  gastro-intestinal  bleed- 
ing, intra-ocular  hemorrhage,  coronary 
thrombosis  arising  from  subintimal  bleeding 
and  many  others  have  hemorrhage  as  a com- 
mon factor  without  any  discernible  blood 
changes.  Hemorrhages  associated  with  de- 
bilitating and  asthenic  diseases  cannot  be 
excluded.  All  of  these  conditions  now  are 
considered  to  be  and  are  treated  as  separate 
diseases. 

I have  advanced  the  theory  that  they  may 
be  due  to  a single  disease  which  is  hormonal 
in  origin.  This  theory  is  based  on  the  suc- 
cessful empirical  treatment  of  spontaneous 
bleeding  with  hormones.  Proof  of  the  va- 
lidity of  this  theory  must  await  the  discov- 
ery of  the  specific  endocrine  imbalance 
which  produces  it  and  the  invention  of  suit- 
able tests  to  discover  the  presence  of  the 
toxin.  Meanwhile  hormonal  therapy  has 
proved  to  be  a valuable  although  not  infal- 
lible adjunct  for  controlling  most  of  these 
hemorrhages. 

Summary 

The  purposes  of  this  article  are  to  chal- 
lenge the  prevailing  belief  that  bleeding  pep- 
tic ulcer  and  peptic  ulcer  are  forms  of  the 
same  disease  and  to  advance  the  theory  that 
such  bleeding  is  independent  of  the  ulcer  and 
is  a form  of  Spontaneous  Hemorrhage.  Con- 
flicting and  confusing  conclusions  on  the 
origin  and  treatment  of  the  bleeding  has 
created  controversy  as  to  the  proper  course 
to  pursue.  Even  the  incidence  of  hemorrhage 
associated  with  peptic  ulcer  is  almost  impos- 
sible to  ascertain. 

Changes  in  the  vessels  in  the  bases  of  the 
ulcers  are  seldom  described.  In  bleeding  ul- 
cers there  is  little  or  no  change  while  those 
of  non-bleeding  ulcers  are  obstructed,  not 
by  a thrombus,  but  by  endothelial  hyper- 
trophy. Hence  something  about  these  ulcers 
must  stimulate  the  production  of  endothe- 
lium in  one  kind  and  inhibit  it  in  another. 
In  bleeding  peptic  ulcer  the  pathology  indi- 
cates that  the  attack  on  the  vessel  is  from 
within  and  not  from  without.  Cases  are  pre- 
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sented  to  demonstrate  that  the  bleeding  may 
be  hormonal  in  origin  and  its  arrest  can  be 
accomplished  except  when  large  vessels  are 


Fig.  11 — Author’s  conception  of  the  mechanism  of  bleed- 
ing peptic  ulcer  (diagrammatic).  1.  The  normal  mu- 
cosa with  its  circulation.  2.  The  vascular  toxin  invades 
the  area  destined  to  become  the  ulcer  and  necrosis  of 
the  epithelium  begins  just  as  happens  in  the  esophagus 
and  nose.  Just  how  a bleeding  site  anywhere  is  selected 
is  a mystery.  3.  The  destruction  continues  and  the 
aneurysmal  dilatation  of  a vessel  begins.  4.  The  aneu- 
rysmal dilatation  is  now  open  and  bleeding  as  in  Fig.  8. 
At  this  point  acid-peptic  digestion  may  accelerate  the 
destruction  of  the  vessel  wall. 

bleeding  by  the  administration  of  suitable 
hormones,  preferably  intravenous  estrogens, 
but  not  by  coagulation. 

Spontaneous  Hemorrhage  is  considered  to 
be  due  to  endocrine  changes  analogous  to 
those  which  precipitate  the  bleeding  phase 
of  the  menstrual  cycle  and  is  the  result  of 
the  attack  of  a vascular  toxin  on  the  vessels 
and  the  overlying  mucosa.  These  changes 
create  a bleeding  state  during  which  hemor- 
rhage will  occur.  If  a suitable  lesion  is  not 
in  existence  then  one  will  be  made  for  this 
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purpose.  Bleeding  peptic  ulcer  can  be  one 
of  these  lesions. 

Two  misconceptions  regarding  bleeding 
peptic  ulcer  are  (1)  that  coagulation  plays 
a major  role  in  arresting  the  bleeding,  and 
(2)  that  the  treatment  of  traumatic  and 
surgical  hemorrhage  is  adequate  for  the  per- 
manent control  of  this  kind  of  bleeding. 

The  concept  of  the  bleeding  state  can  be 
a valuable  clinical  tool;  and  hormonal  ther- 
apy to  convert  it  to  the  non-bleeding  state 
has  many  advantages  and  no  disadvantages. 
Failure  is  one  indication  for  surgical  inter- 
vention since  it  usually  indicates  that  vessels 
too  large  to  be  controlled  by  any  measure 
short  of  ligation  are  bleeding. 

The  estrogen  used  in  this  study  was  Intravenous 
Premarin,  Ayerst  Laboratories,  N.  Y. 
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Platinum  Blonde  Bleaching 


The  extreme  degree  to  which  hydrogen 
peroxide  bleaching  must  be  carried  out  to 
render  the  hair  platinum  blonde  "usually 
makes  the  hair  dangerously  brittle,”  ac- 
cording to  the  Journal  of  American  Medi- 
cal Association. 

The  effects  of  hydrogen  peroxide  was  dis- 
cussed by  Veronica  L.  Conley,  Ph.D.,  direc- 
tor of  the  A.M.A.  department  of  nursing, 
in  answer  to  a question  submitted  to  the 
Journal. 

"Adverse  reactions  to  bleaching  of  the 
hair  are  primarily  limited  to  the  hair  shaft 
itself.  Future  growth  and  inherent  physical 
characteristics  are  not  affected.  Skin  reac- 
tions may  occur  in  some  persons,  but  report- 
ed cases  are  few  in  comparison  with  the  large 
number  who  bleach  their  hair.  Bleaching 
damages  the  hair  because  the  hydrogen  pe- 
roxide must  penetrate  to  the  cortex  of  the 


hair  where  the  hair  pigment  is  located.  In 
so  doing,  it  often  leaves  the  hair  dry,  brittle, 
and  more  absorbent.  The  extent  of  hair 
damage  depends  on  several  variables,  one  of 
which  is  the  degree  of  bleaching.  For  exam- 
ple, the  extreme  degree  to  which  bleaching 
must  be  carried  out  to  render  the  hair  plati- 
num blonde  usually  makes  the  hair  danger- 
ously brittle. 

"Furthermore,  a recent  study  has  demon- 
strated that  when  hair  is  bleached,  the  ensu- 
ing damage  does  not  stop  with  the  process. 
With  each  shampoo  certain  decomposition 
products  and  oxidized  pigments  are  extract- 
ed from  the  hair  shaft  and  damage  recurs.” 

The  exact  nature  of  the  damage  is  un- 
known which  "accounts  at  least  in  part  for 
the  lack  of  methods  to  protect  the  hair 
against  the  deleterious  effects  of  hydrogen 
peroxide.” 
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Hearing  Loss,  Mastoidectomy 
and  Tympanoplasty 

GEORGE  N.  THRIFT,  M.D. 
Richmond,  Virginia 


There  are  several  surgical  pro- 
cedures for  dealing  with  infection 
in  the  middle  ear  and  mastoid.  In 
most  cases  the  hearing  need  not 
be  lost. 

f I *HE  PURPOSE  of  this  presentation  is  to 
point  out  a conservative  approach  to 
the  conservation  and  restoration  of  hearing 
in  mastoidectomy  and  tympanoplasty. 

In  recurrent  middle  ear  infection  where 
a low  grade  mastoiditis  recurs,  or  in  early 
mastoid  disease,  a simple  mastoidectomy  may 
be  all  that  is  necessary  to  eradicate  infection 
and  restore  the  middle  ear  to  normal.  In 
the  more  severe  forms  of  mastoid  disease, 
perhaps  a simple  mastoidectomy  would  not 
be  adequate.  For  this  the  Bondy  Method  of 
modified  radical  mastoidectomy  offers  a very 
sensible  and  conservative  approach  to  a com- 
plete eradication  of  the  mastoid.  It  has  been 
my  practice  too,  in  addition  to  the  Bondy 
operation1  which  is  a modified  radical  mas- 
toidectomy procedure,  to  skin  graft  the  cav- 
ity. Initially,  partial  thickness  skin  grafts1 
were  used,  obtained  from  the  hip  as  a donor 
site.  However,  experience  has  shown  where 
partial  thickness  skin  grafts  are  placed  over 
the  mastoid  there  is  at  times  a tendency  to 
ulcerate  with  a resulting  wet  surface.  This 
is  annoying  to  the  patient  and  embarrassing 
to  the  surgeon  and  may  necessitate  a second- 
ary skin  graft  procedure. 

Presented  at  the  meeting  of  the  Virginia  Society  of 
Ophthalmology  and  Otolaryngology,  Williamsburg, 
April  28-30,  1960. 
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After  four  or  five  years  experience  with 
this  technique,  the  whole  thickness  skin 
graft'1  obtained  from  the  postauricular  re- 
gion was  used  with  improved  results.  If  the 
skin  graft  can  be  made  to  take,  the  mastoid 
cavity  will  heal  very  quickly  with  a dry  sur- 
face which  needs  minimal  care.  The  whole 
thickness  skin  seems  to  withstand  trauma 
and  infection  better  than  a partial  thickness 
graft.  Perhaps  the  patient  will  be  seen  every 
six  months  or  at  longer  periods  for  simple 
cleansing  of  dead  skin  and  debris.  The  con- 
cept of  the  Bondy  operation,  of  course,  does 

Ant.  buttress 


covering  faoa'  “ 

ri<J$C  

Fig.  1 — Bondy  type  of  mastoidectomy.  From  Shambaugh 
Surgery  of  the  Ear.  By  permission  of  Dr.  George  E. 
Shambaugh  and  the  Saunders  Publishing  Company. 

not  allow  surgery  within  the  middle  ear. 
The  structures  are  left  as  they  were  with  a 
clean-up  of  the  mastoid.  This  is  very  con- 
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servative  surgery  and  has  been  most  bene- 
ficial. 

In  the  event  a cholesteatoma  pocket  is  en- 
countered, without  much  extension,  the 
cholesteatoma  may  be  removed  in  the  lateral 
and  superior  surface  of  the  tympanic  cavity 
without  going  further  into  the  middle  ear, 
Juers.3  If  the  cholesteatoma  is  completely 
eradicated  a good  result  can  be  obtained. 
In  other  cases  a little  more  advanced,  this 
matrix  of  cholesteatoma  may  have  invaded 
the  middle  ear  cavity  so  as  not  to  allow  a 
complete  exenteration.  We  may  utilize  the 
methods  of  Juers,3,4  a tympanopexy  com- 
bined with  the  modified  radical  mastoid  in 
order  to  obtain  a good  hearing  result.  In  this 
way  there  is  minimal  disturbance  of  the 
tympanic  cavity. 

The  utilization  of  all  functioning  parts 
of  the  ossicular  chain  may  be  preserved  pro- 
vided the  cholesteatoma  matrix  exists  in  an 
exteriorized  state.  Drum  remains  or  skin 
graft  may  then  be  used  in  continuity  to  re- 
store the  covering  for  the  tympanic  cavity. 
Non-functioning  parts  may  be  sacrificed, 
namely  the  malleus,  or  malleus  and  incus,  to 
create  a tympanoincudopexy  or  as  tym- 
panostapedopexy. 

When  cholesteatoma  is  extensive  and  can- 
not be  removed  without  sacrifice  of  the 
ossicles,  a radical  mastoidectomy  is  indicated. 
This,  of  course,  would  require  the  removal 
of  all  the  lining  of  the  tympanic  cavity, 
along  with  the  tympanic  membrane,  the 
malleous  and  the  incus,  leaving  the  stapes  in 
place.  If  properly  performed,  without  cov- 
ering the  stapes,  quite  frequently  surprising 
results  may  be  obtained  with  a hearing  result 
at  the  sixty-five  percent  level.  Such  results 
sometimes  occurred  before  the  operating 
microscope  came  into  vogue  and  the  exact 
mechanism  was  poorly  understood.  The  pa- 
tient was  customarily  told  the  hearing  would 
be  completely  eradicated  by  this  radical  sur- 
gery. 

In  1957  at  the  Sixth  International  Congress 
of  Otolaryngology  in  Washington,  D.  C. 
attention  was  called  to  the  reconstructive 


surgery  of  the  tympanic  cavity,  tympano- 
plasty, by  Zollner’  and  Wullstein1'  of  Ger- 
many. Zollner  had  published  an  article  on 
this  subject  in  195  5 and  Wullstein  in  195  6. 
Wullstein  showed  how  the  middle  ear  could 
be  rebuilt  by  plastic  surgery.  He  defined  and 
illustrated  five  types  of  this  operation.  The 
new  concept  of  rebuilding  the  tympanic 
cavity  was  received  with  interest  in  this 
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Fig.  2— Methods  of  handling  cholesteotoma  cases  as  illus- 
trated by  Bruce  Proctor. 

a.  Line  with  T,  results  same  before  and  after  surgery. 

b.  Line  with  dark  filled  space  represents  degree  of 
improvement 

c.  Line  with  hollow  filled  space  represents  degree  of 
loss 

d.  Other  designations  represent  incomplete  cases. 

country. ',8,9’10’11  Type  I,  tympanoplasty  or 
myringoplasty  is  a simple  repair  of  a per- 
foration in  the  tympanic  membrane.  A sur- 
gical repair  of  a perforation  may  be  per- 
formed via  the  external  ear  canal  by  a re- 
moval of  the  outer  lining  of  the  ear  drum 
and  adjacent  tissues  of  the  external  ear  canal 
and  replacement  by  a whole  thickness  of 
skin  obtained  from  behind  the  ear.  A simple 
pack  of  gelfoam  soaked  in  penicillin  is  used 
and  allowed  to  come  away  of  its  own  accord. 
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The  results  of  this  technique  have  been  ex- 
cellent with  a retention  of  the  hearing  at 
about  the  same  level  as  before.  Many  are  as 
good  and  some  have  improved  above  the 
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Fig.  3 — Method  of  dealing  with  cases  other  than  choles- 
teotoma. 


expectations  of  the  surgeon.  Where  the  de- 
struction is  more  extensive,  a type  II  tym- 
panoplasty is  used,  the  malleus  and  tym- 
panic membrane  may  be  removed,  with  a 
clean-up  of  the  tympanic  cavity  below  this 
point  with  a functioning  incus  and  stapes. 


Here  the  skin  graft  may  be  placed  directly 
over  the  incus  and  the  hearing  restored  to  a 
remarkable  degree.  Type  III  is  used  when 
the  incus  is  involved  in  the  pathologic  proc- 
ess and  must  be  sacrificed.  The  drum,  mal- 
leus and  incus  are  then  removed  with  place- 
ment of  the  skin  graft  touching  the  head  of 
the  stapes.  This  will  also  give  good  hearing 
results.  Type  IV,  in  the  event  that  the  stapes 
is  also  involved  in  the  pathologic  process,  it  is 
possible  to  remove  the  stapes  and  place  a 
skin  graft  with  a split  or  defect  over  the  oval 
window  area  and  obtain  a good  result.  Type 
V,  the  final  method  is  accomplished  by  a 
skin  graft  at  the  mastoid  cavity  with  no 
effort  to  use  the  oval  window.  The  round 
window  is  preserved  in  the  newly  created 
tympanic  cavity.  After  complete  healing, 
a fenestration  of  the  semicircular  canal  is 
performed. 
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Sympathetic  Ophthalmia 

Case  Report 


Adrenocortical  steroids  offer  a 
chance  for  cure  in  sympathetic 
oph thalm  ia.  T reatm  en  f,  h owever , 
may  have  to  be  continued  for 
years. 

'VJ^HAT  IS  NOW  known  as  Sympa- 
thetic  Ophthalmia  was  first  described 
by  MacKenzie  in  183  5.  Loss  of  eyes  from 
this  disease  was  approximately  fifty  percent 
until  the  advent  of  steroid  therapy  about 
eight  years  ago.  Numerous  case  reports  in- 
dicate that  there  has  been  excellent  response 
to  the  newer  drugs.  I wish  to  present  a case, 
now  under  treatment,  which  is  unusual  in 
duration. 

Case  Report 

The  patient,  R.B.,  a seven-year-old  boy, 
who,  while  playing  with  a kitchen  knife  on 
August  24,  195  3,  struck  the  right  eye.  When 
first  seen  the  next  morning  there  was  a 
laceration"  through  the  cornea  from  3 to  5 
o’clock  just  inside  the  limbus.  The  patient 
was  admitted  to  the  hospital  that  day:  the 
cornea  sutured  edge  to  edge  with  6-0  silk. 
No  iris  was  excised.  No  immediate  compli- 
cation arose:  the  sutures  came  out  sponta- 
neously and  on  the  17th  day  the  vision  was 
20/60.  On  September  18th,  2 5 days  after 
the  injury,  the  reaction  was  less;  aqueous 
clear;  slight  pigment  deposits  on  the  posterior 
lens  capsule  and  decreasing  vitreous  opacities. 

Presented  at  the  meeting  of  the  Virginia  Society  of 
Ophthalmology  and  Otolaryngology,  Williamsburg, 
April  28-30,  1960. 


C.  C.  COOLEY,  M.D. 

Norfolk,  Virginia 

Local  medication  only  was  being  used.  Two 
weeks  later,  six  weeks  after  injury,  the  in- 
jured eye  showed  no  greater  ciliary  redness, 
though  the  aqueous  ray  was  2 plus  with 
"KP”,  pigment  on  posterior  lens  capsule  and 
more  vitreous  opacities.  Hyoscine  and  cor- 
tisone drops  were  continued  locally. 

The  patient  was  not  brought  to  the  office 
at  the  next  appointed  time,  then  I was  out 
of  town  one  week,  so  I did  not  see  him  until 
17  days  later.  At  this  time  the  injured  eye 
was  little  changed,  however,  due  to  irrita- 
tion of  the  other  eye,  the  parent  had  used 
the  same  drops  in  it.  The  uninjured  eye  was 
(eight  weeks  after  injury)  a definite  sympa- 
thetic ophthalmia  as  indicated  by  ciliary  red- 
ness, aqueous  flare,  slight  "KP”,  posterior 
synechae  and  hazy  vitreous. 

Consultation  with  Dr.  B.  R.  Kennon  was 
obtained  and  it  was  agreed  after  hospitaliza- 
tion that  ACTH  and  Cortisone  should  be 
given  and,  due  to  the  deterioration  of  the 
injured  eye,  enucleation  would  probably  be 
done  early.  Instead,  the  patient  was  imme- 
diately sent  to  Dr.  John  H.  Dunnington. 
Cortisone  by  mouth  and  local  medication 
were  given  while  awaiting  hospitalization  in 
New  York. 

At  the  Eye  Institute,  beginning  October 
20,  1953,  ACTH  30  mg.  intramuscularly 
every  six  hours  was  given  for  six  days  with 
no  improvement.  On  October  26th  15  mg. 
ACTH  intravenously  as  a daily  dose  was  sub- 
stituted for  four  days  with  improvement. 
After  three  more  days  on  the  same  dose 
there  was  a relapse,  therefore  the  intravenous 
daily  dose  was  increased  to  20  mg.  with  im- 
provement. On  November  13  th,  24  days 
after  treatment  was  begun,  the  ACTH  was 
replaced  by  Cortisone  5 0 mg.  daily,  this  being 
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reduced  to  40  mg.  a day  10  days  later.  Hy- 
drocortisone and  atropine  drops  were  con- 
stantly used  as  was  Terramycin  5 0 mg.  every 
six  hours.  Penicillin  and  sulfadiazine  were 
prescribed  for  bronchitis  just  before  leaving 
the  hospital. 

On  November  30,  195  3 (41  days  later) 
the  patient  returned  home  with  the  recom- 
mendation that  the  injured  eye  be  enucle- 
ated. At  that  time  the  injured  eye  was  soft 
(phthisis)  ; vessels  had  grown  into  the  iris; 
there  was  a posterior  partial  subcapsular 
cataract.  The  aqueous  ray  was  only  faintly 
positive;  vision  20/400.  The  sympathizing 
eye  was  white,  pupil  dilated,  one  synechia 
(posterior) , a few  pigment  spots  on  the  an- 
terior lens  capsule;  slight  "KP”,  aqueous  ray 
negative;  vitreous  clear;  vision  20/20. 

Enucleation  of  the  injured  eye  was  per- 
formed on  December  3,  195  3.  The  diagnosis 
was  confirmed  by  the  Eye  Institute  in  New 
York  City. 

Due  to  a positive  aqueous  ray,  local  medi- 
cation, supplemented  by  Hydrocortisone  by 
mouth,  had  to  be  continued  in  maintenance 
doses.  The  patient  was  seen  by  Dr.  Kennon 
in  March  1954,  by  Dr.  Dunnington  in  July 
1954  and,  at  Dr.  Dunnington’s  suggestion, 
by  Dr.  Alan  Woods  in  September  1954,  all 
considered  the  progress  as  satisfactory. 

The  patient  continued  school  with  a bi- 
focal lens  as  long  as  the  pupil  was  dilated. 
By  May  195  5 the  maintenance  dose  was 
Meticorten  2/z  mg.  B.I.D.  By  July  195  6 
Meticorten  1 mg.  B.I.D.  without  local  medi- 
cation kept  the  eye  quiescent.  Repeatedly 
medication  has  been  decreased,  also  local 
medication  alone  tried,  but  Meticorten  1 
mg.  B.I.D.  is  the  minimum  dose  to  date  that 
will  keep  the  aqueous  free  of  cells.  Treat- 
ment has  been  continued  for  six  years  and 
eight  months. 

Potassium  and  vitamins  were  given  fol- 
lowing enucleation  and  until  all  swelling  of 
the  face  subsided.  The  patient  has  shown 
normal  weight  growth  and  physical  activity 
with  no  loss  of  time  in  school  since  1954. 
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Comments 

1.  In  retrospect — should  the  injured  eye, 
six  weeks  after  injury,  when  the  signs  of 
uveitis  increased,  have  been  enucleated?  I do 
not  know  the  answer  to  this  question.  The 
perforating  injury  apparently  limited  to  the 
cornea  with  rapid  improvement  for  six  weeks 
was  encouraging,  though  statistics  indicate 
the  greatest  number  of  cases  occur  between 
four  and  eight  weeks. 

2.  Should  prophylactic  treatment  have 
been  given  in  the  form  of  steroid  therapy 
and  antibiotics?  McLean1  reported  a case 
where  such  drugs  were  ineffective,  thus  con- 
cluded this  therapy  neither  dependable  nor 
justified.  Several  additional  cases  not  yet 
published  supplement  this  conclusion.' 

3.  Would  earlier  enucleation  after  diag- 
nosis have  been  beneficial?  This  is  doubtful. 
After  uveitis  has  already  developed  in  the 
sympathizing  eye  early  removal  of  the  ex- 
citing (injured)  eye  appears  to  have  no  ben- 
eficial effect. 

4.  Is  the  present  minimal  maintenance 
dose  the  proper  therapy  at  present?  Woods3 
says  that  when  the  minimal  maintenance 
dose  has  been  determined,  topically  and/or 
orally,  it  may  be  continued  many  months  or 
as  long  as  necessary,  with  occasional  rest 
periods  and  injections  of  corticotropin  to 
stimulate  a depressed  adrenal  cortex. 

5.  Why  is  this  case  being  reported? 

In  reviewing  the  literature,  since  the  use 
of  steroids  in  sympathetic  ophthalmia,  nu- 
merous cases  have  been  reported  cured  with 
ACTH  and  Cortisone.  Sturman4  reported  a 
case  cured  after  almost  two  years  of  treat- 
ment. Crawford0  reported  a case  cured  after 
treatment  for  over  four  years. 

I am  unable  to  find  a report  of  a case  of 
this  duration  (six  years  and  eight  months) 
and  this  patient  is  not  yet  cured.  In  view 
of  the  absence  of  side  effects  from  the  drug  I 
see  no  choice  but  to  continue  a maintenance 
dose  of  a cortisone-type  drug  as  an  anti- 
inflammatory agent  for  an  indefinite  time. 
It  is  hoped  that  this  case  will  emphasize  the 
necessity  for  constant  and  long  continued 
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therapy  in  some  cases  of  sympathetic  oph- 
thalmia. 
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Diseases  of  Famous  Writers — or  Diagnosis  in  Absentia 


The  Medical  Library  of  the  University  of 
Virginia  is  exhibiting  articles  about  the  dis- 
eases of  famous  authors  written  by  physi- 
cians who  for  the  most  part  are  diagnosing 
patients  who  lived  in  a different  era.  Some 
of  these  writers  have  been  dead  for  a century 
or  more.  The  exhibit  will  be  shown  until 
the  middle  of  January. 

The  ailments  are  collected  from  the  au- 
thors’ writings  or  from  biographies  written 
about  these  men.  In  other  words,  the  case 
report  is  taken  from  old  writings,  not  in 
personal  interviews  with  the  patient.  The 
value  of  case  reports  is  clearly  shown  if  a 
man  living  today  can  diagnose  a patient  who 
died  before  that  physician  was  born — by 
reading  of  the  vicissitudes  of  a past  genera- 
tion. Writers,  with  their  gift  or  developed 
skills  in  describing  situations,  would  be  ex- 
pected to'  furnish  the  necessary  clues  for 
this  interesting  exhibition  of  a physician’s 
skill  in  diagnosis.  Many  of  these  patients 
were  diagnosed  correctly  or  incorrectly?  by 
a physician  long  ago. 

Some  of  our  diagnosticians  hedge  a bit, 
and  some  are  on  more  firm  ground.  Every- 
one knows  rightly  or  wrongly  that  certain 


writers  were  tuberculous,  alcoholic  or  neu- 
rotic individuals.  The  interesting  thing  is 
that  many  physicians  are  so  interested  in 
what  made  these  writers  tick  that  they  will 
go  to  great  trouble  to  write  up  the  cases. 
Editors  of  medical  journals  know  that  other 
physicians  are  also  interested  in  such  articles 
and  publish  these  accounts.  Journals  which 
publish  this  type  of  material  include  The 
Journal  of  the  American  Medical  Associa- 
tion, the  Eye,  Ear,  Nose  and  Throat  Month- 
ly, Psychoanalysis,  American  Journal  of 
Psychiatry,  Laval  Medical,  and  the  Proceed- 
ings of  the  Royal  Society  of  Medicine.  A 
whole  set  of  books  called  Biographic  Clinics 
came  out  at  the  beginning  of  the  century, 
and  the  physician,  Dr.  Noah  D.  Fabricant, 
has  published  a volume  on  this  subject  re- 
cently. 

Some  of  the  literary  persons  covered  in  our 
exhibit  are  Proust,  Samuel  Johnson,  Joseph 
Conrad,  Robert  Burns,  Maupassant,  Balzac, 
Thoreau,  Oscar  Wilde,  Whittier,  DeQuin- 
cey,  James  Joyce,  Katherine  Mansfield,  Ezra 
Pound,  Flaubert,  E.  A.  Poe,  and  Thomas 
Wolfe.  Some  of  the  articles  are  available  for 
browsing  in  order  that  those  interested  may 
read  them  while  the  exhibit  is  in  progress. 
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School  Vision  Testing 

Experiences  and  Lessons  of  a Two-Year  Study 


G.  E.  ARRINGTON,  Jr.,  M.D. 
Richmond,  Virginia 


This  report  is  of  interest  to  all 
those  concerned  with  the  health 
program  in  the  schools.  It  also 
demonstrates  the  good  results  that 
can  be  expected  from  cooperation 
between  organized  medicine  and 
the  school  authorities. 

IN  THE  SPRING  of  195  8 the  Richmond 
Eye,  Ear,  Nose  and  Throat  Society  ap- 
pointed a committee  including  Dr.  E.  W. 
Perkins,  Dr.  Mason  Smith  and  myself  to 
study  the  problem  of  school  vision  screening 
tests  and  to  offer  our  advice  based  on  the  re- 
sults of  these  studies  to  the  school  authorities 
in  the  Richmond  Public  School  System.  The 
Society  and  the  committee  were  motivated 
by  their  conviction  that  ophthalmology  bears 
a public  trust  to  protect  the  public  welfare 
and  interests  so  far  as  ocular  health  and  vision 
are  concerned.  This  obligation  extends  to 
the  discovery  and  correction  of  visual  and 
ocular  defects  in  public  school  children. 
Therefore,  it  was  their  purpose  to  offer  their 
services  to  the  public  school  physicians  and 
nurses  by  recommending  a satisfactory 
screening  test  and  by  training  personnel  in 
the  administration  of  these  tests.  Further- 
more, it  was  necessary  to  establish  definite 
criteria  for  referral  on  the  basis  of  these 
tests  in  order  to  refer  the  highest  possible 
number  of  children  actually  needing  eye  care 
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and  the  lowest  possible  number  of  false  posi- 
tive cases. 

To  begin  with,  the  committee  studied  the 
methods  and  results  of  vision  testing  in  a 
high  school,  a junior  high  school,  and  an 
elementary  school  in  the  City  of  Richmond, 
Virginia.  The  results  were  tabulated  as  to 
percentages  of  spread  of  various  visual  acui- 
ties, percentage  of  total  referrals  and  per- 
centage of  positive  referrals.  These  results 
were  then  compared  to  extensive  and  care- 
fully controlled  surveys  published  in  oph- 
thalmological  journals  and  by  similar  socie- 
ties in  other  states.  Following  are  selected 
data  from  this  study  which  were  very  valu- 
able to  us,  and  which  should  be  studied  by 
similar  committees  in  other  communities: 

Sources  and  Data  Regarding 
School  Vision  Testing 

We  were  in  correspondence  with  Franklin 
M.  Foote,  executive  director  of  the  National 
Society  for  the  Prevention  of  Blindness  who 
very  kindly  supplied  publications  dealing 
with  the  subject  of  school  vision  testing  and 
in  addition  made  the  following  recommen- 
dations: 

1.  Fundamentally  recommend  the  Snel- 
len Chart  test  at  20  feet. 

2.  If  more  extensive  testing  is  to  be  un- 
dertaken, the  Massachusetts  Vision 
Test  (which  incorporates  the  Snellen 
E’s)  is  recommended. 

3.  Later  on,  the  tests  for  muscle  balance 
and  the  plus  lens  test  for  hyperopia 
can  be  added  after  the  program  is  well 
under  way. 

Doctors  Foote  and  Crane  stated  the  fol- 
lowing in  their  publication  "An  Evaluation 
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of  Visual  Screening”:  "It  will  be  noted  that 
the  more  complicated  methods  of  vision 
testing,  such  as  the  Bausch  and  Lomb  Ortho- 
rator,  American  Optical  Company  Sight 
Screener  and  Keystone  Telebinocular  gave 
an  unduly  large  number  of  over-referrals. 
The  combination  of  a high  standard  Snellen 
test  and  the  teacher  observation  seem  to  pro- 
vide the  most  practical  method  of  vision 
screening.”  1 They  also  present  the  following 
information: 

The  Snellen  high  standard  test  referred 
20%  of  sixth  grade  children.  Of  this  num- 
ber 14  were  correct  and  six  incorrect.  The 
binocular  vision  testing  devices  mentioned 
above  referred  54%  to  61%  of  the  600  chil- 
dren tested.  Of  these,  23-25%  were  correct 
and  31-38%  were  incorrect,  an  error  of 
60  to  70%  of  those  referred.  Examination 
by  an  oculist  referred  3 1 % all  of  which  were 
correct. 

These  figures  clearly  indicate  that  binocu- 
lar testing  devices  refer  five  times  as  many 
incorrectly  chosen  children  as  the  Snellen 
Test,  a total  of  30-40%  more  than  should 
be  referred.  On  page  10  of  the  same  article 
is  found  the  following  quotation:  "The  three 
binocular  stereoscopic  testing  batteries  gave 
results  that  were  so  close  that  there  was  no 
real  difference  between  them  in  efficiency. 
Although  these  tests  gave  the  greatest  propor- 
tion of  correct  referrals,  they  gave  an  even 
higher  proportion  of  incorrect  referrals,  more 
than  30%  of  all  the  sixth  grade  students.”  On 
page  11,  the  following  statement  is  found: 
"Great  criticism  from  parents  and  from  pro- 
fessional groups  is  heaped  upon  a school  ad- 
ministrator or  school  health  program  when 
there  is  a high  over-referral  from  any  screen- 
ing procedure.  Failure  to  refer  students  who 
actually  need  the  care  of  an  eye  specialist 
arouses  less  criticism  because  no  one  is  aware 
that  these  children  need  care.  The  purpose 
of  the  screening  program  is  to  obtain  care 
for  as  many  as  possible  of  the  children  who 
need  it.  In  many  programs,  insufficient  em- 
phasis is  given  to  follow  up  of  screening  tests 
and  to  seeing  that  the  children  are  actually 


placed  under  care.  A complicated  screening 
test  that  takes  extra  time  to  administer  and 
gives  a high  proportion  of  incorrect  referrals 
is  not  appropriate  in  a program  that  provides 
only  limited  follow  up  service.  Under  these 
circumstances  a simpler  test  that  refers  few- 
er children  but  gives  few  over  referrals  is 
definitely  to  be  preferred.  For  young  chil- 
dren the  simpler  tests  are  probably  preferable 
in  all  screening  programs.  In  either  of  these 
situations  the  Snellen  test,  combined  with 
careful  teacher  observation,  is  recom- 
mended.” 

"An  Evaluation  of  Methods  of  School  Vi- 
sion Screening”  dated  195  5 was  obtained 
from  Curtis  D.  Denton,  Jr.,  M.D.,  of  Fort 
Lauderdale,  Florida.  I quote  from  this  re- 
port: 

"The  sought  for  goal  in  visual  screening  of 
school  children  is  a simple  test  that  has  a 
high  percentage  of  accuracy  in  detecting 
eye  defects  and  a low  percentage  of  un- 
necessary referrals.  The  value  of  keeping 
'false’  referrals  to  a minimum  is  obvious. 
This  very  factor  has  caused  the  near 
break-down  of  visual  school  testing  pro- 
grams in  several  places  throughout  the 
country.  Nothing  makes  parents  more  un- 
happy than  the  feeling  that  they  have  been 
forced  to  spend  money  needlessly. 

"None  of  these  tests  (that  is,  the  binocular 
tests  referred  to  above,)  detected  more 
than  80%  of  the  significant  abnormali- 
ties, and  in  general  they  found  that  the 
test  which  detected  the  highest  percentage 
of  children  who  needed  referral  also  had 
the  highest  percentage  of  needless  refer- 
rals. The  sight  screener,  Orthorator  and 
Telebinocular  referred  between  54  and 
71%  of  all  the  children  tested  as  contrast- 
ed with  the  ophthalmologist’s  failure  rate 
of  27%.  The  incorrect  referrals  of  these 
instruments  outnumber  the  correct  refer- 
rals 20%  to  250%.  The  investigation  also 
found  that  these  tests  required  six  times 
as  long  to  administer  as  the  Snellen  Chart 
Test.” 
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This  report  goes  on  to  analyze  the  results 
in  Florida  of  the  application  of  the  Snellen 
"E”  Chart  Test,  the  Massachusetts  Vision 
Test,  the  Telebinocular  Test,  the  plus  1.5  0 
sphere  test  for  hyperopia  and  the  muscle 
balance  test  which  is  incorporated  in  the 
Massachusetts  Vision  Test  and  in  the  Tele- 
binocular.  It  is  of  interest  to  quote  the  re- 
sults of  the  muscle  balance  test  with  the  tele- 
binocular.  "In  my  office  in  Broward  Coun- 
ty,” Dr.  Denton  states,  "I  have  found  that 
8 5 % of  the  children  referred  by  the  Key- 
stone Muscle  Test  had  a muscle  balance  con- 
sidered as  normal  by  our  present  medical 
standards.  The  Telebinccular  Muscle  Test 
seemed  entirely  too  difficult  and  critical  for 
school  children.” 

As  a result  of  their  studies,  it  was  deter- 
mined that  the  Snellen  Distant  Chart  using 
the  illiterate  "E”  was  the  most  important 
test.  The  criteria  established  for  referral  were 
as  follows: 

1.  For  first  and  second  grade  children, 
20/30  line  should  be  considered  pass- 
ing. 

2.  For  grades  three  through  eight,  20/20 
is  considered  passing. 

The  report  goes  on  to  recommend  plus 
2.5  0 diopter  sphere  test  for  hyperopia.  They 
believe  that  muscle  tests  are  too  time  con- 
suming and  too  unreliable  to  justify  the  ex- 
pense and  time  required  for  their  administra- 
tion, although  30%  of  the  Florida  ophthal- 
mologists replied  to  a survey  that  they  felt 
that  some  sort  of  muscle  balance  test  is  im- 
portant in  school  survey  work  whereas  70% 
believed  it  to  be  of  little  importance. 

Besides  the  above  recommendations,  "It 
was  further  recommended  that  all  Telebi- 
noculars be  removed  from  school  screening 
survey  work.” 

Another  report  of  a committee  on  school 
vision  testing  for  the  New  England  Ophthal- 
mological  Society  and  the  Massachusetts 
Medical  Society  edited  by  Edwin  B.  Dunphy 
including  Drs.  Brendan  D.  Leahey,  James  J. 
Riggan,  Albert  E.  Sloane,  and  Elton  R.  Ya- 
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suna  was  studied.  This  report  recommended 
the  following: 

1.  A school  vision  test  should  be  given  by  a 
lay  person  who  has  been  specially  train- 
ed; this  may  be  a teacher,  a nurse  or  any 
other  of  the  school  personnel. 

2.  It  is  desirable  that  every  child  failing  the 
school  vision  test  should  be  given  a re- 
examination before  a note  is  sent  home 
to  the  parents. 

3.  The  test  should  be  given  annually. 

4.  The  committee  does  not  feel  that  is  a 
good  policy  for  an  eye  doctor  to  give 
the  test  for  the  following  reasons: 

a.  The  mere  fact  that  a doctor  made 
the  test  and  gave  a passing  report 
might  give  a false  sense  of  security 
that  all  is  well. 

b.  Since  the  screening  test  is  only  a 
rough  incomplete  examination,  there 
is  no  basis  for  such  an  inference  be- 
ing allowed,  and  if  the  test  were  given 
by  a lay  person,  this  danger  would  be 
avoided. 

5.  The  committee  feels  that  no  note  should 
be  sent  home  which  tells  that  a child  has 
passed  the  test.  Reports  should  be  only 
of  non-passing,  and  should  not  give  any 
information  other  than  that. 

6.  Standards  of  referral: 

a.  All  children  up  to  but  not  including 
the  fourth  grade  should  be  referred 
for  examination  in  the  event  that 
they  are  unable  to  read  the  20/40  line 
in  their  worst  eye. 

b.  Children  from  the  fourth  grade  level 
and  including  the  fourth  grade  level 
and  up  should  be  referred  if  they  are 
unable  to  read  the  20/30  line. 

It  is  felt  that  this  limit  is  not  too  strict  in 
view  of  the  fact  that  the  committee  recom- 
mended well  illuminated  charts  and  admin- 
istration of  the  test  by  trained  personnel. 

c.  In  those  children  up  to  but  not  in- 
cluding the  fourth  grade  a plus  2.25 
sphere  is  used  as  the  minimal  limit 
for  hyperopia  requiring  referral. 
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That  is,  if  a child  cannot  read  20/20 
through  a plus  2.25  sphere  in  each 
eye  he  shall  be  referred  for  further 
examination.  In  the  group  including 
the  fourth  grade  the  inability  to  read 
20/20  through  a plus  1.75  sphere 
shall  constitute  the  basis  for  referral. 
The  committee  recommends  that  a 
heterophoria  test  be  included  in  the 
school  examination  but  that  it  be 
omitted  in  grades  one  through  three. 
The  criteria  for  referral  in  the  dis- 
tance phoria  test  shall  be  exophoria, 
over  four,  esophoria  over  six,  hyper- 
phoria over  1.25.  Phoria  tests  for 
near  are  omitted  for  purpose  of  sim- 
plification, however,  if  some  schools 
wish  to  include  these  tests  as  an  extra 
or  optional  test  (in  grades  four  and 
over)  referral  is  recommended  for 
over  eight  exophoria  for  near,  over  six 
esophoria  for  near. 

7.  Any  child  who  obviously  appears  to  have 
eye  difficulties  or  symptoms  should  be 
referred.  Any  child  who  has  reading  dis- 
ability should  be  referred  for  examina- 
tion, regardless  of  how  he  behaves  with 
the  school  vision  test. 

The  committee  held  that  the  Massachu- 
setts Vision  Test  is  at  the  present  time  ac- 
ceptable, because  it  does  include  in  its  three 
parts  all  that  is  recommended  by  the  com- 
mittee. The  committee  feels  that  although 
tests  for  stereopsis,  color  vision  and  other 
binocular  functions  are  often  of  great  value, 
inclusion  of  such  tests  in  a school  vision 
program  is  not  desirable  at  this  time  because: 

a.  It  would  increase  the  time  necessary 
for  the  test. 

b.  It  would  increase  the  complexity  of 
understanding  the  test  when  given  by 
lay  people. 

c.  It  would  lead  to  a larger  number  of 
unnecessary  referrals. 

Another  report  on  the  Massachusetts  Vi- 
sion Test  by  Albert  E.  Sloane'  was  review- 
ed, as  was  the  report  entitled  ‘'Visual 
Test  Performance  of  School  Children”  by 


Hollis  M.  Leverette,3  and  another  report  by 
the  same  author.4  There  were  also  personal 
communications  with  Dr.  William  L.  Ben- 
edict of  Rochester,  Minnesota,  and  Dr. 
Frank  D.  Costenbader  of  Washington,  D.  C., 
to  inquire  regarding  the  program  in  those 
two  communities.  The  program  instituted 
in  Norfolk,  Virginia,  by  Mr.  Teasley  Tray- 
lor of  the  Traylor  Optical  Company  was 
studied  as  was  the  Atlantic  Eye  Test  for 
phoria  by  Samuel  Disken. 

Recommendations 

On  the  basis  of  these  studies  the  following 
conclusions  and  recommendations  were 
reached  by  our  committee: 

1.  It  was  emphasized  that  the  visual 
screening  test  is  not  a diagnostic  ex- 
amination and  therefore  no  reports  of 
passing  the  test  should  be  issued. 

2.  It  was  noted  that  the  objective  of  such 
a screening  test  is  to  determine  refer- 
rability  and  not  visual  acuity,  which  is 
a diagnostic  determination. 

3.  The  criteria  for  referral  were  estab- 
lished as  follows: 

20/20  on  the  illiterate  "E”  chart  if  the 
child  is  over  10  years  of  age  or  20/30 
if  the  child  is  under  10  years  of  age. 
This  means  at  least  four  out  of  six 
letters  are  correctly  determined. 

4.  If  a child  fails,  he  should  be  retested 
a day  or  so  later  and  if  he  fails  again 
with  one  or  the  other  eye  he  should 
be  referred. 

5.  Consequent  to  these  criteria,  it  was 
advised  that  the  20/20  and  20/30  line 
(as  is  appropriate  for  the  age  of  the 
child)  be  used  exclusively.  This  elim- 
inates wasted  time  determining  wheth- 
er a child  is  20/ 60  or  20/40,  for  exam- 
ple, when  in  reality  he  is  referrable 
whether  he  is  either  of  these. 

6.  An  internally  illuminated  chart  was 
recommended. 

7.  Binocular  stereoscopic  tests  were  not 
recommended. 

8.  No  testing  of  phorias  is  indicated  since 
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only  one  to  two  per  cent  of  children 
are  referred  by  the  best  survey  screen- 
ing phoria  test  and  most  strabismus 
problems  can  be  referred  on  the  basis 
of  teacher  observation  or  failing  the 
visual  acuity  test  due  to  amblyopia 
from  suppression. 

9.  It  was  emphasized  that  reading  prob- 
lems and  ocular  signs  and  symptoms 
supersede  the  results  of  the  screening 
survey.  That  is,  children  with  20/20 
vision  should  still  be  referred  if  they 
show  signs  or  symptoms  of  ocular  dis- 
ease. 

10.  It  was  recommended  that  if  at  all  pos- 
sible, the  children  should  be  examined 
individually  with  the  examiner  at  the 
side  of  the  child  rather  than  at  the 
chart  in  order  that  she  might  deter- 
mine whether  any  signs  and  symptoms 
of  eye  disease  are  present. 

11.  It  was  advised  that  children  failing  the 
visual  screening  test  be  referred  by 
form  letter  to  the  family  physician 
and  from  there  to  an  ophthalmologist 
of  his  choice.  In  order  to  facilitate  this, 
forms  were  recommended  which  in- 
corporate brief  answers  and  check 
marks. 

12.  Ophthalmologists  were  pledged  to  co- 
operate fully  toward  achieving  success 
of  the  program. 

Results  of  the  Program 

A restudy  in  March,  1960,  of  data  in  the 
Richmond  Public  Schools  has  already  shown 
the  effectiveness  of  this  program  in  bringing 
up  their  results  in  line  with  national  aver- 
ages. Inquiry  of  local  colleagues  in  ophthal- 
mology indicates  a markedly  reduced  num- 
ber of  false  positive  cases  being  seen  among 
referred  city  school  children.  This  is  still 
not  true  of  certain  county  and  parochial 
schools  where  binocular  testing  techniques 
are  being  used. 

General  Conclusions  and 

Significance  of  the  Study 

The  value  of  the  methods  and  criteria  for 


referral  which  I have  presented  is  rather  ob- 
vious to  the  ophthalmologist,  and  while  there 
is  justification  in  informing  this  group  of 
our  findings,  I feel  that  another  deeper  les- 
son has  been  learned,  namely,  how  the  effec- 
tiveness of  proven  acceptable  health  meas- 
ures for  the  public  benefit  may  be  hindered 
by  the  activities  of  non-medically  oriented 
and  motivated  groups. 

To  understand  this  better,  it  should  be 
noted  that  the  institution  of  this  program  in 
Richmond  was  greatly  facilitated  by  the 
presence  of  school  health  officials  who  were 
already  enlightened  along  these  lines  and  who 
were  anxious  to  have  professional  support 
from  their  colleagues  in  ophthalmology  re- 
garding their  views. 

Efforts  were  subsequently  made  to  intro- 
duce these  recommendations  to  parochial, 
private  and  county  public  schools.  Success 
in  these  areas  while  variously  high  and  low 
cannot  yet  be  fully  assessed,  but  the  lesser 
degree  of  co-operation  in  certain  of  those 
areas  seems  to  depend  largely  on  whether  a 
previous  acceptance  of  non-medical  advice 
has  unfavorably  prejudiced  those  in  charge. 
It  should  also  be  noted  that  whereas  school 
vision  testing  in  the  city  is  directly  under  the 
management  of  school  health  physicians  and 
nurses,  it  is  controlled  by  principals,  parent- 
teacher  organizations  and  other  interested 
lay  groups  in  some  parochial  and  county 
schools.  It  is  therefore  more  difficult  to  com- 
municate in  purely  medical  terms  with  those 
latter  individuals  and  the  task  of  winning 
co-operation  and  confidence  is  infinitely 
more  difficult.  It  is  important  to  learn  why 
this  is  so. 

In  this  area  of  medicine  as  in  so  many 
others,  the  public-medical  interaction  seems 
to  have  suffered  largely  as  the  result  of  a 
shifting  of  the  basic  medical  sense  of  values, 
i.e.,  from  medicine’s  more  traditional  hu- 
manitarianism  to  a more  impersonal  scien- 
tific objectivism  which  leads  to  a detachment 
of  the  profession  from  public  problems.  It 
is  not  appropriate  to  discuss  here  the  varied 
reasons  for  this  interesting  evolution,  but 
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we  must  recognize  its  existence  because  of 
its  possible  detriment  to  medicine  and  there- 
fore to  ophthalmology  as  well,  and  we  should 
resist  it.  Can  it  be  denied  that  narrowness 
of  interest  whether  medical,  surgical  or  op- 
tical breeds  public  contempt  and  disapproval 
while  interest  in  people  with  ocular  or  visual 
disorders  breeds  respect  and  confidence? 
Non-medical  refractionists  in  an  apparently 
narrow  technical  field,  strangely  enough,  al- 
ready seem  to  have  succeeded  in  recognizing 
this  and  despite  their  commercialism  and 
advertising  and  whether  justified  or  not,  they 
have  made  many  gains  in  winning  public 
approval  as  has  been  proved  by  their  success 
in  legislation  and  general  unquestioning  ac- 
ceptance by  the  public  as  manifested  in  the 
last  phase  of  this  study. 

Is  it  not  here  at  the  deepest  roots  of  med- 
ical thought  that  we  must  look  for  causes 
of  any  instability  or  inadequacy  of  the  med- 
ical service  structure?  Is  it  not  here  that 
individually  we  can  do  the  most  to  strength- 
en effectual  medical  care?  The  symptoms 
should  be  recognized  and  treated  as  we  are 
doing  the  schools,  but  we  must  also  discover 
and  remove  the  deeper  causes. 

Finally,  medicine,  which  should  be  an  all 
embracing  science  of  man,  is  fully  equipped 
to  meet  and  is  now  striving  to  meet  these 
special  ophthalmic  needs  in  our  community. 
Ophthalmologists  in  other  communities  face 


the  alternative  of  taking  action  for  the  pub- 
lic welfare  within  medicine  or  else  of  forfeit- 
ing their  position  by  default  to  non-medical 
groups. 
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Dysmenorrhea — New  Therapy 


Dysmenorrhea  causes  much  dis- 
comfort and  disability.  A simple 
treatment  is  described  here  which 
appears  to  give  symptomatic  re- 
lief. 

Menstrual  distress  is  a clinical 

manifestation  of  three  exaggerated 
physiologic  norms.  Positive  water  balance 
during  the  premenstrual  week  is  physiologic 
but  excess  water  retention  leads  to  tissue 
edema  with  breast  fullness,  abdominal  bloat- 
ing and  weight  gain.  Vascular  and  lym- 
phatic engorgement  are  normal  precursors  to 
menstruation  but  when  the  limits  of  physio- 
logic tolerance  are  exceeded  there  is  lower 
abdominal  and  lumbar  pain  with  a sense  of 
heaviness  and  weight  in  the  pelvis.  A well 
integrated  pattern  of  myometrial  contrac- 
tions is  essential  for  the  shedding,  maceration, 
and  expulsion  of  the  depleted  endometrium, 
and  blood  clots  at  menstruation.  Disturbed 
patterns  of  myometrial  contractions  retard 
this  shedding  and  expulsion,  thus  contrac- 
tions are  painful. 

Physiology  of  Painless 
Menstruation 

It  is  of  more  than  casual  interest  that  the 
signs  and  symptoms  of  menstrual  distress 
mimic  and  rehearse  the  more  dramatic  signs 
and  symptoms  and  parturition.  The  men- 
strual cycle  is  the  gestational  cycle  in  minia- 
ture. Tissue  edema  and  vascular  and  lym- 
phatic congestion  in  the  premenstrual  and 
preparturient  patient  subside  promptly  with 
the  onset  of  menstruation  and  parturition. 
Pain  arising  from  myometrial  contractions 
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disappears  when  the  endometrial  debris  or 
products  of  conception  are  expelled. 

To  carry  the  parallel  further  let  us  recall 
that  the  symptoms  of  menstrual  distress  ap- 
pear only  in  the  potentially  fertile  cycle.  A 
functioning  corpus  luteum  is  necessary  to 
unusual  water  storage  and  to  the  develop- 
ment of  a thick  succulent  edematous  endo- 
metrium which  is  expelled  painfully.  Men- 
struation terminating  the  anovulatory  cycle 
is  never  preceded  by  abnormal  tissue  edema 
nor  is  the  proliferative  phase  endometrium 
shed  and  expelled  painfully.  It  seems  para- 
doxical that  dysmenorrhea  should  occur 
only  when  the  criterion  of  physiologic  nor- 
malcy has  been  fulfilled.  Why  should  it  be 
so? 

Physiology  of  Dysmenorrhea 

The  uterus  is  a hollow  viscus  with  a thick 
smooth  muscle  syncytium  for  its  wall.  Its 
capacity  for  stretch  is  limited  as  compared 
with  a thin  wall  viscus  such  as  the  bladder 
or  intestine.  Lurthermore,  the  capacity  to 
stretch  and  accommodate  to  a distending 
mass  within  its  cavity  is  mediated  in  large 
part  through  the  relatively  slow  humeral 
mechanisms  as  contrasted  with  other  hollow 
viscera  in  which  rapid  accommodation  to 
distention  is  effected  through  nerve  control. 
Distress  which  a smooth  muscle  wall  experi- 
ences in  its  attempt  to  expel  a body  within 
its  cavity  depends  upon  the  size  of  the  dis- 
tending foreign  body  matched  against  the 
stretch  capacity  of  the  muscle.  The  volume 
of  depleted  endometrium,  and  therefore  the 
volume  of  distending  foreign  body,  depends 
upon  the  degree  of  endometrial  growth.  In 
dysmenorrhea  an  average  volume  of  normal- 
ly macerated  and  fibrinilized  menstrual  de- 
bris exceeds  the  stretch  capacity  of  that 
particular  myometrium.  Disordered  contrac- 
tion patterns  ensue  which  are  painful.  Pain- 
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ful  menstruation  is  a manifestation  of 
incomplete  accommodation  of  the  myome- 
trium to  the  tissue  mass  within  its  cavity. 

The  stretch  capacity  of  a muscle  depends 
in  a large  part  upon  vascular  and  neural 
elements  which  supply  it.  The  thick  wall 
of  the  myometrium  narrows  the  vessels  pass- 
ing through  it  and  it  is  therefore  essential 
that  arterial  relaxation  be  preserved.  The 
myometrial  capacity  for  stretch  is  impaired 
by  the  vaso-constriction  and  anoxia  and 
increased  by  vascular  dilation.  This  is  one 
of  the  mechanisms  by  which  presacral  neu- 
rectomy relieves  the  pain  of  dysmenorrhea. 
When  the  sympathetic  nerve  fibres  are  di- 
vided the  constricting  element  of  the  vascu- 
lar bed  is  removed  and  the  arteries  are  dilated 
to  provide  more  adequate  blood  supply  for 
the  thick  walled  myometrium.  The  same 
effect  can  be  induced  temporarily  by  phar- 
macologic means. 

It  is  my  intent  to  report  here  the  use  of 
Niacin  and  its  vasodilating  properties  as  it 
relates  to  myometrial  spasm,  and  the  clinical 
use  of  Niacin  in  the  treatment  of  dysmenor- 
rhea. 

Effect  of  Niacin  on  Human 
Uterine  Contractions 

The  stretch  tolerance  of  seven  intact 
human  uteri  of  patients  suffering  severe 
dysmenorrhea  have  been  studied  and  com- 
pared with  a study  on  nine  patients  that 
menstruated  without  discomfort. 

The  uterine  contractions  pattern  is  re- 
corded by  means  of  a small  plastic  balloon 
attached  to  a ureteral  catheter.  The  balloon 
is  passed  into  the  uterine  cavity  and  distended 
with  water.  Through  a closed  water  system 
this  balloon  connects  with  a stress  gauge 
which  converts  mechanical  into  electrical 
energy.  These  impulses  in  turn  pass  through 
an  amplifier  and  record  on  a kymograph. 

The  patients  with  a history  of  dysmenor- 
rhea are  able  to  tolerate  distention  of  the 
balloon  up  to  1.5  c.c.  before  complaining  of 
severe  spasmodic  pain.  In  the  non-dysmen- 
orrhic  patients  the  amount  of  water  within 


the  balloon  necessary  to  excite  the  uterine 
pain  exceeds  5.0  c.c. 

Pressure  tracings  of  the  uterine  contrac- 
tions were  recorded  at  the  point  where  each 
patient  complained  of  pain.  Invariably  dis- 
ordered dysrhythmic  hypertonic  contrac- 
tions were  recorded  as  the  myometrium  was 
placed  under  stretch  by  the  distending  bal- 
loon. 

These  experiments  were  repeated  approxi- 
mately one  hour  following  the  administra- 
tion of  two  tablets,  each  of  which  contained 
5 0 mg.  of  Niacin  with  caffeine  and  300  mg. 
of  N-Acetyl-P-Aminophenol.  The  dys- 
menorrhic  group  of  patients  whose  tolerance 
for  intracavitary  stretch  was  1.5  c.c.  now 
tolerated  nearly  twice  this  volume,  2.8  c.c., 
before  complaining  of  pain  and  before  there 
was  any  obvious  change  in  the  uterine  con- 
traction pattern.  In  contrast  there  was  rela- 
tively little  change  in  the  accommodation 
of  the  patients  without  dysmenorrhea.  These 
uteri  formerly  accommodated  5.0  c.c.  of 
intracavitary  stretch  before  pain  was  experi- 
enced and  after  administration  of  this  com- 
pound the  stretch  capacity  was  about  the 
same,  5.2  c.c. 

These  experiments  would  indicate  that  the 
dysmenorrheic  uterus  is  one  which  accommo- 
dates poorly  to  intracavitary  stretch  and 
that  Niacin  in  combination  with  N-Acetyl- 
Aminophenol  aids  and  abets  myometrial 
accommodation  in  the  dysmenorrheic  uterus. 

Clinical  Evaluation  of  Niacin  with 
N-Acetyl-P-Aininoplienol 

The  purpose  of  this  test  was  to  study  sub- 
jective response  of  approximately  one  hun- 
dred female  industrial  workers  who  were 
given  Niacin"'  tablets  for  relief  of  their 
symptoms  of  dysmenorrhea  over  three  suc- 
cessive menstrual  periods.  It  was  an  effort 
to  determine  what  each  patient  thought  of 
the  medication  in  terms  of  relief  from  symp- 
toms, how  it  compared  to  previous  drugs 

"Tablets  containing  Niacin,  N-Acetyl-P-Amino- 
phenol  and  caffeine  supplied  by  the  Clark-Cleveland 
Company,  Binghamton,  N.  Y. 
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TABLE  I.  BACKGROUND  DATA 
Age  Distribution: 

1 patient 18  years  old 

42  patients 20-29  years  old 

46  patients 30-39  years  old 

17  patients 40-47  years  old 

106  patients  started  test 


Frequency  of  Various  Symptoms, 
Nurses: 

Symptom 

Cramps 

Headache 

Back  pain 

Lassitude 

Nausea 

Aching  legs 

Depression 


as  Mentioned  to 

Per  Cent 
Occurrence 

94% 

40% 

38% 

14% 

13% 

9% 

5% 


Frequency  of  “Blushing": 

Age 

18-29  years 47% 

30-39  years 43% 

40-47  years 56% 

Average  for  97  patients 46% 

70%  of  patients  took  1 tablet  per 

dose 41%  of  these  blushed 

30%  of  patients  took  2 tablets  per 
dose 59%  of  these  blushed 


Reasons  Given  by  6 Patients  for  Discontinuing  Test: 


Failure  to  relieve  symptoms 4 patients 

“Blushing”  disagreeable 2 patients 


TABLE  IV.  RESPONSE  TO  THIRD 
PERIOD  TRIAL 


Marital  Status: 

10  single  96  married 


TABLE  II.  RESPONSE  TO  FIRST 
PERIOD  TRIAL 

106  Patients  Participating 

Symptomatic  Relief: 

Symptoms  Symptoms  Symptoms 
Age  Disappeared  Lessened  Remained 


18-29  years...  84%  7%  9% 

30-39 years.  .. . 80%  13%  7% 

40-47  years.  .. . 70%  30%  0 

Average  for  106 

patients....  80%  13%  7% 

Frequency  of  “Blushing”: 

Age 

18-29  years 51% 

30-39  years 39% 

40-47  years 53% 

Average  for  106  patients 46% 


63%  of  patients  took  1 tablet  per 

dose 40%  of  these  blushed 

37%  of  patients  took  2 tablets  per 
dose 51%  of  these  blushed 

Reasons  Given  by  9 Patients  for  Discontinuing  Test: 


Failure  to  relieve  symptoms 6 patients 

“Blushing”  disagreeable 3 patients 


TABLE  III.  RESPONSE  TO  SECOND 
PERIOD  TRIAL 

97  Patients  Participating 

Symptomatic  Relief: 


Age 

Symptoms 

Disappeared 

Symptoms 

Lessened 

Symptoms 

Remained 

18-29 years. . . . 

92% 

3% 

5% 

30-39  years 

91% 

7% 

2% 

40-47  years 

88% 

6% 

6% 

Average  for  97 
patients . . . . 

91% 

5% 

4% 

91  Patients  Participating 

Symptomatic  Relief: 

Symptoms  Symptoms  Symptoms 
Age  Disappeared  Lessened  Remained 


18-29  years ....  97%  3%  0 

30-39  years.  . . . 95%  5%  0 

40-47  years  . . . . 87%  13%  0 

Average  for  91 

patients.  . . . 94%  6%  0 

Frequency  of  “Blushing”: 

Age 

18-29  years 40% 

30-39  years 33% 

40-47  years 40% 

Average  for  91  patients 37% 


77%  of  patients  took  1 tablet  per 

dose 36%  of  these  blushed 

23%  of  patients  took  2 tablets  per 
dose 43%  of  these  blushed 


Reasons  Given  by  5 Patients  for  Discontinuing  Test: 


Previous  medication  more  effective 3 patients 

“Blushing”  disagreeable 1 patient 

Made  sick  to  stomach 1 patient 


taken,  and  how  the  "blushing”  side-effect 
might  influence  opinion.  Description  of  the 
symptoms  in  each  case  was  recorded  as  well 
as  each  patient’s  comments  concerning  the 
medication. 

The  patients  employed  in  this  test  were 
volunteers  who  had  requested,  from  either 
of  the  nurses,  medication  for  their  menstrual 
complaints.  No  persuasion  was  used  to  re- 
cruit these  volunteers  and,  of  course,  they 
were  free  to  drop  out  of  the  test  at  any  time 
for  any  reason. 

Over  90%  of  those  participating  had  re- 
ceived prescription  drugs  as  the  medication 
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used  previously  for  relief  of  their  symptoms. 
Most  frequently  noted  were  Phenaphen, 
Donnatal,  or  unknown  prescriptions  from 
their  own  physician.  Only  about  10%  men- 
tioned proprietary  products  such  as  Midol, 
aspirin,  Empirin,  and  in  a majority  of  cases 
more  than  one  medication  had  been  taken. 

About  60%  of  the  patients  starting  this 
test  were  over  thirty  years  of  age  and  pre- 
sumably many  of  them  did  not  have  simple 
or  primary  dysmenorrhea.  No  effort  was 
made  to  differentiate  between  the  simple 
type  and  those  having  organic  pelvic  disease. 

Tables  I through  IV  follow,  show  some  of 
the  background  data  and  the  responses  of 
the  various  age  groups  to  the  medication. 

Summary 

A tablet  containing  Niacin  50  mg.  and 
N-Acetyl-P-Aminophenol  was  given  to  the 
patients  in  vials  containing  ten  tablets.  Ac- 
companying the  vial  was  a direction  sheet 
which  advised  "Take  one  or  two  tablets  with 
water  at  first  sign  of  discomfort.  After  three 
hours,  one  additional  tablet  if  needed.”  Con- 
sequently, the  dosage,  within  limits,  was  se- 
lected by  the  individual  patient. 

As  the  test  progressed,  more  patients  lim- 
ited the  initial  dose  to  one  tablet.  Significant- 
ly more  blushing  occurred  with  two  tablets 
than  with  one. 

The  over-all  frequency  of  blushing  was 
higher  (46%  for  first  two  periods)  than 
encountered  in  the  Philadelphia  test.  Age 
seemed  to  have  a small  and  perhaps  insig- 
nificant difference  in  the  frequency  of  blush- 
ing. 

Complete  symptomatic  relief  was  excel- 


lent; 80%  over-all  on  the  first  trial  including 
those  in  the  older  age  group  which  because 
of  organic  difficulties,  not  primary  dys- 
menorrhea, would  tend  to  lower  the  appar- 
ent effectiveness. 

As  the  test  progressed  through  the  sec- 
ond and  third  periods,  the  apparent  ef- 
fectiveness increased  as  those  who  were 
dissatisfied  with  the  product  dropped  out 
of  the  test.  However,  the  factor  which  is 
important  here  is  that  practically  all  who 
were  relieved  on  the  first  trial  continued 
to  obtain  relief  from  the  same  medication. 
These  percentages  are  so  high  that  they 
should  rule  out  mathematical  "freaks”. 
Another  thing  to  remember  is  that  if  you 
group  the  "symptoms  disappeared”  with  the 
"symptoms  lessened”  column,  the  percent- 
age of  partial  or  complete  relief  is  over  90. 

The  reasons  given  by  those  patients  who 
discontinued  the  test  were  interesting  in  that 
most  said  they  stopped  because  they  pre- 
ferred their  previous  medication,  but  it 
should  be  noted  that  a large  percentage  stop- 
ping the  test  for  this  reason  also  blushed.  In 
Table  IV — Response  to  Third  Period  Trial, 
while  only  one  patient  said  she  was  discon- 
tinuing because  of  the  blushing,  all  five 
blushed. 

Of  the  106  patients  who  started  the  test 
86  or  81%  of  this  number  not  only  com- 
pleted the  three-period  trial  but  were  will- 
ing to  continue  using  the  tablets  on  succes- 
sive periods.  This  figure  is  very  close  to  the 
83%  who  said  they  preferred  Niacin  tablets 
over  previous  medication. 

Medical  Arts  Building 
Richmond,  Virginia 
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The  Doctor  as  Novelist 


Men  of  medicine  not  infrequently 
find  success  in  other  fields , in- 
cluding the  ivorld  of  letters. 

HE  PROFESSION  OF  MEDICINE 
peculiarly  fits  the  physician  for  the  pro- 
fession of  letters.  His  practice  constantly 
affords  him  the  opportunity  to  observe  at 
close  range  a wide  miscellany  of  human  char- 
acteristics and  the  environments  which  nur- 
tured and  sustained  each  individual.  The 
physician  and  novelist  both  devote  their  time 
and  energies  in  an  earnest  endeavor  to  un- 
derstand the  mysteries  of  human  existence. 
It  was  Wilkie  Collins  who  said:  "The  novel- 
ist is  concerned  with  the  psychological  de- 
tails of  personality,  emotional  states  and  be- 
havior; the  springs  of  human  action  must 
be  his  incessant  study,  for  his  business  is 
to  explore  human  nature  and  to  chart  his 
discoveries.”  This  is  a large  part  of  the 
physician’s  life  also. 

The  profession  of  medicine  has  contrib- 
uted a great  many  very  eminent  novelists. 
Among  the  earliest  of  the  notable  medical 
men  who  made  names  for  themselves  in  the 
field  of  letters  was  Francois  Rabelais.  He  was 
born  in  1490  on  a farm  near  Chinon  and 
baptized  at  the  neighboring  village  of  Senilly. 
Later  he  received  his  elementary  education 
there  at  the  Benedictine  Monastery  of  St. 
Peter.  At  a rather  early  age  Rabelais  was 
removed  from  this  school  and  sent  as  a novice 
to  the  Franciscan  Monastery  of  La  Bau- 
mette. 

Some  time  about  1510,  Rabelais  entered 
the  Franciscan  order  and  passed  through  the 
various  grades  up  to  that  of  the  priesthood. 
He  acquired  a vast  fund  of  classical  knowl- 
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edge  which  is  so  eloquently  reflected  in  his 
works.  Rabelais  traveled  a great  deal  and 
during  his  travels  he  made  the  best  of  his 
opportunities.  While  in  Bourges  he  studied 
law.  After  completing  his  legal  education, 
he  came  to  Orleans  where  he  found  a con- 
vivial company  of  roystering  students  whose 
company  he  found  most  congenial.  Among 
other  things  he  learned  the  game  of  tennis 
from  them,  and  within  a short  time  became 
very  skilled  at  this  new  sport. 

Rabelais  could  not  remain  at  any  place 
for  too  long  a time.  He  went  wandering 
around  France  until  he  reached  Montpellier 
where  he  matriculated  as  a medical  student 
on  the  17th  of  September,  15  30.  Here,  as 
in  his  previous  studies,  Rabelias  proved  to  be 
a brilliant  student.  He  received  his  degree 
of  doctor  of  medicine  and  resumed  his  wan- 
derings. Arriving  at  Lyons  in  15  32,  he  was 
appointed  as  a physician  to  the  hospital  of 
the  Hotel  Dieu.  Rabelais  proved  a most 
competent  physician  and  is  said  have  reduced 
the  death  rate  by  nearly  three  per  cent  dur- 
ing his  stay  in  Lyons. 

Rabelais  was  contentedly  busy  both  as 
a physician  and  as  a writer  during  these 
years.  In  1 5 32  he  published  his  Pantagruel, 
which  gave  a fascinating  account  of  the 
birth  and  childhood  of  his  hero,  Prince  Pan- 
tagruel, son  of  Gargantua.  The  heroic  deeds 
of  the  amazing  Pantagruel  proved  fascinat- 
ing to  a great  many  people,  and  this  novel 
was  a huge  success.  It  ran  nineteen  editions 
in  Rabelais’  time. 

Throughout  his  life,  Francois  Rabelais 
practiced  his  three  professions:  religion, 
medicine  and  letters.  He  served  all  three  well. 
He  traveled  widely,  practicing  medicine  and 
writing  prodigiously.  Of  the  last  two  years 
of  his  life  very  little  is  known.  He  resigned 
the  curacies  of  Meudon  and  of  Jambet  in 
January,  1 5 53.  Not  long  after  this  he  died, 
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trying  by  jests  to  cheer  the  friends  weeping 
by  his  side. 

Rabelais’  stories  are  notable  because  they 
are  a mixture  of  mad  laughter  and  mock 
gravity  and  because  they  point  out  the  child- 
ishness and  grandeur  of  the  commonplace 
and  ordinary.  Rabelais  was  the  first  of  the 
great  laughter  in  world  literature.  He  saw 
life  in  all  its  sordid  details  and  was  not  too 
much  disturbed  by  it.  He  loved  humanity 
in  spite  of  its  shortcomings  and  he  served 
it  long  and  well. 

Among  the  most  notable  medical  authors 
in  the  dawn  of  modern  German  literature 
was  Frederich  von  Schiller,  who  was  born 
in  1759,  and  whose  plays  The  Robbers,  Wil- 
liam Tell,  Marie  Stewart,  Maid  of  Athens 
are  among  the  greatest  in  German  literature. 
He  was  graduated  in  medicine,  and  for  sev- 
eral year  was  a military  surgeon.  However, 
his  success  in  literature  caused  him  to  aban- 
don his  medical  practice  in  order  to  devote 
more  time  to  his  novels  and  dramas.  Carlyle 
considered  him  the  greatest  writer  of  the 
18  th  century.  His  comedy,  Faust,  is  one 
of  the  greatest  in  all  literature. 

One  of  the  early  great  English  novelists 
was  Tobias  Smollett.  He  was  not  only  a 
gifted  novelist,  with  a sharp  eye  for  detail, 
but  a physician  and  surgeon  who  possessed 
a great  knowledge  of  the  medical  practice 
of  his  time.  Tobias  Smollett  was  born  in 
Dalquhurn,  Dumbartonshire,  Scotland.  The 
exact  date  of  his  birth  is  not  known,  but  he 
was  baptized  March  19,  1721.  He  came  of 
a well-known  and  quite  wealthy  family. 
When  Tobias  was  a small  child,  his  father, 
who  had  failed  to  inherit  any  of  the  family 
fortune,  died,  leaving  no  provision  for  his 
young  widow  and  three  small  children;  rela- 
tives came  to  the  rescue  by  providing  a 
modest  income.  Tobias  was  sent  to  a good 
school  and  later  to  the  University  of  Glas- 
gow, where  he  began  the  study  of  medicine. 

While  carrying  on  his  studies  at  the  Uni- 
versity, Smollett  was  also  apprenticed  to 
John  Gordon,  a surgeon.  The  young  student 
obtained  a good  grounding  in  medicine  and 
surgery,  but  before  he  took  his  degree,  the 


relative  who  had  been  supplying  funds  for 
his  studies  died  and  it  became  plain  that  To- 
bias would  have  to  depend  on  his  resources 
from  that  time  on.  He  was  then  only  18 
years  old,  but  he  was  a youngster  of  great 
determination,  and  he  made  up  his  mind 
to  seek  his  fortune  in  London. 

Tobias  had  two  methods  by  which  he  had 
hoped  to  earn  some  money.  The  one  on 
which  he  founded  his  greatest  expectations 
was  a tragedy  in  blank  verse  called  The 
Regicide.  If  this  failed,  he  meant  to  fall 
back  on  his  knowledge  of  surgery.  He  show- 
ed his  play  to  all  of  the  leading  actors  and 
producers,  but  they  were  not  in  the  least 
impressed  by  it.  It  was  amateurish  and  far 
from  being  a good  play. 

In  1739,  the  year  of  Smollet’s  arrival  in 
London,  war  broke  out  between  England 
and  Spain.  Preparations  were  made  to  dis- 
patch a naval  expedition  to  the  West  Indies, 
and  Smollett  decided  to  seek  a commission 
as  surgeon’s  mate  in  the  navy.  For  this  it 
was  necessary  to  pass  an  oral  examination 
at  Surgeon’s  Hall  and  in  his  partially  auto- 
biographical novel,  Roderick  Random,  pub- 
lished some  years  later,  Smollett  gave  a caus- 
tic picture  of  the  examination  he  underwent. 
The  members  of  the  Board  began  to  argue 
among  themselves  and  the  controversy  be- 
came so  heated  that  the  young  applicant  was 
almost  forgotten.  In  the  end,  he  was  hastily 
passed,  having  had  little  opportunity  to  dem- 
onstrate either  knowledge  or  ignorance. 

On  March  10,  1740,  Smollett  was  granted 
a warrant  to  serve  as  a surgeon’s  second  mate 
and  he  succeeded  in  obtaining  an  appoint- 
ment on  H.M.S.  Chichester,  one  of  the  larg- 
est vessels  in  the  fleet.  On  October  26th,  the 
fleet  sailed  for  Jamaica,  where  it  joined  an- 
other squadron;  and  the  combined  force 
set  out  to  attack  Cartagena,  on  the  Carib- 
bean coast,  in  what  was  then  known  as  New 
Spain.  This  attempt  proved  unsuccessful 
and  the  fleet  returned  to  Jamaica.  Here 
Smollett  was  landed  with  other  surgeons  to 
aid  in  looking  after  the  troops  ashore. 

In  his  account  of  the  expedition  to  Car- 
tegna,  Smollett  gave  an  account  of  the  treat- 
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ment  given  to  the  injured  and  the  sick  after 
the  unsuccessful  attack  on  the  Spanish  set- 
tlement: 

"As  for  the  sick  and  wounded,  they  were 
next  day  sent  on  board  of  transports  and  ves- 
sels called  hospital-ships,  where  they  lan- 
guished in  want  of  any  necessary  comfort 
and  accommodation.  They  were  destitute 
of  surgeons,  nurses,  cooks  and  proper  pro- 
visions. They  were  pent  up  between  decks 
in  small  vessels,  where  they  had  not  room  to 
sit  upright;  they  wallowed  in  filth;  myriads 
of  maggots  were  hatched  in  the  putrefaction 
of  their  sores,  which  had  no  other  dressing 
than  that  of  being  washed  by  themselves 
with  their  own  allowance  of  brandy;  noth- 
ing was  heard  but  groans,  lamentations  and 
the  language  of  despair  invoking  death  to 
deliver  them  from  their  miseries.  What 
served  to  encourage  this  despondency  was 
the  prospect  of  the  poor  wretches  who  had 
the  strength  to  look  around  them;  for  they 
beheld  the  naked  bodies  of  their  fellow- 
soldiers  and  comrades  floating  up  and  down 
the  harbor,  affording  prey  to  the  carrion 
crows  and  sharks  which  tore  them  to  pieces 
without  interruption,  and  contributed  by 
their  stench  to  the  mortality  that  prevailed. 
. . . Every  ship  of  war  in  the  fleet  could  have 
spared  a couple  of  surgeons  for  their  relief; 
and  many  young  gentlemen  of  that  profes- 
sion solicited  their  captains  in  vain  for  leave 
to  go  and  administer  help  to  the  sick  and 
wounded.” 

After  such  an  experience,  Smollett  had 
enough  of  the  navy.  On  the  return  of  his 
ship  to  England,  he  left  the  service  and 
undertook  to  establish  himself  in  surgical 
practice  in  London. 

Although  Smollett  lived  for  several  years 
by  his  medical  practice,  this  was  never  large. 
His  failure  to  build  up  a successful  practice 
was  evidently  due  not  to  lack  of  ability  or 
knowledge,  but  to  the  fact  that  he  did  not 
know  how  to  handle  patients  with  kindness 
and  consideration.  He  had  a violent  temper; 
he  was  extremely  blunt  in  expressing  his 
opinions,  and  this  did  not  make  him  very 
popular  with  his  patients. 

42 


In  1747,  he  was  married.  His  wife  who 
had  inherited  a small  fortune,  rented  a large 
house  and  the  young  couple  began  to  enter- 
tain a great  deal.  It  was  decided  that  Smol- 
lett should  complete  his  medical  education. 
He  took  his  M.D.  in  175  0 at  Marischal  Col- 
lege, Aberdeen. 

Before  taking  his  degree,  his  first  novel 
Roderick  Ransom  had  appeared  and  had  at- 
tracted favorable  attention.  It  was  followed 
in  1751  by  The  Adventures  of  Peregine 
Pickle,  which  though  inferior  to  Roderick 
Ransom,  was  a greater  financial  success  and 
established  Smollett’s  reputation  as  a novel- 
ist. In  the  years  that  followed,  he  not  only 
continued  to  publish  novels  but  was  active  in 
the  editing  of  several  magazines,  particularly 
the  Critical  Review,  which  was  quite  pop- 
ular. His  most  profitable  venture  was  a His- 
tory of  England,  which,  though  it  did  not 
win  Smollett  a lasting  reputation  as  a schol- 
arly historian,  appealed  to  the  public  taste 
and  had  a large  sale. 

Smollett  continued  to  practice  both  his 
professions,  writing  both  fiction  and  non- 
fiction. His  last  and  best  novel  The  Expe- 
dition of  Humphrey  Clinker,  which  ap- 
peared in  1769,  attracted  a great  deal  of 
favorable  notice.  It  sold  well  and  Smollett 
was  very  happy.  On  September  17,  1771, 
Smollett  died,  at  the  early  age  of  5 0. 

In  Smollett’s  day  he  ranked  as  a novelist 
with  his  contemporaries,  Samuel  Richardson 
and  Henry  Fielding.  His  novels  have  exerted 
a wide  influence,  and  have  earned  him  the 
right  to  be  regarded  as  one  of  the  chief  fore- 
runners of  the  modern  realistic  school  of 
fiction. 

Another  doctor-novelist  of  that  time  was 
Charles  Lever  whose  novels  were  as  popular 
in  their  day  as  those  of  Dickens  and  Thack- 
eray. Charles  Lever  was  born  in  Dublin 
in  1860,  the  son  of  James  Lever,  a successful 
building  contractor.  Charles,  as  a school  boy 
was  noted  for  his  popularity  and  his  leader- 
ship in  sports  and  pranks.  He  was  also  quite 
adept  at  fencing  and  dancing.  He  was  never 
very  studious,  and  even  when  he  entered 
Trinity  College,  Dublin  University,  he  was 
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neglectful  in  his  work,  and  it  took  him  five 
years  instead  of  four  to  earn  his  B.A. 

At  21,  after  his  graduation,  Charles, 
though  he  planned  to  study  medicine,  felt 
that  he  was  not  yet  ready  to  settle  down 
to  serious  study.  He  wanted  to  see  something 
of  the  world  first.  He  sailed  for  Canada 
abroad  a ship  owned  by  the  father  of  two 
of  his  friends.  He  traveled  widely  through- 
out the  unsettled  parts  of  Canada  and  had 
many  adventures  among  the  Indians.  He 
was  adopted  into  a tribe  of  Indians  and  for 
some  time  shared  their  primitive  existence. 

Upon  his  return  to  Europe,  he  studied 
medicine  at  the  Universities  of  Heidelberg 
and  Vienna  and  completed  his  studies  at 
Trinity  College  from  which  he  received  his 
medical  degree  in  1831.  Not  long  thereafter, 
Ireland  was  plagued  by  a devastating  epi- 
demic of  cholera  and  physicians  were  ur- 
gently needed  for  the  remote  country  dis- 
tricts. Lever  offered  his  services  and  was 
sent  to  County  Clare  in  the  west  of  Ireland. 
The  totally  inexperienced  doctor  made  a 
good  record  and  on  his  return  to  Dublin  four 
months  later,  he  was  offered  a permanent 
post  as  dispensary  doctor  at  Port  Stewart, 
a small  but  pleasant  watering  place.  The 
salary  was  rather  small  but  he  received  an 
additional  appointment  in  a neighboring 
town.  He  built  up  a private  practice  and 
in  this  way  he  felt  that  he  could  support 
a wife.  He  married  Kate  Baker,  a petite 
pretty  girl.  She  shared  his  taste  for  a lively 
social  life  and  though  she  made  no  preten- 
sions to  special  intellectual  accomplishments, 
when  he  began  to  write. for  publication,  she 
proved  herself  an  excellent  critic  of  his  work. 
Throughout  his  life,  he  read  to  her  every- 
thing he  wrote  and  usually  followed  her 
suggestions  in  making  revisions. 

Lever  had  always  been  a gifted  raconteur 
and  while  still  in  college  had  tried  his  hand 
at  writing  stories.  Before  leaving  Ireland,  he 
had  contributed  articles  to  the  leading  Irish 
literary  periodicals,  the  Dublin  University 
Magazine,  and  had  begun  writing  for  it  a 
serial  called  The  Confessions  of  Harry  Lor- 
requer. 


As  soon  as  Harry  Lorrequer  was  finished, 
Lever  began  work  on  another  novel  of  the 
same  type,  Charles  O'Malley.  When  his  sec- 
ond novel  proved  a success,  even  surpassing 
in  popular  demand  the  current  works  of 
Dickens,  he  felt  that  he  was  now  a real 
novelist  and  he  gave  up  his  medical  practice 
to  devote  all  his  time  to  writing.  He  also 
received  an  offer  to  assume  the  editorship 
of  the  Dublin  University  Magazine  at  a good 
salary. 

Thereafter  Lever  wrote  daily  producing 
a series  of  novels  which  attained  great  pop- 
ularity. Some  of  his  novels  dealt  with  social 
problems.  The  Knight  of  Gwynne  and  The 
Martins  of  Cro’Martin  dealt  with  the  social 
and  political  problems  of  his  native  land. 
T he  Martins  of  Cro’Martin  describes  the  ef- 
forts on  the  part  of  a lady  of  the  Irish  landed 
gentry  to  bring  about  practical  reforms  for 
the  benefit  of  the  peasantry,  while  The 
Knight  of  Gwynne,  portrays  the  ideal  pa- 
triotic Irish  gentleman  of  that  day.  Charles 
Lever  died  June  1,  1872,  in  his  sleep.  He 
was  one  of  the  leading  novelists  of  his  day. 

Another  popular  novel  was  Kab  And  His 
Friends.  It  was  written  by  Dr.  John  Brown, 
for  many  years  a practicing  physician  in 
Edinburgh.  John  Brown  was  born  Septem- 
ber 22,  1810,  in  the  village  of  Biggar,  La- 
narkshire, Scotland.  When  he  was  six  years 
old,  he  lost  his  mother.  His  father,  a min- 
ister, though  kindly  and  affectionate,  was  by 
nature  silent,  reserved  and  wholly  absorbed 
in  his  work,  and  much  depressed  by  the  loss 
of  his  wife.  A distant  cousin  and  lifelong 
friend  thought  the  atmosphere  in  which  the 
boy  and  his  brother  and  two  sisters  spent 
their  childhood  was  altogether  too  solemn 
and  joyless.  When  John  was  12  years  old, 
however,  his  father  was  called  to  a church 
in  Edinburgh  and  there  the  boy  made  many 
friends  in  school  and  had  a happy  and  normal 
youth.  He  impressed  his  friends  in  Edin- 
burg High  School  as  "frank,  good-humored, 
a little  odd,  a curious  mixture  of  simplicity 
and  sense,  companionable”,  but  "giving  little 
indication  of  what  he  afterwards  became”. 

On  graduating  from  high  school,  he  en- 
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tered  Edinburgh  University  and  after  only 
a few  months  of  the  arts  course  enrolled 
as  a medical  student.  The  apprenticeship  sys- 
tem of  medical  instruction  still  prevailed  in 
Scotland;  and  concurrently  with  his  medical 
course  at  the  University,  Brown  was  appren- 
ticed to  James  Syme,  who  was  later  to  become 
one  of  the  leading  surgeons  of  his  time.  John 
Brown  in  later  years  wrote:  "Perhaps  I was 
too  near  Mr.  Syme  to  see  and  measure  him 
accurately,  but  he  remains  in  my  mind  as 
one  of  the  best  and  ablest  and  most  benef- 
icent of  men.  He  was  my  master;  my  ap- 
prenticeship fee  bought  him  his  first  carriage 
— a gig,  and  I got  the  first  ride  in  it,  and 
he  was  my  friend.  He  was,  I believe,  the 
greatest  surgeon  Scotland  ever  produced; 
and  I can  not  conceive  of  a greater,  hardly 
as  great  a clinical  teacher.” 

Before  taking  his  degree,  John,  on  the 
recommendation  of  Syme,  accepted  a tem- 
porary post  as  a physician  in  Chatham,  on 
the  southeast  coast  of  England,  where  he 
spent  a busy  but  pleasant  and  interesting 
year.  Before  returning  home  he  was  sub- 
jected to  a trying  ordeal  by  a cholera  epi- 
demic which  taxed  the  physicians  of  the 
town  to  the  utmost.  The  young  assistant 
distinguished  himself  by  his  devoted  care 
to  these  cholera  patients. 

In  1833  John  Brown  obtained  his  doctor’s 
degree  and  at  once  began  to  practice  in 
Edinburgh,  a city  which  he  loved  from  his 
first  acquaintance  with  it  and  which  he  never 
afterwards  left  except  for  brief  periods  of 
travel.  In  his  medical  practice  he  acquired 
a reputation  for  close  and  accurate  observa- 
tion of  symptoms,  conscientious  attention  to 
his  patients  and  skill  and  good  judgment  in 
treatment. 

In  1840,  at  the  age  of  29,  he  married 
Catherine  McKay.  Unlike  her  husband,  she 
was  not  a universal  favorite  in  society,  for 
she  was  one  of  those  extremely  honest  and 
candid  people  who  do  not  hesitate  to  show 
personal  dislikes.  But  it  is  worth  noting  that 
her  husband’s  most  interesting  and  intellec- 
tual friends  usually  liked  and  admired  her. 
Her  husband’s  devotion  to  her  never  wavered 
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during  the  twenty-four  years  of  their  mar- 
ried life. 

Dr.  Brown’s  literary  career  began  almost 
by  chance  a few  years  after  his  marriage. 
Occasional  letters  and  paragraphs  from  his 
pen  had  appeared  in  a popular  Edinburgh 
newspaper,  the  Scotsman,  and  like  every- 
thing else  he  wrote,  they  bore  the  impress 
of  his  personality.  One  morning,  to  his  great 
surprise,  he  received  a letter  from  the  editor 
of  a rival  paper,  the  Witness,  asking  him  to 
write  some  articles  on  a current  art  exhibi- 
tion and  enclosing  one  hundred  dollars  in 
payment.  Dr.  Brown  had  always  had  a keen 
interest  in  art  and  the  quick  careless  sketches 
with  which  he  often  adorned  his  letters  show 
that  he  possessed  a certain  artistic  gift  him- 
self; but  he  felt  a great  deal  of  hesitation  at 
undertaking  professional  art  criticism.  His 
wife,  however,  succeeded  in  convincing  him 
that  he  was  thoroughly  capable  of  writing 
the  articles.  They  proved  to  be  the  first  of 
a long  series  of  papers  on  a variety  of  sub- 
jects which  appeared  in  various  periodicals 
and  which  were  reissued  in  book  form  under 
the  title  of  Spare  Hours. 

Dr.  Brown’s  most  popular  story,  Rab  And 
His  Friends,  made  its  initial  appearance  in 
print  in  the  first  volume  of  Horae  Sub- 
secivae,  published  separately  in  18  58.  It  was 
reprinted  by  itself  many  times.  In  a preface 
to  the  first  separate  edition,  Dr.  Brown  tells 
how  he  came  to  write  it.  An  uncle  of  his, 
the  Rev.  Dr.  Smith  of  Biggar  asked  him  to 
give  a lecture  before  the  Biggar  Athenaeum. 
Dr.  Brown  had  never  lectured  before  and 
knew  that  he  had  no  gift  for  public  speak- 
ing. However,  his  uncle  insisted  and,  be- 
sides, he  himself  had  a strong  desire  to  say 
something  to  these  people  among  whom  he 
had  spent  his  childhood,  if  only  he  could 
think  of  the  right  thing  to  say  to  them. 
Searching  his  mind  for  a suitable  topic,  he 
remembered  an  incident  which  occurred 
when  he  was  a medical  student  and  clerk  at 
the  small  surgical  hospital  which  Syme,  his 
instructor  and  friend,  had  founded.  He  had 
often  thought  of  it  since.  "Indeed  it  came 
to  me  at  intervals,  almost  painfully”,  he  says, 
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"as  if  demanding  to  be  told”,  yet  when  he  at 
last  tried  to  write  it  the  words  would  not 
come.  Then  one  night,  after  a happy  eve- 
ning with  congenial  friends,  he  sat  down  in 
his  study  about  midnight,  and  when  he  rose 
from  his  chair  at  four  in  the  morning  the 
story  was  written. 

The  central  incident  is  a vivid  but  re- 
strained account  of  a major  surgical  opera- 
tion performed  before  the  advent  of  either 
anesthesia  or  asepsis.  The  audience  which  first 
heard  the  story  did  not  respond  well,  owing 
to  the  poor  style  of  Dr.  Brown’s  delivery. 
It  was  not  until  Kab  And  His  Friends  ap- 
peared in  book  form  that  he  himself  had 
any  idea  of  its  wide  potential  appeal. 

Perhaps  the  most  popular  of  Dr.  Brown’s 
writings  next  to  his  Kab,  was  Marjorie  Flem- 


ing, a tender  and  amusing  biographic  sketch 
of  a gifted  child.  Another  favorite  was  the 
essay  entitled  Letter  to  John  Cairns,  D.D. 
which  was  really  a memoire  of  Dr.  Brown’s 
dead  father.  The  appeal  of  Dr.  Brown’s  writ- 
ings lies  largely  in  their  revelation  of  his  own 
personality  and  in  a characteristic  blending 
of  gentle  humor  with  the  serious  or  the 
pathetic. 

Dr.  Brown  continued  his  medical  work 
and  writing  almost  to  his  death.  The  end 
came  rather  suddenly  in  his  71st  year.  Early 
in  May  1882,  he  caught  cold,  pneumonia 
and  pleurisy  developed,  and  on  May  11th, 
he  died. 


1049  East  18th  Street 
Brooklyn,  New  York 


Periodic  Inventory  for  Medicine  Cabinet 


Medicine  cabinets  should  be  cleaned  out 
regularly  to  prevent  the  dangerous  accu- 
mulation of  old  medicines. 

A periodic  inventory  and  a good  bonfire 
are  advisable,  according  to  the  December 
17th  Journal  of  the  American  Medical  Asso- 
ciation. 

A Journal  editorial  stressed  the  danger  of 
drug-faddism  and  self-medication  tied  to 


over-the-counter  purchases  and  the  lending 
of  medicine  among  neighbors  and  friends. 
It  criticized  the  practice  of  saving  prescrip- 
tions even  though  salves  have  leaked  through 
their  cartons,  sedatives  have  become  a bit 
mixed  up,  and  labels  have  dimmed  with  age. 

"Proper  medicines  tip  the  scales  in  illness, 
and  they  should  be  obtained  professionally 
and  used  according  to  directions.” 
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Recent  State  Mental  Hospital  Population 

Trends 

The  Old  High  Point 

On  June  30,  195  5,  there  were  11,303  pa- 
tients in  Virginia’s  State  Mental  Hospitals. 
This  caused  a great  deal  of  concern  to  the 
Department  of  Mental  Hygiene  and  Hos- 
pitals because  it  was  an  "all  time  high”.  The 
ratio  of  patients  in  hospitals  to  the  general 
population  at  that  time  was  316  for  each 
100,000  persons. 

The  number  of  admissions  had  also  reach- 
ed a high  point  in  195  5.  There  were  3,829 
of  which  2,276  were  first  admissions,  and 

I, 510  readmissions.  The  "first  admissions 
rate”  was  64  per  100,000  of  general  popula- 
tion. 

A Breakthrough? 

Then  for  two  years  the  patient  load  drop- 
ped. As  of  June  30,  1957,  there  were  only 

I I, 020  patients  resident  in  the  four  hospitals. 
This  despite  the  fact  that  the  admissions 
had  increased  in  the  two  year  period.  (Thirty 
patients  for  195  6 over  195  5 and  304  patients 
in  1957  over  1956.)  This  decrease  in  hos- 
pital populations  despite  increased  admis- 
sions caused  hasty  and  unwarranted  opti- 
mism leading  to  predictions  that  with  new 
drugs,  mental  illness  was  possibly  on  the 
decline. 

In  195  8 to  dispel  the  optimism  the  increase 
in  hospital  population  was  small  but  the 
increase  in  admissions  jumped  to  5 5 1 more 
than  1957  (4,714  admissions).  More  than 
half  of  the  increase  was  in  readmissions. 
Again,  in  195  9 the  hospital  population  in- 

Lantz,  Edna  M.,  Statistician,  Department  of  Men- 
tal Hygiene  Hospitals,  Richmond , Virginia. 

Approved  for  publication  by  Commissioner,  De- 
partment of  Mental  Hygiene  & Hospitals. 

Note:  This  does  not  include  population  or  admis- 
sions to  the  training  schools  for  mentally  deficient. 
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creased  slightly  over  195  8.  However,  a re- 
verse trend  in  admissions  occurred.  There 
were  177  less  than  the  previous  year. 


Number  of  Resident  Patients  in  Virginia's  Four 
Mental  Hospitals  for  Fiscal  Years  1955  - I960. 


Today — A New  High  Point 

A decided  trend  of  increase  occurred  in 
1960  both  in  hospital  population  and  admis- 
sions. The  hospital  population  was  11,33  5 
(an  increase  of  237  over  1959).  The  admis- 
sions were  4,848  (an  increase  of  311  over 
the  previous  year  with  most  of  the  increase 
being  in  readmissions) . 

The  ratio  of  patients  in  hospitals  to  the 
general  population  on  June  30,  1960,  was 
290  over  100,000,  less  than  the  rate  in  195  5 
but  the  first  admissions  had  a rate  of  69 
which  is  an  increase  over  195  5. 

The  general  population  in  Virginia  in- 
creased 17.6%  in  the  decade  1950  to  1960 
and  about  9%  from  the  estimated  popula- 
tion of  195  5 to  1960. 

Hospital  population  increased  only  0.3% 
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from  195  5 to  1960,  however,  first  admis- 
sions increased  from  2,276  to  2,688  or  18%, 
a higher  rate  than  general  population  in- 
creases. 

The  trend  of  increase  continues.  As  of 
September  30,  1960,  there  were  11,433  pa- 
tients in  hospitals,  an  increase  of  98  in  a 
three  month  period.  There  have  been  125 
more  patients  admitted  since  July  1,  1960, 
than  the  same  period  last  year. 


Conclusion 

It  is  apparent  that  mental  illness  is  still 
with  us.  Though  the  total  hospital  popula- 
tion increase  has  been  slight,  the  increase  of 
first  admissions  and  readmissions  has  been 
tremendous.  Only  an  acceleration  of  the 
treatment  program  has  made  it  possible  to 
"hold  the  line”.  Even  so,  as  of  the  moment 
we  are  losing  ground. 


Traffic  Accidents 


A beachhead  has  been  established  in  the 
battle  against  traffic  accidents — a scientific 
study  to  determine  if  reckless  driving  is  a 
disease. 

The  study  to  determine  whether  there  is 
some  correlation  between  physical  short- 
comings and  driving  performance  was  de- 
scribed in  an  article  in  the  December  Today’s 
Health,  published  by  the  American  Medical 
Association. 

"Nothing  of  such  scope  has  ever  been 
attempted  before.  The  criteria  established 
by  such  research  may  some  day  prove  to  be 
a sort  of  'vaccine’  against  reckless  driving. 

"This  will  be  the  first  big  step  toward 
further  refinements  of  all  physical  criteria 
for  determining  qualification  for  a driver’s 
license.  Such  criteria  would  be  needed  by 
state  motor  vehicle  authorities  to  invoke 
sterner  control  measures  and,  if  challenged, 
to  produce  scientifically  valid  proof  that 
would  stand  up  in  court.” 

From  20,000  to  25,000  Connecticut  mo- 
torists will  undergo  a voluntary  screening  in 
a specially  built  six-room  mobile  clinic  to 
determine  if  there  is  a relationship  between 
their  physical,  physiological,  or  psychological 
conditions  and  their  driving  records,  with 
the  emphasis  on  physical  factors.  Each  will 


be  tested  for  hearing  and  vision  deficiencies, 
diabetes,  anemia,  and  heart  and  lung  pa- 
thology. 

Later,  depending  on  the  findings  of  the 
initial  studies  and  the  availability  of  appro- 
priations, the  investigation  will  be  extended 
to  physiological  factors,  such  as  the  effect 
of  drugs  on  drivers,  and  psychological  fac- 
tors, such  as  the  effect  of  drivers’  emotional 
attitudes  on  their  driving. 

The  U.S.  Public  Health  Service  is  con- 
ducting the  experiment  in  the  field  which 
probably  will  take  18  months.  The  follow- 
up task  of  keeping  tabs  on  the  records  of  the 
drivers  who  have  been  examined  will  be  done 
by  the  State  Motor  V ehicle  Department  and 
will  take  at  least  five  years. 

Gov.  Abraham  Ribicoff  of  Connecticut 
told  Today’s  Health  that  the  study  "is  ex- 
citing to  health  authorities  because,  for  the 
first  time,  it  gives  them  an  opportunity  to 
determine  whether  methods  they  have  used 
successfully  against  various  diseases  will  work 
against  the  plague  we  know  as  the  traffic 
accident;  it  is  equally  exciting  to  all  who  are 
interested  in  highway  safety  because  of  the 
lifesaving  promise  it  holds.” 

The  article  was  written  by  Ernest  L. 
Barcella. 
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Pre-Paid  Medical  Care.. 


Our  Fighting  Chance 

GEORGE  COOPER,  Jr.,  M.D. 

Charlottesville,  Virginia 

The  future  of  the  physician-directed, 
non-profit  Medical  Service  Associations — 
Blue  Shield  Plans — of  the  country  depended 
a great  deal  upon  the  results  of  the  recent 
Presidential  election.  Had  the  people  voted 
strongly  for  the  platform  of  the  national 
Democratic  party;  that  is,  for  rapid  develop- 
ment of  a welfare  state  (which  would,  of 
course,  include  medical  care  provided  by 
taxation),  these  Associations  would  have 
been  at  least  temporarily  eclipsed  and  possi- 
bly would  have  been  headed  for  permanent 
dissolution.  Fortunately,  however,  the  5 0-50 
division  between  socialists  and  individualists 
which  apparently  exists  in  the  United  States, 
as  reflected  by  the  election  results,  indicates 
that  there  is  still  a fighting  chance  to  preserve 
the  basis  of  medical  practice  as  we  know 
it,  the  freedom  to  choose  one’s  physician  and 
his  reimbursement  by  a fee  for  service  ren- 
dered. 

While  there  is  still  time,  the  medical  pro- 
fession must  speedily  re-evaluate  its  safe- 
guards against  government  encroachment  in 
the  light  of  today’s  popular  and  political 
thinking  about  medical  care.  And  the  pro- 
fession must  speedily  strengthen  those  safe- 
guards which  are  proving  effective. 

The  starting  point  is  recognition  of  the 
changed  concept  of  the  place  of  medical 
service  in  the  American  way  of  life.  There 
was  a time  when  medical  service,  like  a 
college  education,  was  regarded  as  a com- 
modity to  be  purchased  by  those  who  could 
afford  it,  omitted  by  those  who  could  not. 
And  though  generous  physicians  did  a great 
deal  of  charity  work,  much  needed  medical 
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service  was  not  obtained.  Today,  however, 
complete  medical  service  is  considered  a right 
of  every  citizen — to  be  supplied  by  the  com- 
munity when  the  individual  cannot  afford 
it.  Medical  service  is  now  regarded  as  a 
public  service,  like  schools  and  police  pro- 
tection, to  which  everyone  in  society  is  en- 
titled regardless  of  his  personal  ability  to 
pay. 

When  recognizing  this  modern,  public 
service  concept  of  medical  care,  the  profes- 
sion must  be  keenly  aware  of  the  fact  that 
a public  service  need  must  be  met — or  gov- 
ernment steps  in.  For  a good  many  years  the 
vast  majority  of  our  fellow  citizens  have 
been  convinced  that  this  public  service  con- 
cept is  indeed  valid  but,  so  far,  they  have 
not  found  a way  to  convert  the  concept  to 
a reality.  In  order  to  do  so,  a growing  num- 
ber of  citizens  have  become  impatient 
enough  to  be  willing  to  exchange  the  present 
system  of  medical  practice  for  universal 
medical  care  paid  for  by  government  out  of 
tax  funds.  For  reasons  familiar  to  us  all, 
organized  medicine  and — happily — a few  of 
our  political  leaders  oppose  the  change  on 
the  grounds,  not  that  the  objective  should 
not  be  reached,  but  that  it  can  be  reached 
without  federal  medicine. 

The  effort  by  organized  medicine  to  fur- 
nish all  of  our  citizens  their  right  to  com- 
plete medical  care  has  been  concentrated  in 
the  physician-directed  Blue  Shield  Plans, 
which  offer  as  broad  coverage  as  possible  on 
a voluntary,  non-profit  basis  to  all  who  can 
be  covered  from  an  actuarial  standpoint. 
Over  the  nation,  this  covers  many  thousands 
whom  the  commercial  companies  turn  down 
as  poor  risks,  and  many  other  thousands  who 
cannot  afford  the  commercial  carriers’  rates. 
Blue  Shield  coverage,  in  terms  both  of  serv- 
ices paid  for  and  of  people  enrolled,  is  being 


48 


Virginia  Medical  Monthly 


broadened  as  rapidly  as  its  economic  and 
actuarial  aspects  permit. 

The  objective  of  organized  medicine, 
then,  is  to  prove  through  Blue  Shield  that 
voluntary  prepayment  to  a non-profit  or- 
ganization— which  does  not  disturb  the  pa- 
tient-physician relationship  nor  the  fee  for 
service  principle — can  finance  medical  needs 
on  so  broad  a scale  that  government  medicine 
is  not  necessary.  This  is  the  most  important 
task  facing  medicine  today.  Every  citizen 


who  has  a sense  of  responsibility  to  his  pro- 
fession and  understands  the  purpose  of  Blue 
Shield  will  join  in  the  effort  by  becoming  a 
Participating  Physician  in  his  local  Blue 
Shield  Plan.  The  House  of  Delegates  of  the 
A.M.A.  in  Dallas  in  December,  1959,  and 
again  in  Atlantic  City  in  June,  1960,  re- 
iterated its  support  of  Blue  Shield.  "To  serve 
the  public  best,  Blue  Shield  Plans  need  and 
deserve  the  support  of  physicians  and  Med- 
ical Societies.” 


Treating  Mentally  111 


The  next  10  years  will  see  a "drastic  de- 
parture” from  the  traditional  large  hospital 
for  treating  the  mentally  ill  and  a trend 
toward  more  community  services. 

This  was  predicted  by  Dr.  Mathew  Ross, 
Washington,  D.C.,  medical  director  of  the 
American  Psychiatric  Association,  in  the 
November  Archives  of  General  Psychiatry, 
published  by  the  American  Medical  Asso- 
ciation. 

Dr.  Ross  said  psychiatrists  have  begun  to 
doubt  the  potential  of  the  large  public  hos- 
pital as  a treatment  center. 

There  has  been  increased  concern  express- 
ed about  the  size  of  such  hospitals.  Whereas 
in  the  past  the  1,500-bed  hospital  was  con- 
sidered optimal,  that  figure  has  now  been 
pared  down  to  500  and  many  think  200 
would  be  preferable. 

"If  we  are  to  build  any  new  hospitals,  it  is 
ventured,  they  should  be  small  regional  hos- 
pitals located  in  areas  where  the  patient 
lives.” 

Although  the  mental  hospital  will  con- 
tinue to  play  an  important  role  for  many 
years,  a new  approach  to  mental  illness  in 
the  community  will  blossom  in  the  next 
decade.  The  new  approach  focuses  on  alter- 
natives to  the  large  mental  hospital  or  modi- 
fications of  it  and  entails  a dispersion  of 
psychiatry  into  the  community. 

"Our  pleas  now  are  for  open  hospitals,  day 


hospitals,  night  hospitals,  half-way  houses, 
sheltered  workshops,  after-care  programs, 
outpatient  departments,  clinics,  and  com- 
munity mental  health  centers.”  We  believe 
that  no  community  general  hospietal  of  any 
size  should  be  considered  truly  "general” 
unless  it  cares  for  psychiatric  as  well  as 
other  patients.  We  also  maintain  that  a pub- 
lic mental  hospital  cannot  do  its  job  unless 
it  is  integrated  into  a network  of  community 
facilities. 

Our  philosophy  of  treatment  also  is  chang- 
ing, Dr.  Ross  continued.  Although  some 
patients  still  remain  beyond  the  reach  of 
known  therapies,  "our  sights  have  been 
raised.” 

A decade  ago,  psychiatrists  were  reluctant 
to  suggest  that  perhaps  60  per  cent  of  pa- 
tients would  recover  in  a mental  hospital 
providing  they  could  be  given  active  treat- 
ment. But  now  it  is  not  at  all  uncommon 
to  hear  it  said  that  80  to  90  per  cent  of  such 
patients  can  be  helped  providing  community 
support  is  established. 

"Even  within  our  hospitals  there  is  a fresh 
air  of  optimism  about  making  more  useful 
citizens  of  the  chronic  patients,  either  within 
the  hospital  or  in  a protected  setting  outside. 
We  are,  or  so  it  seems  to  me,  moving  rapidly 
towards  a philosophy  of  total  treatment  for 
all  rather  than  intensive  treatment  for  some 
— a limited  few,  all  too  often.” 
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Phenylketonuria,  a Cause  of  Mental 

Deficiency 

Phenylketonuria  was  first  described  more 
than  twenty-five  years  ago  by  Foiling,  a 
Norwegian  biochemist.  He  examined  re- 
tarded children  who  had  light  blonde  hair, 
blue  eyes,  and  a peculiar  body  odor.  The 
urine  had  the  same  odor  and  turned  green 
when  a drop  of  ferric  chloride  was  added. 
The  abnormal  substance  which  gave  rise  to 
both  the  odor  and  the  green  color  was 
phenylpyruvic  acid,  a phenylketone. 

Since  Folling’s  discovery  the  nature  of  the 
inborn  metabolic  error  has  been  determined; 
children  having  phenylketonuria  cannot  use 
a common  protein  food  product,  phenylal- 
anine. Normally,  this  is  converted  to  tyro- 
sin  by  the  addition  of  a single  -OH  group 
and  tyrosin,  in  turn,  is  converted  to  melanin, 
the  body  pigment.  In  phenylketonuria  the 
enzyme  phenylalanine  hydroxylase  is  absent 
or  inactive  and  phenylalanine,  not  being 
converted  into  tyrosin,  accumulates  in  the 
blood  to  reach  levels  20  to  30  times  normal. 
In  normal  persons  the  blood  level  is  always 
rather  low,  between  1 and  3 mgm.  percent. 
Blocked  from  being  transformed  into  its 
usual  products,  phenylalanine  rises  to  high 
levels,  between  20  and  60  mgm.  percent. 
Since  melanin  is  not  formed,  the  child  is  not 
pigmented  as  normal  members  of  the  fam- 
ily and  has  light  blonde  hair  and  blue  eyes. 
The  skin  is  delicate  and  easily  damaged.  Ec- 
zema and  skin  irritation  are  frequently  pres- 
ent. Convulsions  may  occur  and  mental 
deficiency  develops. 

Phenylalanine  is  not  the  only  amino  acid 
whose  metabolism  is  disturbed  in  phenylke- 
tonuria; tryptophan  is  not  broken  down 
properly  to  serotonin.  Serotonin  is  an  im- 
portant chemical  constituent  of  the  central 
nervous  system. 

JO 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 

A small  but  significant  number  of  infants, 
estimated  at  one  in  every  20,000  births,  are 
born  unable  to  metabolize  properly  the 
amino  acid  phenylalanine.  Phenylketonuria 
has  been  found  in  all  races  and  in  every  eco- 
nomic stratum.  It  has  been  seen  less  fre- 
quently, however,  in  people  of  Jewish  and 
of  Negro  ancestries. 

Phenylketonuria  is  transmitted  by  inherit- 
ance of  an  autosomal  recessive  gene.  The 
existence  of  these  genes  may  not  be  apparent 
in  the  parents.  When  only  one  parent  carries 
a recessive  gene  the  offspring  shows  no  ill 
effects.  However,  if  two  carriers  of  such  a 
gene  marry,  some  of  their  children  may  in- 
herit one  abnormal  gene  of  the  same  type 
from  each  parent  and  will  develop  the  ab- 
normality, in  this  case  phenylketonuria.  This 
follows  the  Mendelian  law,  which  means 
that  2J%  of  the  children  from  all  marriages 
between  carriers  will  develop  phenylketo- 
nuria. The  other  children  will  not  show 
symptoms  of  this  metabolic  abnormality 
since  only  one  gene,  at  the  most,  will  be 
present.  Some  couples  may  have  one  or  two 
children  with  phenylketonuria  before  they 
have  a normal  child.  Others  may  be  lucky 
and  never  have  a child  with  phenylketonuria. 

The  phenylketonuric  newborn  gives  no 
evidence  of  the  condition  at  birth  and  there 
is  no  physical  impairment  that  points  to 
future  trouble  during  the  time  the  infant  is 
in  the  hospital  newborn  nursery.  After  two 
to  six  weeks  the  phenylalanine  level  rises  in 
the  blood  until  it  "spills  over”  and  the  baby 
begins  to  excrete  phenylpyruvic  acid.  The 
urine  then  has  a musty  odor  which  may  call 
attention  to  the  disorder.  As  the  condition 
progresses,  the  brain  development  is  arrested 
and  severe  mental  deficiency  results  unless 
diagnosis  is  made  and  treatment  is  instituted. 
When  the  metabolic  defect  was  identified, 
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it  was  first  concluded  that  phenylalanine  or 
its  abnormal  metabolites  were  toxic  to  the 
brain.  This  does  not  appear  to  be  correct 
for  there  is  no  correlation  between  the  sever- 
ity of  the  metabolic  and  the  mental  defi- 
ciencies. It  is  estimated  that  between  one- 
half  and  one  percent  of  all  institutionalized 
mental  defectives  have  had  phenylketonuria. 

The  disease  can  be  detected  in  early  life 
before  mental  retardation  is  evident.  This 
is  done  by  a urine  test  and  the  diagnosis  is 
confirmed  by  a blood  test.  Electroencephal- 
ographic  abnormalities  are  found  in  about 
80%  of  phenylketonurics,  whether  or  not 
they  suffer  from  convulsions. 

A number  of  simple  tests  are  used  to  rec- 
ognize phenylketonuric  acid  in  the  urine: 

1)  A solution  of  ferric  chloride  may  be 
dropped  into  a urine  sample  or  on  a 
wet  diaper.  If  a dark  green  or  a green- 
brown  color  results,  it  suggests  the 
presence  of  phenylpyruvic  acid.  The 
color  should  be  read  immediately  as  it 
fades  on  standing. 

2)  A paperstick  impregnated  with  ferric 
chloride  and  glacial  acetic  acid  offers 
a convenient  method  of  testing.  These 
papersticks  may  be  purchased  com- 
mercially. When  the  chemically  treat- 
ed portion  of  the  stick  comes  in  con- 
tact with  phenylketonuric  urine,  a 
green,  gray,  or  dark  blue  color  results 
within  60  seconds.  Excessive  amounts 
of  bilirubin  in  the  urine  may  result 
in  a false  positive  reaction. 

3)  Mothers  of  newborn  infahts  may  be 
given  several  pieces  of  absorbent  filter 
paper  with  instructions  to  place  the 
paper  in  their  baby’s  diaper  to  become 
wet.  The  paper  is  taken  out,  dried, 
and  mailed  in  for  testing. 

These  tests  may  be  followed  by  determina- 
tion of  serum  phenylalanine  levels  to  confirm 
the  presence  of  the  metabolic  abnormality. 
A large  excess  of  phenylalanine  in  the  blood 
is  final  proof  that  the  child  has  phenylke- 
tonuria. 


It  is  important  that  all  physicians  and 
clinics  screen  perfectly  well  infants  between 
the  ages  of  two  and  six  weeks  or  at  the  time 
of  their  visit  when  they  are  seen  for  the  first 
time  after  reaching  six  weeks  of  age.  The 
amount  of  help  that  can  be  given  to  a child 
with  phenylketonuria  depends  on  how  early 
the  condition  is  discovered.  There  is  evi- 
dence that  if  the  diagnosis  is  made  in  the 
first  few  months  of  life,  normal  mentality 
can  be  preserved.  If  diagnosis  is  delayed 
beyond  the  first  year  of  life,  treatment  can 
have  a modifying  effect  but  will  not  restore 
the  child  to  normal. 

The  specific  treatment  for  phenylketo- 
nuria is  a special  diet  which  has  most  of  the 
phenylalanine  removed.  Various  salts,  vita- 
mins, and  carbohydrates  are  then  added  to 
supply  a synthetic  food  that  will  promote 
a normal  rate  of  growth.  These  low-phenyl- 
alanine preparations  are  available  commer- 
cially. The  aim  of  the  treatment  is  not  to 
eliminate  phenylalanine  from  the  diet,  some 
is  needed  and  too  low  an  intake  will  result 
in  poor  growth.  The  additional  amount 
needed  for  normal  growth  can  be  provided 
with  low  protein  foods  such  as  vegetables, 
fruits,  and  cereals.  It  is  not  known  how  long 
such  a diet  is  necessary  but  there  is  accu- 
mulating evidence  that  a normal  or  more 
nearly  normal  diet  may  be  resumed  at  school 
age. 

Although  special  diets  will  not  correct 
mental  deficiency  that  has  developed  after 
the  child  is  past  two,  or  possibly  three  years 
of  age,  there  are  certain  drugs  that  may  help 
to  make  him  more  manageable  and  allow 
him  to  make  better  use  of  his  abilities.  The 
earlier  an  infant  is  diagnosed  and  treated, 
the  better  the  chances  for  normal  develop- 
ment. 

Since  mental  retardation  or  deficiency 
from  phenylketonuria  is  preventable,  it  be- 
comes a public  health  problem  to  assist  in 
early  diagnosis.  The  Bureau  of  Maternal  and 
Child  Health  of  the  State  Department  of 
Health  has  recognized  this  obligation  to 
bring  about  early  diagnosis  and  prevention 
of  this  form  of  mental  deficiency  through 
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early  treatment.  In  the  summer  of  1960, 
physicians  from  this  bureau  of  the  Virginia 
Department  of  Public  Health  visited  all 
local  health  departments  which  cooperate 
with  the  bureau  and  instructed  the  local 
directors  of  health  in  the  methods  of  iden- 
tification of  phenylketonuria  and  the  type 
of  diet  that  must  be  given  these  patients. 
In  all  of  the  local  health  departments  of 
Virginia  tests  for  phenylketonuria  are  made 
on  the  urines  of  apparently  well  infants  be- 
ing seen  for  the  first  time.  As  might  be  ex- 
pected from  the  incidence  of  this  metabolic 
disorder,  the  number  of  cases  found  is  small 
but  the  abnormality  has  been  detected  in  a 
few  who  would  not  have  been  diagnosed 
until  symptoms  of  mental  retardation  had 
developed. 

It  must  be  repeated  over  and  over  again 
that  all  physicians  who  have  infants  and 
young  children  among  their  patients  have 
the  obligation  and  duty  to  make  the  simple 
test  for  phenylketonuria.  Through  early 
correction  of  this  metabolic  defect,  many 


individuals  can  be  spared  lives  of  mental  de- 
ficiency; their  families  can  be  spared  the 
heartaches  resulting  from  failure  to  give 
such  care;  and  the  State  (and,  therefore, 
you)  can  be  spared  the  financial  burden  of 
the  custody  and  care  of  mental  cases  which 
need  not  develop  but  which,  when  allowed 
to  develop,  bring  about  the  loss  of  valuable 
and  productive  citizens. 


Monthly  Report  of  Bureau  of  Communicable  Diseases 

Jan.-  Jan.- 
Nov.  Nov.  Nov.  Nov. 

1960  1959  1960  1959 

Brucellosis 

0 

1 

33 

27 

Diphtheria 

7 

1 

38 

11 

Hepatitis  (Infectious) 

_ 40 

47 

763 

461 

Measles 

205 

150 

6629 

14,720 

Meningococcal  Infections 

4 

8 

54 

78 

Aseptic  Meningitis 

2 

— 

42 

— 

Poliomyelitis 

_ 13 

21 

46 

284 

Rabies  (In  animals) 

— 12 

10 

202 

162 

Rocky  Mt.  Spotted  Fever 

2 

1 

39 

38 

Streptococcal  Infections  _ 

. 365 

475 

5536 

7921 

Tularemia 

2 

2 

33 

18 

Typhoid 

1 

1 

22 

25 

Formula  Diets 


The  use  of  complete  formula  diets  is  not 
a medically  sound  means  of  reducing  weight, 
according  to  an  official  of  the  American 
Medical  Association. 

Philip  L.  White,  Sc.D.,  secretary  of  the 
A.M.A.’s  Council  on  Foods  and  Nutrition, 
said,  "Selecting  a variety  of  foods  and  con- 
trolling calorie  intake  to  maintain  the  most 
desirable  weight  is  the  only  long-term  tech- 
nique that  has  sound  medical  judgment  be- 
hind it.” 

The  better-grade  formula  diets  "seems  to 
be  nutritionally  complete  with  the  exception 
of  caloric  content.”  Most  of  the  products 
are  designed  to  supply  900  calories  daily. 

However,  "no  weight-reduction  program 
should  be  undertaken  by  any  individual  who 
is  grossly  overweight  unless  the  program  is 


carried  out  under  medical  supervision.”  Only 
the  physician  is  properly  equipped  to  judge 
whether  an  overweight  person  should  in  fact 
reduce. 

"The  short-term  use  of  the  900-calorie 
formulas  will  not  harm  the  individual  who 
is  just  a teeny  bit  overweight.  However,  such 
persons  will  achieve  more  satisfactory  long- 
term results  when  they  develop  and  maintain 
good  eating  habits — then  weight  mainte- 
nance will  no  longer  be  a problem.” 

Dr.  White  said  he  did  not  believe  that 
"any  crash  diet  program  has  a respectable 
place  in  good  family  nutrition.” 

His  comments  are  contained  in  the  No- 
vember issue  of  the  A.M.A.  magazine.  To- 
day’s Health. 
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Cancer  Trends 


Cytology  in  Virginia 

There  are  now  three  approved  Schools  of 
Cytotechnology  in  the  State  of  Virginia. 
These  are  located  in  Norfolk,  Charlottes- 
ville and  Richmond,  at  De  Paul  Hospital, 
the  University  of  Virginia  and  the  Medical 
College  of  Virginia,  respectively. 

The  establishment  of  these  schools  is  a 
landmark  in  progress  in  the  field  of  cytology 
in  Virginia.  It  is  now  possible  to  foresee  the 
elimination  of  the  critical  shortages  of 
trained  personnel  necessary  to  screen  Papa- 
nicolaou smears  for  the  early  diagnosis  of 
cancer.  Individuals  desiring  a career  in  cyto- 
technology may  apply  to  these  schools  for 
training  rather  than  be  sent  out  of  State  to 
accredited  schools. 

With  the  institution  of  a Community 
Cancer  Demonstration  Project  Grant,  the 
training  of  cytotechnicians  is  now  made  par- 
ticularly attractive  to  aspiring  applicants. 
Through  the  aid  of  the  Public  Health  Service 


SAUL  KAY,  M.D. 

from  Washington,  D.  C.,  Federal  monies 
have  been  made  available  to  support  the 
entire  teaching  program.  Technicians  chosen 
for  this  training  spend  a minimum  of  six 
months  in  approved  schools  and  receive  a 
stipend  of  $22  5.00  per  month.  At  the  end 
of  this  period,  and  after  passing  a practical 
and  written  examination,  they  are  eligible 
to  receive  a certificate  in  cytology. 

Prerequisites  for  entrance  into  the  cy- 
tology schools  consist  of  a minimum  of  two 
years  of  college  work  which  must  comprise 
at  least  12  semester  hours  of  biology.  This 
may  include  general  biology,  bacteriology, 
anatomy,  histology,  embryology,  physiology 
or  zoology. 

Individuals  desiring  careers  in  cytotech- 
nology should  apply  to  the  pathologists  in 
charge  of  the  above-mentioned  Virginia 
schools.  Assistance  in  planning  for  this  train- 
ing may  also  well  be  obtained  from  the 
American  Cancer  Society  and  the  Virginia 
Council  on  Health  and  Medical  Care. 


Fluid  Replacement  for  Burn  Victims 


A simplified  method  of  replacing  fluids 
lost  by  persons  who  suffer  extensive  burns 
has  been  tested  successfully,  according  to 
an  article  in  the  November  19  th  Journal 
of  the  American  Medical  Association. 

Drs.  J.  Frederick  Eagle,  Jr.,  New  York 
City,  and  Worthington  G.  Schenck  Jr.  and 
Walton  Shim,  Buffalo,  N.Y.,  said  a single 
formula  providing  for  replacement  of  water, 
protein,  and  electrolytes  had  proved  success- 
ful when  given  intravenously  during  the  first 
48  hours  after  the  burn  was  suffered. 

These  three  substances  and  red  blood  cells 
usually  are  administered  in  four  different 


solutions  one  after  the  other.  The  authors 
found  whole  blood  rarely  has  been  necessary 
during  the  first  48  hours.  The  combined 
solution  has  been  used  exclusively  for  fluid 
replacement  in  all  burned  patients  admitted 
to  Meyer  Memorial  Hospital,  Buffalo,  for  the 
past  six  years  and  at  St.  Luke’s  Hospital, 
New  York,  for  the  past  four  years. 

Experience  with  28  patients  with  burns  of 
1 5 per  cent  or  more  of  the  body  indicates 
that  the  combined  formula  does  not  influ- 
ence over-all  mortality,  but  apparently  does 
reduce  deaths  during  the  first  48  hours. 
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Miscellaneous . . . . 


Medical  Care  for  Older  People 

The  following  is  a copy  of  a letter  recently 
sent  Senator  Harry  F.  Byrd: 

The  Honorable  Harry  F.  Byrd 
Senate  Office  Building 
Washington,  D.  C. 

Dear  Senator  Byrd: 

The  Sleepy  Hollow  Medical  Society  has 
given  long  and  earnest  consideration  to  the 
various  programs  sponsored  by  the  Congress 
of  the  United  States  for  the  relief  of  elderly 
people  so  far  as  their  medical  expenses  are 
concerned.  The  tendency,  in  general,  is  to 
suggest  that  doctors  either  reduce  or  com- 
pletely eliminate  their  fees  to  people  past 
sixty-five  years  of  age. 

This  Society  has  given  a considerable 
amount  of  thought  to  the  problem  and  is  of 
the  opinion  that  there  is  undeniable  merit 
in  the  idea  of  remission  of  all  medical  fees 
for  elderly  people.  The  Society  has  voted 
unanimously  to  eliminate  all  charges  to  peo- 
ple sixty-five  years  of  age  and  older  regard- 
less of  the  economic  circumstances  or  finan- 
cial reserves. 

In  return  for  this  generous  offer,  we  would 
like  to  call  the  attention  of  the  American 
public  to  certain  other  facilities  that  should 
be  made  available  to  this  group  of  older  citi- 
zens in  exactly  the  same  manner.  It  is  a 
well  known  fact  that  after  we  have  seen 
these  people  they  will  have  prescriptions 
which  will  require  a trip  to  the  drug  store 
for  medicine.  In  order  to  conform  to  the 
plan  which  we  promulgate,  it  would  be  only 
proper  and  fitting  that  the  druggist  fill  these 
prescriptions  and  deliver  to  these  older  peo- 
ple their  medications  without  any  charge, 
because  of  their  advanced  years. 

One  of  the  most  common  ailments,  among 
older  people,  is  directly  referable  to  the  teeth. 
Many  older  people  have  already  had  most 
of  their  teeth  extracted  or  at  least  have  many 
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carious  teeth  that  are  in  need  of  restoration 
or  extraction.  In  following  the  plan  which 
is  outlined  by  the  Sleepy  Hollow  Medical  So- 
ciety, the  dentists  would  be  happy  to  furnish, 
without  charge,  all  services  and  the  necessary 
materials  for  the  extraction,  restoration  or 
replacement  of  natural  teeth. 

Almost  all  people  who  have  reached  the 
age  of  sixty-five  have  developed  certain  idio- 
syncrasies or  appetites  for  foods  of  various 
kinds.  The  medical  profession  discovered 
many  years  ago  that  a well  rounded  diet  was 
very  essential  for  the  proper  nourishment  of 
the  body  and  for  the  attainment  of  advanced 
years  with  relatively  good  health.  This  So- 
ciety is  of  the  opinion  that  food  is  essential 
to  the  well  being — in  fact  to  the  very  ex- 
istence— of  people  past  sixty-five  years  of 
age.  Therefore,  in  line  with  the  program 
offered  by  this  Society,  there  would  be  no 
charge  at  the  various  food  and  variety  stores 
for  the  necessary  purchase  of  items  selected 
by  these  elderly  people  for  their  own  con- 
sumption. 

In  a temperate  climate,  clothes  are  just 
as  essential  as  food  for  the  well  being  of  peo- 
ple in  general  and  especially  for  elderly  peo- 
ple, who  may  be  somewhat  debilitated  by 
their  advanced  years.  Clothes  wear  out  just 
as  frequently  and  just  as  thoroughly  for 
people  past  sixty-five  as  for  those  under 
sixty-five.  These  older  people  will  find  them- 
selves in  need  of  new  clothes  to  properly  cov- 
er their  nakedness  and  make  them  acceptable 
as  fellow  members  of  society.  Therefore,  in 
line  with  the  program  promulgated  by  this 
Society,  these  older  people  would  have  the 
privilege  of  selecting  whatever  garments 
they  might  fancy,  in  order  to  properly  clothe 
and  adorn  themselves,  at  any  store  they 
might  select,  whether  department  store, 
haberdashery  or  specialty  shop.  There,  of 
course,  would  be  no  charge  for  these  articles, 
since  these  people  are  past  sixty-five  and  are 
assumed  to  be  wards  of  the  people  of  the 
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Commonwealth,  and  joint  wards  of  the  Fed- 
eral Government. 

Shelter  and  housing  are  deemed  essential 
items  of  expense  for  people  in  all  walks  of 
life.  Special  housing,  of  course,  is  much  more 
appreciated  by,  and  much  more  necessary 
for  elderly  people  because  of  their  inability 
to  go  through  narrow  doors,  climb  stairs, 
fire  furnaces,  replace  light  bulbs  and  do  the 
various  things  that  are  essential  to  the  main- 
tenance and  proper  upkeep  of  a home.  We, 
of  this  Society,  therefore,  suggest,  that  in 
line  with  the  program  outlined  by  the  So- 
ciety, the  various  landlords  and  construction 
concerns  throughout  the  United  States  build 
suitable  houses  for  elderly  couples  and  indi- 
viduals and  make  these  available  at  no  cost 
whatever  to  these  older  people  so  that  they 
may  enjoy  the  best  of  housing  during  their 
twilight  years. 

These  houses,  of  course,  will  require  vari- 
ous services  from  the  public  utilities  and  sup- 
pliers. It  is  hoped  that  there  will  be  some 
way  to  arrange  for  the  furnishing  of  electric- 
ity, water,  sewage  disposal,  telephones  and 
oil  or  electricity  for  heating  at  no  cost  to 
these  people.  It  is  expected  that  the  public 
utilities  and  fuel  suppliers  will  be  delighted 
to  furnish  these  services  and  materials  with- 
out cost,  because  these  people  are  in  their 
declining  years  and  are  entitled  to  preferen- 
tial treatment. 

It  is  a well  known  fact  that  the  tedium  of 
day-to-day  existence  in  the  same  surround- 
ings brings  a feeling  of  undue  depression. 
Periodic  vacations  from  the  drab  surround- 
ings of  one’s  day-to-day  domicile  have  been 
recommended  as  a stimulus  to  fuller  living 
and  more  vital  interest  in  the  geographical, 
political,  social  and  spiritual  affairs  of  the 
nation.  It  appears  to  this  Society  that,  in 
line  with  the  foregoing  paragraphs  of  this 
letter,  the  transportation  industry  would  be 
delighted  to  offer  to  each  person  over  sixty- 
five  free  transportation  to  the  place  of  his 
choice,  and  that  the  various  vacation  resorts 
and  national  points  of  interest  would  be  glad 
to  accommodate  these  elderly  guests  with- 
out charge.  We  would  suggest,  however,  that 


vacations  of  this  type  be  limited  to  the  con- 
tinental United  States,  Alaska,  Hawaii,  Can- 
ada and  Mexico.  We  feel  that  there  would 
be  an  undue  strain  on  the  transportation 
facilities  and  hotel  and  rooming  house  ac- 
commodations of  other  countries  if  these 
elderly  people  were  allowed  to  take  their 
vacations  in  some  of  the  far  off,  strange  and 
exotic  lands;  however,  if  they  were  agree- 
able to  paying  a small  additional  charge,  say 
$1.00  per  day,  such  tours  should  probably 
be  arranged. 

The  Society  is  well  aware  of  the  fact  that 
even  with  the  best  of  care,  housing,  nutri- 
tion and  diversion,  these  people  will,  at  in- 
tervals, become  incapacitated.  We  suggest 
that  all  the  hospitals  throughout  the  nation, 
both  public  and  private,  set  up  their  admis- 
sion procedures  so  that  elderly  people — those 
over  sixty-five — can  be  admitted  to  a hos- 
pital at  their  own  request  and  remain  as 
long  as  they  so  desire  without  any  personal 
charge  to  them. 

Inevitably,  comes  the  fatal  day  when  the 
hour  of  reckoning  can  be  no  longer  post- 
poned and,  despite  all  of  the  efforts  of  the 
medical  profession,  using  the  facilities  of  the 
finest  hospitals  in  the  country  and  imple- 
mented by  the  finest  drugs  that  science  has 
been  able  to  produce,  each  in  his  turn  must 
be  launched,  individually,  into  the  great 
beyond.  When  this  natural  catastrophe  over- 
takes each  individual,  it  is  our  sincere  hope 
that  the  members  of  the  mortuary  profession 
will  perform  their  duties  and  furnish  the 
necessary  accoutrements  for  a dignified  and 
impressive  interment.  This,  of  course,  will 
be  without  cost  to  the  estate  of  the  deceased. 
And  as  a final  gesture  of  good  will  to  a de- 
parted voter,  it  is  only  fitting  that  interment, 
inurnment  or  entombment  be  furnished 
without  charge  by  the  various  cemeteries, 
crematoriums  and  mausoleums  throughout 
the  nation. 

It  strikes  this  Society  that  the  singling  out 
of  the  medical  profession  as  the  group  desig- 
nated to  offer  services  at  reduced  rates,  or 
entirely  free,  is  little  short  of  astounding 
when  no  other  group  serving  older  people 
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is  expected  to  make  any  contribution  what- 
ever to  the  comfort  of  elderly  citizens  in 
their  declining  years.  We  feel  sure  that  the 
calling  to  the  attention  of  the  American 
public  of  this  inequality  will  immediately 
result  in  a head-long  rush  by  all  of  the 
groups,  organizations  and  businesses  above 
mentioned  to  get  on  the  bandwagon  and 
offer  their  services  entirely  free.  It  is  quite 
obvious  that  if  such  general  philanthropy 
were  adopted  by  all  the  people  of  the  United 
States  there  would  be  no  necessity  for  the 
inclusion  of  a provision  under  Social  Security 
to  offer  medical  attention,  only,  to  these 
older  people.  In  fact,  if  such  a program  were 
voluntarily  adopted  by  the  American  peo- 
ple, Social  Security  would  no  longer  have  any 
excuse  for  existing  and  the  further  deduc- 
tion of  Social  Security  payments  from  the 
payrolls  of  American  citizens  could  be  dis- 
continued and  the  surplus  accumulated 
might  be  used  to  reduce  the  Federal  debt, 
create  a series  of  new  national  parks  or  fi- 
nance the  transportation  of  exchange  stu- 
dents from  the  Congo — thus  freeing  private 
foundations  and  trusts  from  this  election 
year  obligation. 

The  president  of  this  Society  is  fast  ap- 
proaching the  time  when  he  will  be  eligible 
for  the  wonderful  services  listed  above,  and 
he  solicits,  especially,  your  sponsoring  this 
program  in  the  Congress  of  the  United  States 
so  that  when  he  arrives  at  the  predetermined 
age  for  the  beginning  of  senility  and  senes- 
cence, he  can  look  forward  with  serenity 
to  a future  well  cared  for  and  provided  with 
far  more  of  the  material  things  of  life  than 
he  has  been  accustomed  to  prior  to  his  an- 
ticipated attainment  of  the  age  of  retire- 
ment. 

Yours  truly, 

C.  C.  Hatfield,  M.D. 

President  and  Sole  Member 

Sleepy  Hollow  Medical  Society 


In  response  to  a letter  from  Dr.  John 
Wyatt  Davis,  Jr.,  Lynchburg,  to  Senator 
Byrd,  commending  him  on  his  assistance  to 
the  medical  profession,  the  following  reply 
was  received: 

Dr.  John  Wyatt  Davis,  Jr. 

Chairman  Public  Relations 
Medical  Society  of  Virginia 
701  Euclid  Avenue 
Lynchburg,  Virginia 

My  dear  Doctor: 

I was  much  gratified  to  receive  your  re- 
cent letter,  and  I appreciate  your  gracious 
comment. 

At  the  beginning,  I was  greatly  concern- 
ed, as  I feared  the  Senate  would  substitute 
the  Forand  bill,  or  some  version  of  it,  to  take 
the  place  of  the  bill  reported  by  the  Senate 
Finance  Committee. 

The  Finance  Committee  reported  the 
House  legislation,  with  amendments,  by  a 
vote  of  12-5,  and  then,  as  you  know,  the 
effort  was  made  to  pass  an  amendment  based 
upon  the  Social  Security  concept.  This 
amendment  was  defeated  in  the  Senate  by 
a vote  of  54  to  41,  despite  very  powerful 
efforts  to  pass  it. 

I regard  this  vote  in  the  Senate  on  the 
medical  aid  bill  as  one  of  great  significance. 

It  is  certain  that  similar  legislation  will 
be  introduced  in  the  next  session,  and  all  of 
us  must  be  on  the  alert.  I will  continue  to 
oppose  to  the  utmost  of  my  capacity  any 
form  of  socialized  medicine. 

Thanking  you  for  your  kindness  in  writ- 
ing me,  and  with  warm  regards,  I am 

Faithfully  yours, 

Harry  F.  Byrd 
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Health  Insurance  and  the  Principle  of  “Tolerable  Pain” 

f I ^HE  INSTITUTION  of  voluntary  health  insurance  is  no  longer  at 
the  crossroads,  but  beyond,  as  indicated  by  the  stout  popular  support 
for  some  sort  of  compulsory  Federal  intervention  in  the  field  of  health 
insurance.  Many  factors  have  conspired  to  push  voluntary  health  insur- 
ance beyond  the  crossroads,  and  if  we  can  discern  at  least  some,  we  might 
prevent  its  advance  along  the  downhill  road  to  complete  medical  socialism, 
or  at  least  preserve  it  for  segments  of  the  population  who  want  it.  These 
factors  touch  three  participants: 

1.  Attending  physician:  He  must  appeal  to  his  own  inner  voice  in  the 
matter  of  unnecessary  health  services  including  hospitalization.  If  this 
voice  is  mute,  or  if  economic  pressure  is  put  upon  him,  a potent  "watch- 
dog” committee  made  up  of  medical  staff  members  of  the  hospital  will 
assist.  Such  a committee  has  proved  very  effective  in  certain  localities. 
The  physician  might  make  an  even  greater  contribution  to  the  problem 
in  his  role  of  propagandist,  as  explained  next. 

2.  Patient:  In  my  opinion  he  has  done  the  most  to  push  voluntary 
health  insurance  beyond  the  crossroads.  He  must  be  made  to  see  the 
speciousness  of  his  argument:  "I  am  entitled  to  hospitalization  (or  medical 
service)  since  I have  been  paying  premiums  for  so  many  years  and  have 
received  nothing  in  return”.  He  must  be  made  to  see  that,  if  his  insurance 
plan  is  sound  actuarially,  he  is  entitled  only  to  NECESSARY  hospitaliza- 
tion and  medical  service.  If  this  is  otherwise,  insurance  plans  are  bound 
to  disrupt  in  proportion  as  the  subscribers  subscribe  to  such  fallacy.  Ob- 
viously, such  a problem  cannot  be  encountered  in  the  field  of  insurance 
of  the  concrete,  like  fire  and  collision,  and  there  is  no  question  of  the 
vigor  and  stability  of  these  programs.  Since  the  desire  to  get  some  tan- 
gible return  for  money  expended  is  so  universal,  especially  in  those  fields 
dealing  with  intangibles  as  opposed  to  burned  houses  or  wrecked  cars, 
(which  emotion  at  once  dooms  the  efficiency  of  each  and  every  socialized 
medical  scheme) , the  principle  of  "tolerable  pain”  must  be  vigorously 
invoked  to  save  voluntary  medical  insurance.  The  trip  to  the  doctor, 
the  trip  to  the  hospital,  no  longer  constitute  "tolerable  pain”  in  our  pres- 
ent age  of  five-day  work  week,  rapid  transportation,  and  commodious 
to  luxurious  medical  establishments.  "Tolerable  pain”,  in  our  present 
Judeo-Christian  civilization,  is  tantamount  to  money.  Money  in  the 
present  reference  means  deductible  clauses.  Deductible  clauses  need  not 
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be  made  legally  mandatory;  premiums  of  policies  containing  them  would 
be  so  reasonable  to  drive  all  others  from  the  market-place  when  the  pa- 
tients see  their  advantages.  The  deductible  clauses  should  be  available 
on  a sliding  scale  to  make  the  "tolerable  pain”  suit  all  purses.  The  patient 
must  be  made  to  see  that  it  is  greatly  to  his  advantage  in  both  premiums 
and  benefits  to  subscribe  to  the  policy  with  the  largest  deductible  policy 
he  can  afford  to  have  in  case  of  illness.  Deductibles  from  fifty  to  five 
hundred  dollars  would  cause  relatively  similar  "tolerable  pains”  in  the 
varying  economic  groups.  Although  the  pain  of  a five  hundred  dollar 
bill  for  medical  care  would  not  be  "tolerable”  to  many  people,  let  the 
interested  person  see  the  very  modest  premium  and  the  remarkable  bene- 
fits of  such  a policy.  Regardless  of  the  economic  group,  medical  service 
under  voluntary  insurance  must  he  accompanied  by  "TOLERABLE 
PAIN”. 

3.  Insurance  carrier:  All  our  comments  about  the  necessity  of  “tol- 
erable pain”  apply  infinitely  more  when  a patient  finds  himself  in  a posi- 
tion to  PROFIT  from  medical  service.  Three  accident  policies  might 
be  turned  into  a tidy  little  profit  for  a bump  on  the  leg.  Few  doctors  are 
sufficiently  hardy  to  withstand  the  exhortation  of  the  patient  for  radi- 
ologic services,  no  matter  how  minor  the  injury.  That  the  patient  has 
paid  for  all  these  policies  and  hence  is  entitled  to  the  benefits  is  obviously 
against  the  general  welfare  because  the  person  with  one  policy  that  is 
used  in  the  proper  way  for  indicated  services  is  helping  to  subsidize  a tidy 
little  profit  scheme  of  others,  with  inevitable  raising  of  his  own  rates. 
Such  profit  schemes  should  be  circumvented  by  cooperation  of  the  nation’s 
insurance  companies,  or  even  by  law. 

One  serious  by-product  of  over-utilization  of  health  policies  that  has 
received  scant  (and  merits  much  more)  attention  is  the  effect  on  the 
medical  attendant.  Performance  of  unnecessary  examinations  by  an 
already  over-worked  physician  is  bound  to  be  reflected  in  his  attitude 
towards  his  work,  which  unfortunately  might  be  carried  over  into  other, 
more  legitimate  areas  of  medical  practice.  Less  important,  but,  in  my 
opinion,  real,  is  the  frame  of  mind  of  some  of  these  patients  undergoing 
unnecessary  examinations  that  entail  discomfort;  although  it  is  possible 
that  my  clock  of  forbearance  is  winding  down  along  with  the  ticking 
away  of  time,  I do  feel  more  and  more  patients  are  protesting  the  ad- 
mittedly strenuous  preparation  for  a barium  enema,  or  the  chalky  sus- 
pension for  the  gastro-intestinal  series. 

If  voluntary  health  insurance  is  to  survive  vigorously,  some  of  these 
matters  must  be  met,  and  met  successfully. 

Christian  V.  Cimmino,  M.D. 
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SPECIAL  REPORT  ON  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 

OF  THE  AMA 

The  following  summary  covers  only  a few  of  the  many  important  subjects  dealt  with 
by  the  House  and  is  not  intended  as  a detailed  report  on  all  actions  taken. 

HOSPITAL  ACCREDITATION  AND  STAFF  MEETINGS:  The  following  resolu- 
tion was  introduced  by  the  Virginia  delegation  as  instructed  by  The  Medical  Society 
of  Virginia  House  of  Delegates  in  October: 

WHEREAS,  It  is  increasingly  evident  that  certain  regulations  governing  attendance 
at  hospital  staff  meetings,  as  recommended  by  the  Joint  Commission  on  Accreditation 
of  Hospitals,  are  adversely  affecting  the  activities  of  many  component  societies  by 

(a)  lowering  the  attendance  records  of  component  societies  as  a result  of  present 
requirements  and  regulations  pertaining  to  hospital  staff  meetings; 

(b)  initiating  policy  without  regard  for  local  conditions  and  opinion; 

(c)  placing  the  physician  in  such  a position  that  his  responsibility  is  often  to  the 
hospital  first  and  the  component  society  second; 

(d)  affecting,  by  its  policies,  the  ability  of  medical  leadership  to  inform  the  com- 
ponent societies  on  state  and  national  legislation  so  vital  to  the  future  of  American 
medicine; 

(e)  interfering  with  medical  education  programs  as  submitted  by  component  socie- 
ties; therefore  be  it 

RESOLVED,  That  the  American  Medical  Association  formally  express  to  the  Joint 
Commission  on  Accreditation  of  Hospitals  its  dissatisfaction  with  and  disapproval  of 
policies^  of  the  Joint  Commission  which  adversely  affect  the  activities  of  component 
societies. 

The  resolution  received  serious  consideration  by  the  Reference  Committee  on  Medical 
Education  and  Hospitals.  It  was  the  Committee’s  opinion,  concurred  in  by  the  House, 
that  revisions  in  the  standards  of  the  Joint  Commission  on  Accreditation  of  Hospitals 
would  appear  to  solve  the  problem  set  forth  in  the  resolution.  The  principal  revision, 
covered  in  a supplementary  report  of  the  AMA  Board  of  Trustees,  has  to  do  with  a 
change  in  meeting  and  attendance  requirements.  Briefly,  it  is  now  up  to  the  hospital  to 
write  its  own  requirements  and  up  to  the  Commission  to  judge  as  to  their  adequacy  at 
that  specific  hospital. 


FOREIGN  MEDICAL  SCHOOL  GRADUATES:  The  House  adopted  a report  which 
included  the  following  statement:  "In  order  that  those  foreign  physicians  who  have  not 
yet  been  certified  by  the  Educational  Council  for  Foreign  Medical  Graduates  might  be 
given  further  opportunity  to  enhance  their  medical  education,  hospitals  would  be  en- 
couraged to  develop  special  educational  programs.  Such  programs  must  be  of  educa- 
tional worth  to  the  foreign  graduate  and  must  divorce  him  from  any  responsibility 
for  patient  care.  Foreign  physicians  may  participate  in  these  programs  until  June  30, 
1961,  with  approval  of  the  Department  of  State  so  that  their  exchange  visa  will  not  be 
withdrawn  before  that  time.  This  will  also  allow  the  non-certified  foreign  physician  the 
opportunity  to  take  the  April,  1961,  Educational  Council  for  Foreign  Medical  Gradu- 
ates examination.” 

VOLUNTARY  HEALTH  INSURANCE:  A resolution  was  adopted  directing  the 
Board  of  Trustees  and  the  Council  on  Medical  Service  "to  assume  immediately  the  lead- 
ership in  consolidating  the  efforts  of  the  American  Medical  Association  with  those  of 
the  National  Association  of  Blue  Shield  Plans,  the  American  Hospital  Association  and 
the  Blue  Cross  Association  into  maximum  development  of  the  voluntary,  non-profit 
prepayment  concept  to  provide  health  care  for  the  American  people”.  The  resolution 
also  directed  that  similar  leadership  be  undertaken  "to  coordinate  the  efforts  of  private 
insurance  carriers  through  conferences  with  their  national  organizations”. 

SCHOLARSHIP  AND  LOAN  PROGRAM:  The  House  approved  a scholarship  and 
loan  program  proposed  by  the  Special  Study  Committee  of  the  Council  on  Medical  Ed- 
ucation and  Hospitals,  and  urged  local  participation  in  the  program  at  the  state  and 
county  level.  The  program  is  designed  to  ".  . . assist  in  securing  highly  talented  indi- 
viduals whose  ability  and  leadership  in  all  areas  of  medicine  will  be  fostered  and  at  the 
same  time  will  bring  needed  financial  assistance  on  a broad  basis  to  medical  students 
under  a system  in  keeping  with  this  Association’s  belief  in  individual  responsibility”. 

HEALTH  CARE  FOR  THE  AGED:  The  House  reaffirmed  AMA  support  of  the  Kerr- 
Mills  Bill,  and  its  opposition  to  any  legislation  involving  use  of  the  OASDI  mechanism 
for  medical  care  for  the  aged.  State  and  local  medical  societies  were  urged  to  cooperate 
with  appropriate  state  officials  and  provide  leadership  in  implementing  the  provisions 
of  the  Kerr-Mills  Bill. 

POLIO  VACCINE:  It  was  suggested  that  a proper  committee  be  established  by  AMA 
to  study  the  problems  involved  in  administration  of  the  new  oral  polio  vaccine  and  to 
establish  guides  for  physicians  to  follow  when  they  are  approached  by  various  groups 
and  asked  for  their  support  in  administering  oral  polio  vaccine. 


Society  Activities 


• • • • 


The  Fourth  District  Medical  Society 

Met  in  Hopewell  on  December  6th  with 
the  Hopewell  Medical  Staff  serving  as  hosts. 
A luncheon  was  held  at  the  John  Randolph 
Hospital  and  the  meeting  was  at  the  Officers 
Club  at  Fort  Lee.  Dr.  Lewis  Dexter,  profes- 
sor of  medicine  at  Harvard  Medical  School, 
spoke  on  Pulmonary  Embolism,  and  Dr. 
Harold  Levine,  also  of  Harvard,  spoke  on 
Rheumatic  Heart  Diseases.  Dr.  Carolyn 
McCue  of  the  Medical  College  of  Virginia 
discussed  Heart  Failure  in  Children. 

The  meeting  was  closed  with  a dinner  at 
the  Officers  Open  Mess. 

Virginia  Society  of  Ophthalmology  and 

Otolaryngology. 

The  semi-annual  meeting  of  this  Society 
was  held  at  Virginia  Beach  on  October  10th. 
Following  a luncheon  a meeting  of  the  Ex- 
ecutive Council,  composed  of  Dr.  Emanuel 
U.  Wallerstein,  chairman,  Drs.  Calvin  T. 
Burton,  J.  Lawson  Cabaniss,  Orvin  C.  Jones, 
Parker  H.  Lee,  Jr.,  Robert  L.  Norment,  and 
Maynard  P.  Smith,  held  a business  meeting. 
Among  other  items  discussed,  it  was  decided 
to  hold  the  annual  meeting  of  the  Society 
on  May  3,  4,  and  5 at  the  Golden  Triangle 
in  Norfolk. 

Dr.  Richard  O.  Smith,  Pulaski,  is  presi- 
dent of  this  Society  and  Dr.  M.  K.  Hum- 
phries, Charlottesville,  secretary-treasurer. 


Virginia  Association  of  Medical  Assist- 
ants. 

The  annual  meeting  of  this  Association 
was  held  at  Natural  Bridge,  November  12- 
13.  Mrs.  Lucy  Carwile,  who  is  associated 
with  Dr.  John  Wyatt  Davis,  Jr.,  Lynchburg, 
was  president  and  presided.  Mrs.  Lois  Clark, 
president  of  the  Lynchburg  Chapter,  was 
chairman  of  arangements  and  did  an  out- 
standing job. 

After  the  business  meeting  on  the  12th, 
there  was  a hospitality  hour,  followed  by  the 
banquet,  at  which  Mr.  Roger  H.  Zion,  Di- 
rector of  Sales  Training,  Mead  Johnson  & 
Company,  was  guest  speaker.  Mrs.  Mildred 
Phippen,  Richmond,  installed  the  new  offi- 
cers as  follows:  President,  Mrs.  Lillie  Rogers, 
Richmond;  president-elect,  Mrs.  Mary  Har- 
ris, Leesburg;  Secretary,  Miss  Mavis  M.  Hay- 
wood, Richmond;  and  treasurer,  Miss  Cath- 
erine E.  Proffitt,  Charlottesville. 

On  the  13  th,  a program  was  conducted 
on  The  Law  as  Affects  Medical  Assistants. 
Speakers  were  Mr.  Thomas  D.  Jordan,  Ad- 
ministrative Assistant  of  the  Office  of  Chief 
Medical  Examiner,  and  Mr.  Louis  G.  Fields, 
attorney.  Both  are  of  Richmond.  In  the 
afternoon,  Dr.  Lyle  W.  Lidbeck,  Salem,  Ore- 
gon, gave  a most  interesting  discussion  of 
the  Medical  Examiner’s  program  recently 
inaugurated  in  his  State. 

The  1961  national  convention  of  this  As- 
sociation will  be  held  in  Reno,  Nevada. 
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News . . 


New  Members. 

Since  the  list  published  in  the  December 
issue  of  the  Monthly,  the  following  have 
been  admitted  into  membership  in  The  Med- 
ical Society  of  Virginia: 

Porfirio  Arias,  M.D.,  Dante 

Joseph  Henry  Bragdon,  M.D.,  McLean 

Pauline  Davis  Carmichael,  M.D.,  Roanoke 

Arthur  Gardner  Harden,  M.D.,  Char- 
lottesville 

Ivan  V.  Magal,  M.D.,  Stuart 

Dean  Harrington  Martin,  M.D.,  Arling- 
ton 

Owen  Clay  Shull,  M.D.,  Herndon 

Lawrence  Owen  Snead,  Jr.,  M.D.,  Rich- 
mond 

Melissa  Anthony  Warfield,  M.D.,  Norfolk 

Franklin  Parker  Watkins,  M.D.,  Rich- 
mond 

Dr.  Kenneth  D.  Graves  Honored. 

The  past  and  present  members  of  the  Vir- 
ginia State  Board  of  Medical  Examiners  and 
their  wives  and  friends  met  at  the  Common- 
wealth Club  in  Richmond  on  November 
28th  at  a dinner  in  honor  of  Dr.  Kenneth  D. 
Graves  of  Roanoke,  Virginia.  Dr.  Graves 
retired  as  Secretary  and  member  of  the  Board 
of  Medical  Examiners  on  June  30,  1960.  He 
was  appointed  to  the  Board  in  1947  after  the 
death  of  Dr.  J.  W.  Preston  and  was  elected 
to  the  office  of  Secretary-Treasurer  to  suc- 
ceed him. 

Kenneth  Graves  was  born  in  Davidson, 
North  Carolina,  where  his  father  was  Pro- 
fessor of  Romance  Languages  at  Davidson 
College.  Incidently,  Dr.  Graves’  father  was 
a student  under  Robert  E.  Lee  at  Washing- 
ton College  (later  Washington  and  Lee) . At 
the  age  of  six,  upon  the  death  of  his  father, 
he  and  his  widowed  mother  moved  to  Bed- 
ford, Virginia,  where  he  obtained  his  ele- 
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mentary  education.  After  completing  his 
studies  at  the  Southwestern  Presbyterian 
University,  he  was  graduated  from  the  Med- 
ical College  of  Virginia  in  1914.  From  1914 
to  1917  Dr.  Graves  served  as  the  Richmond 
City  Bacteriologist  under  Dr.  E.  C.  Levy. 

At  the  beginning  of  World  War  I,  he 
entered  the  United  States  Army  Medical 
Corps  and  served  with  distinction  at  Camp 
Wordsworth,  South  Carolina,  and  at  Base 
Hospital  5 3,  Langres,  France,  with  the  rank 
of  Captain. 

In  1919  he  began  the  practice  of  Internal 
Medicine  in  Roanoke,  Virginia.  He  was  mar- 
ried to  Margaret  Stringfellow  Burwell  of 
Roanoke,  Virginia.  This  happy  union  was 
blessed  with  two  daughters,  Mrs.  Brenton 
Smith  of  Philadelphia,  Pennsylvania,  and 
Mrs.  David  S.  McClung,  II  of  Salem,  Vir- 
ginia. 

In  spite  of  his  many  activities  relative  to 
an  active  medical  practice,  Dr.  Graves  found 
time  to  devote  to  his  family,  his  church,  his 
profession  and  medical  education  and  licen- 
sure in  Virginia. 

During  World  War  II  he  was  an  Examiner 
for  the  Selective  Service  and  Coordinator  for 
Medical  Examiners. 

His  many  personal  and  professional  hon- 
ors and  activities  testify  to  his  energy,  devo- 
tion and  sterling  character. 

He  was  the  Medical  Director  of  the  Roa- 
noke Red  Cross  from  1950  to  1953.  He  is  a 
member  and  past  President  of  the  Roanoke 
Academy  of  Medicine,  past  Vice-President  of 
the  American  Federation  of  State  Board  of 
Medical  Examiners;  member  of  The  Medical 
Society  of  Virginia,  the  American  Medical 
Association,  a Fellow  of  the  American  Col- 
lege of  Physicians  and  a diplomate  of  the 
American  Board  of  Internal  Medicine.  He 
is  also  a member  of  the  American  Academy 
of  Allergy  and  a Director  of  the  Roanoke 
Valley  Heart  Association.  Because  of  his 
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qualifications  and  active  practice,  he  enjoys 
the  privilege  of  the  staffs  of  the  hospitals  in 
Roanoke:  The  Lewis-Gale,  the  Jefferson,  the 
Roanoke  Memorial,  the  Berrell  Memorial  and 
the  Shenandoah.  He  is  assistant  surgeon  for 
the  Norfolk  and  Western  Railroad. 

Dr.  Graves  is  a Mason,  Kiwanian,  Elder 
in  the  Presbyterian  Church,  member  and 
past  President  of  the  Roanoke  Rose  Society 
and  a member  of  the  Shenandoah  Club  of 
Roanoke. 

Dr.  Graves’  great  love  and  devotion  has 
been  the  Virginia  State  Board  of  Medical 
Examiners.  For  thirteen  years  he  has  been 
its  most  efficient  Secretary  and  Treasurer. 
His  standards  of  high  ideals  of  medical  edu- 
cation and  his  cooperation  with  Virginia’s 
two  medical  schools  have  elevated  the  status 
of  medicine  in  Virginia  to  that  of  envy 
among  other  states.  Because  of  his  untiring 
efforts  and  attention  to  minute  details,  the 
Virginia  State  Board  of  Medical  Examiners 
and  the  Medical  Practice  Laws  of  Virginia 
are  today  of  the  highest  type.  Nationally,  his 
interest  and  efficiency  in  the  American  Fed- 
eration of  State  Boards  raised  him  to  the 
high  office  of  the  Vice  Presidency. 

His  interest  in  the  young  physicians  has 
been  paramount.  Pledged  to  the  responsi- 
bility to  the  people  of  Virginia,  the  Medical 
Laws  of  Virginia  and  the  young  medical  can- 
didates, Dr.  Graves’  enforcement  and  inter- 
pretation of  the  Medical  Practice  Laws  were 
fair  and  just.  His  gentle  and  kind  manner 
portrays  his  lovable  character. 

The  Virginia  State  Board  of  Medical  Ex- 
aminers and  the  Medical  Profession  are  most 
grateful  for  the  services  of  Kenneth  Graves. 

May  he  have  a long  and  happy  life  ahead, 
remembering  always  the  appreciation  of  the 
State  of  Virginia,  the  Board  of  Medical  Ex- 
aminers and  the  Medical  Profession  for  his 
unselfish  services  in  their  behalf. 

Dr.  Harry  J.  Warthen 

Has  been  elected  a Councilor  of  the  So- 


ciety of  Medical  Consultants  to  the  Armed 
Forces.  He  attended  its  fifteenth  annual 
meeting  at  the  Walter  Reed  Hospital  in 
Washington,  December  4-5. 

University  Hospital  Opened. 

The  new  six  and  a half  million  dollar  addi- 
tion to  the  University  of  Virginia  Hospital 
was  opened  in  December.  The  eight-story 
building  contains  276,000  square  feet  of 
space  and  will  provide  419  beds.  This  per- 
mits the  closing  down  of  all  wards  now  lo- 
cated in  the  old  original  hospital  buildings 
that  were  not  fireproof.  Wards  located  in 
the  Barringer  and  Davis  wings  will  be  main- 
tained in  operation,  giving  a total  bed  ca- 
pacity of  620.  Formal  dedication  of  the 
hospital  will  take  place  in  April  as  a part 
of  a three-day  ceremony  commemorating 
the  60th  anniversary. 

The  building  is  air-conditioned  through- 
out. Each  general  nursing  floor  has  facilities 
for  the  care  of  disturbed  patients,  isolation 
cases,  examination  and  treatment,  in  addi- 
tion to  the  required  service  elements.  A pe- 
diatric floor  and  maternity  floor  contain 
provisions  for  the  specialized  services  in- 
volved. The  surgical  suite  provides  twelve 
major  operating  rooms,  three  minor  operat- 
ing rooms,  five  induction  rooms,  and  a large 
postoperative  recovery  room.  Other  special 
services  include  a 50-bed  chest  surgical-diag- 
nostic unit  and  four  26-bed  chronic  disease 
nursing  units.  A 2-story  radiology  building 
contains  therapeutic  facilities  on  the  lower 
floor  and  diagnostic  facilities  on  the  upper 
floor. 

Leesburg  Street  Named  for  Doctor. 

A street  in  Leesburg  has  been  named  for 
one  of  the  town’s  best  known  and  beloved 
doctors — the  late  Dr.  John  Aldridge  Gibson. 
The  street  is  less  than  two  blocks  from  where 
he  lived  and  leads  to  the  Loudoun  Hospital, 
of  which  he  was  one  of  the  founders. 
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Infirmary  Named  for  Drs.  Ray. 

The  new  Randolph-Macon  College  In- 
firmary, now  under  construction  at  Ash- 
land, will  be  named  the  A.  Chambers  Ray 
Infirmary.  It  will  be  named  in  honor  of  the 
late  Drs.  A.  Chambers  Ray  and  A.  Chambers 
Ray,  Jr.,  who,  between  them,  served  the  col- 
lege for  more  than  half  a century  as  college 
physicians. 

New  Chairman  of  Radiology. 

Dr.  Richard  G.  Lester  will  assume  the  po- 
sition of  chairman  of  the  department  of 
radiology  at  the  Medical  College  of  Virginia 
On  April  1st.  He  will  succeed  Dr.  Fred- 
erick B.  Mandeville  who  will  continue  as 
professor  of  radiology.  Dr.  Lester  is  now  a 
member  of  the  staff  of  the  Minnesota  School 
of  Medicine. 


Doctors  Suite. 

Splendid  location  in  fastest  growing  com- 
munity in  suburban  Washington,  Hollin 
Hall  Village,  Fairfax  County,  Virginia.  Sur- 
rounded by  over  3,000  detached  homes, 
ranging  in  value  from  $18,000  to  $40,000, 
with  only  one  general  practitioner  in  the 
community,  who  recently  moved  from  this 
suite  to  larger  quarters.  Space  consists  of 
five  rooms,  including  reception  room  and 
all  necessary  space  for  practical  operation. 
Completely  heated  and  air  conditioned.  Call 
SOuth  5-5066,  Alexandria,  Virginia.  ( Adv .) 

Situation  Wanted. 

E.E.N.T.  man,  preceptorship  trained, 
good  refractionist,  desires  permanent  asso- 
ciation with  ophthalmologist  and/or  oto- 
laryngologist. Reply  to  #9  5 0,  care  The 
Virginia  Medical  Monthly,  4205  Dover 
Road,  Richmond  21,  Virginia.  {Adv.) 
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IN  EMOTIONALLY  PROJECTED 
SMOOTH-MUSCLE  SPASM... 

Prompt,  Profound 

Protect  ion...  at  both 
ends  of  the  vagus 

PRO-BANTHlNE® 
with  DARTAE 

Professional  reliance  on  the  therapeutic  profi- 
ciency of  Pro-Banthlne  in  functional  gastro- 
intestinal disorders  has  made  it  the  most  widely 
prescribed  anticholinergic. 

The  consistent  relief  of  emotional  tensions 
afforded  by  Dartal  makes  this  well-tolerated 
tranquilizer  a rational  choice  to  support  the 
antispasmodic  action  of  Pro-Banthlne  in  emo- 
tionally influenced  smooth-muscle  spasm. 

These  two  reliable  agents  combined  as  Pro- 
BanthTne  with  Dartal  consistently  control  both 
disturbed  mood  and  disordered  motility  when 
emotional  disturbances  project  themselves 
through  the  vagus  to  provoke  such  gastrointes- 
tinal dysfunctions  as  gastritis,  pylorospasm, 
peptic  ulcer,  spastic  colon  or  biliary  dyskinesia. 

USUAL  ADULT  DOSAGE: 

One  tablet  three  times  a day. 

supplied  as  aqua-colored,  compression-coated  tab- 
lets containing  15  mg.  of  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal  (brand  of 
thiopropazate  dihydrochloride). 


g. d. S EARLE  & co. 

Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 
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An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


Established  1916 

• Asheville,  North  Carolina 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital 

Roanoke,  Virginia 
Announces  to  the  Profession 


THIRTY-FOURTH  ANNUAL  SPRING  CONGRESS 

in 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 


April  3 through  April  8,  1961 

GUEST  SPEAKERS 


Rudolf  Aebli,  M.D New  York,  N.  Y. 

Ali.en  Barker,  M.D Roanoke,  Va. 

Windsor  S.  Davies,  M.D Detroit,  Mich. 

R.  M.  Fasanella,  M.D New  Haven,  Conn. 

Robert  L.  Goodale,  M.D Boston,  Mass. 

Thomas  R.  Hedges,  Jr.,  M.D. ..Philadelphia,  Pa. 

Chevalier  L.  Jackson,  M.D Philadelphia,  Pa. 

George  M.  Knauf,  Colonel,  USAF,  MC 

Patrick  Air  Force  Base,  Fla, 
Arthur  Linksz,  M.D New  York,  N.  Y. 


George  W.  Murgatroyd,  Jr.,  M.D. -Baltimore,  Md. 

Donald  F.  Proctor,  M.D Baltimore,  Md. 

James  E.  Purnell,  M.D New  York,  N.  Y. 

Bernard  Schwartz,  M.D Brooklyn,  N.  Y. 

Ben  H.  Senturia,  M.D St.  Louis,  Mo. 

Benjamin  H.  Shuster,  M.D.._Philadelphia,  Pa. 

Harold  Syrop,  D.D.S Richmond,  Va. 

Frederick  H.  Theodore,  M.D New  York,  N.  Y. 

William  P.  Tice,  M.D Roanoke,  Va. 

Henry  P.  Wagener,  M.D Rochester,  Minn. 


For  further  information  write: 

Superintendent,  P.  O.  Box  1789  Roanoke,  Virginia 
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Third  Dread*  •«  Nuralai 

MRS.  PLYLER’S 
NURSING  HOME 

KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 
1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 


Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with  ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  Hong  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-2483 
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ST.  LUKE  S HOSPITAL 

McGuire  clinic 

1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 


General  Surgery 


Obstetrics 


HUNTER  H.  McGUIRE,  m.d. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 
JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 


WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III,  M.D. 

Dental  Surgery 


W.  HUGHES  EVANS,  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS.  M.D. 


Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 


JOHN  BELL  WILLIAMS,  D.D.S. 
Urology 

CHAS.  M.  NELSON,  M.D. 
AUSTIN  I.  DODSON,  JR..  M.D. 


Radiology 

HENRY  S.  SPENCER,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 


Neurology 


Pediatrics 


RAYMOND  A.  ADAMS.  M.D.  HUBERT  T.  DOUGAN,  M.D. 

Treasurer:  RICHARD  J.  JONES.  BS.,  C.P.A. 


J.  H.  SCHERER,  M.D. 

JOHN  L.  THORNTON,  M.D. 


Anesthesiology 


ALL  ROOMS  AIR  CONDITIONED 

Free  Parking  for  Patrons 


HETH  OWEN,  JR.,  M.D. 
WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES.  M.D. 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield 
Dr.  George  S.  Fultz 


Dr.  Weir  M.  Tucker 
Dr.  Amelia  G.  Wood 
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RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital 
specially  constructed  for  the  treatment  of 
Eye,  Ear,  Nose  and  Throat  Diseases,  includ- 
ing Laryngeal  Surgery,  Bronchoscopy  and 
Plastic  Surgery  of  the  Nose. 

Professional  care  offered  a limited  num- 
ber of  charity  patients. 


ADDRESS:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 


" ......  « Understanding  Care  « — 

Your  Patients  Get  the  Skilled  Care  They  Deserve 


Health  Approved  Intermediate  Care Inspection  Invited 

AGED  • TERMINAL  CASES  • CHRONICALLY  ILL 


• Round  the  Clock  Skilled  Care  Dlal  • 67  Simmons  Hospital  Bed  Capacity 

• Highest  Ethical  Operating  Standards  • Automatic  Litter-Size  Elevator 

• R.N.  Supervision  and  M.C.V.  Extern  MIlton  3-2777  • Rates  Start  From  $60  Weekly 

• Trained  Dietitian  • Male  Orderlies  * Private  and  Multiple  Rooms — toilets 


Bernard  Maslan 
Administrator 


Terrace  Hill  Nursing  Home 


Inc. 

Cnvi  mI.  I /,  >.  ^ A 4-  rv»  n ^ ^ C\/r4fl  rvs  Cm 


2112  Monteiro  Ave. 
Richmond  22,  Va. 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  1955  H.  N.  Alford,  Atlanta,  Go. 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 
W.  L.  Mason,  M.D. 

J.  Warren  Montague,  M.D. 
Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

J.  Edward  Hill,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 
Pathology: 

James  B.  Roberts,  M.D. 
Physiotherapy: 

Miss  Etheleen  Dalton 
Director: 

Charles  C.  Hough 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

0X0 

‘Sk' 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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ST.  ELIZABETH’S  HOSPITAL 


RICHMOND  20,  VIRGINIA 
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THE  ORIGINAL  potassium  phenethicillin 


SYNCILLIN 

(phenoxyethyl  penicillin  potassium) 

A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital : 

Syncillin  Tablets  — 250  mg.  (400,000  units) . . . Syncillin  Tablets  — 125  mg.  (200,000  units) 

Syncillin  for  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 

Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

Complete  information  on  indications,  dosage  and  precautions  is  included  in  the  circular  accompanying  each  package. 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  Y0RK( 


More  than  keeping  abreast . . . keeping  ahead! 


“AM  A 


14th  Clinical  Meeting 

Washington,  D.C. 

Registration  and  Exhibits 
National  Guard  Armory 
November  28,  29,  30,  December  1 

Use  any  means  but  by  aj]  means  attend  this 
session— an  informative  cross-section  of 
medicine  for  aM  physicians. 


/ 


☆ OVER  100  SCIENTIFIC  PAPERS 

☆ OVER  100  SCIENTIFIC  EXHIBITS 

☆ OUTSTANDING  SYMPOSIA  & PANELS 

• Coronary  Artery  Disease 

• Clinical  Nutrition 

• Panel  on  Nodules 

• Panel  on  Antibiotics  and  Steroids 


See  October  1 and  October  22  JAMA  for  hotel  and  meeting 
registration  forms.  . .Complete  scientific  program  of 
Clinical  Meeting  appears  in  October  22  JAMA 


AMERICAN  MEDICAL  ASSOCIATION 


535  North  Dearborn  Street,  Chicago  10,  Illinois 
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rheumatic  patient... 


smm 


For  the  patient 
who  requires  steroids 

PABALATE®-HC 

(PABALATE  WITH  HYDROCORTISONE) 

Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 


effective  relief  and  rehabilitation 


For  the  patient  who  does  not  require  steroids 

PABALATE  ® or  for  the  patient 

Reciprocally  acting  nonster-  who  should  avoid  sodium 

oid  antirheumatics  . . . more  PA  BA  LATE® -Sodium  Free 


effective  than  salicylate  alone. 

In  each  enteric-coated  tablet: 

Sodium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

Sodium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


Pabalate,  with  sodium  salts 

replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


PABALATFUS  pabalate-hc 


'or  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
i.  H.  ROBINS  CO..  INC..  RICHMOND  20.  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


Bone  section:  erosion 
and  purulent  exudate 


Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 
in  this  as  in  a wide  variety 
of  bacterial  diseases. 

Supplied:  Capsules,  each 
containing  Panmycin* 

Phosphate  (tetracycline 
phosphate  complex ) , 
equivalent  to  250  mg. 
tetracycline  hydrochloride, 
and  125  mg.  Albamycin,* 
as  novobiocin  sodium,  in 
bottles  of  16  and  100. 

'Trademark,  Reg.  U.  S.  Pat.  Off. 


The  Up|ohn  Company 
Kalamazoo,  Michigan 


Upjohn 


Panalba 


your  broad -spectrum 
antibiotic  of  first  resort 


* 


A U.  S.  Senator  recently  said,  “In  investi- 
gating the  pharmaceutical  industry,  we  are 
investigating  and  inquiring  into  an  industry 
that  has  won  and  which  deserves  public  ap- 
proval and  confidence ...  It  has  been  my 
judgment  that  the  hearings  to  which  I have 
referred,  so  far  have  been  prejudiced  and  dis- 
torted.” To  paraphrase  a political  saying... 

) 

Let’s  Look  At  The  Record 
On  Drug  Prices 

In  relation  to  “real  income,”  drug  prices  have  actually  de- 
clined in  recent  years.  At  prevailing  wages  in  1929,  it  took 
91  minutes  of  working  time  to  pay  for  the  average  pre- 
scription. Only  86  minutes  of  labor  paid  for  the  average 
prescription  in  1958.  As  one  economist  put  it,  “If  the  retail 
prices  of  drugs  had  risen  as  much  as  the  consumer  price 
index  since  1939,  it  would  cost  the  consumer  at  least  an 
additional  one  billion  dollars  to  buy  the  drug  preparations 
now  consumed.”  He  goes  on  to  compare  the  $19.02  per 
capita  drug  expenditure  in  1958  with  the  $37.19  spent  on 
tobacco  products  and  $53.72  for  alcoholic  beverages. •When 
your  patients  inquire  about  the  cost  of  medication,  perhaps 
these  facts  will  be  helpful  in  explaining  that  today’s  pre- 
scription, averaging  about  $3.00,  is  a relatively  modest 

This  message  is  brought  to  you  in  behalf  of  the  pro- 
ducers of  prescription  drugs.  For  additional  infor- 
mation, please  write  Pharmaceutical  Manufacturers 
Association,  1411  K Street,  N.W .,  Washington  5,D.C. 


investment  in  better 
health  and  a longer, 
more  productive  life. 
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more  and  more  physicians  are  prescribing  this  triple  sulfa 


TERFONYL 

Squibb  Triple  Sulfas  (Trlsulfapyrlmldlnes) 


Clinical  experience  continues  to  prove  that 
TERFONYL  provides  many  special  advantages 
fundamental  to  successful  antibacterial  therapy. 


. specificity  for  a wide  range  of  organisms,  superinfection  rarely 
encountered  soluble  in  urine  through  entire  physiologic  pH  range 
. minimal  disturbance  of  intestinal  flora,  excellent  diffusion  through- 
out tissues  readily  crosses  blood -brain  barrier,  sustained 
therapeutic  blood  levels  . extremely  low  incidence  of  sensitization 

SUPPLY:  Tablets,  0.5  gm.  • Suspension,  raspberry  flavored,  0.5  gm.  per  teaspoonful  (5cc.). 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 

'TERFONYL*®  IS  A SQUIBB  TRAOEMAftK 
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Doctor . . . • • • $10,000 

•What  would  paying  a bill  like  this* 
do  to  your  personal  finances? 


•And  what  about  additional  bills  for  your 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient  ? 


—AS  A PRACTICING  PHYSICIAN  ...  

. . . knowing  that  today's  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  "catastrophic” 
hospital-nurse  insurance  for  yourself  and  your  family’s 
assured  protection. 

PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 

You  have  a choice  of  3 deductible  amounts,  assuring 
the  'right'  protection  at  the  'right'  cost  for  YOU! 

And,  unlike  most  similar  plans,  premiums  do  NOT 
increase  as  you  become  older. 


r- AS  A PRACTICAL  BUSINESSMAN  . . . — 

. . . knowing  that  today  it  costs  BIG  money  to  operate 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  'on  duty’  — it’s  only  good  business  to  obtain 
Overhead  Expense  protection. 

PLAN  2 

Professional  Overhead  Expense 

PAYS  covered  Office  Expenses  — Rent,  Employees’ 
Salaries,  Heat,  etc.  — when  you  are  continuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you,  and  can  continue 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 

You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 


APPROVED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


UNDERWRITTEN  BY  AMERICAN  CASUALTY  CO.  READING,  PA. 

DAVID  A.  DYER,  Administrator 

Medical  Arts  Building  Roanoke,  Virginia 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro- 
tection for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  an 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 

HYCOMINE 

Syrup 

THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  / antihistamine 
decongestant  / expectorant 


m relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 
Hycodan® 

Dihydrocodeinone  Bitartrate  . . 5 mg.T 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mgj 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate  85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals  and  at 
bedtime.  May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


•U.S.  Pat.  2.630,400 


for  acute 


effective  control  of  pathogens.. .with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  Syracuse,  new  york 

Div.  of  Bristol-Myers  Co. 


SUPPLY:  TETREX  Capsules -tetracycline  phosphate 
complex -each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup -tetracycline  (ammonium  polyphosphate 
buffered)  syrup -equivalent  to  125  mg.  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 fl.  oz.  and  1 pint. 
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1V&  Grs.  Ea. 
FLAVORED 


Living  up  to 
a family  tradition 

There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- U/4  grain  flavored 
tablets-Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children's 
Greater  Protection 


THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG  INC.,  1450  BROADWAY,  NEW  YORK  18.  N.  Y. 
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In  over  five  years 

Proven 

in  more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 


Outstandingly  Safe 


1 

2 

3 

4 

5 


simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

does  not  produce  ataxia,  change  in  appetite  or  libido 

does  not  produce  depression.  Parkinson  like  symptoms, 
jaundice  or  agranulocytosis 

does  not  impair  mental  efficiency  or  normal  behavior 


Miltown 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets.  200  mg.  sugar-coated  tablets. 

Also  as  Mri’KOTABs*  — 400  mg.  unmarked,  coated  tablets;  and 
as  mf.i’ROSpan®—  400  mg.  and  200  mg.  continuous  release  capsules. 

WALLACE  LABORATORIES  / Cranbury,  N.J. 


of  clinical  use 


. . . for  the  tense  and  nervous  patient 

Despite  the  introduction  in  recent  years  of  “new  and  different’’  tranquil- 
izers, Miltown  continues,  quietly  and  steadfastly,  to  gain  in  acceptance. 
Meprobamate  (Miltown)  is  prescribed  by  the  medical  profession  more  than 
any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a known  drug.  Its  few  side 
effects  have  been  fully  reported.  There  are  no  surprises  in  store  for  either 
the  patient  or  the  physician. 


NEW  analgesic 


For  neuralgias,  dysmenorrhea,  upper  respiratory 
distress,  postsurgical  conditions ...  new  compound 
kills  pain,  stops  tension,  reduces  fever— gives  more 
complete  relief  than  other  analgesics. 


Soma  Compound  is  an  entirely  new,  totally  dif- 
ferent analgesic  combination  that  contains  three 
drugs.  First,  Soma:  a new  type  of  analgesic  that 
has  proved  to  be  highly  effective  in  relieving 
both  pain  and  tension.*  Second,  phenacetin: 
a “standard"  analgesic  and  antipyretic.  Third, 


caffeine:  a safe,  mild  stimulant  for  elevation  of 
mood.  As  a result,  the  patient  gets  more  complete 
relief  than  he  does  with  other  analgesics. 

Soma  Compound  is  nonnarcotic  and  nonad- 
dicting. It  reduces  pain  perception  without  im- 
pairing the  natural  defense  reflexes.* 


NEW  NONNARCOTIC  ANALGESIC 


Composition:  Soma  (carisoprodol),  200  mg.; 
phenacetin,  160  mg.;  caffeine,  32  mg. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  apricot-colored, 
scored  tablets. 


NEW  FOR  MORE  SEVERE  PAIN 

soma  j ompound  codeine 

BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Compound  boosts 
the  effectiveness  of  codeine.  Therefore,  only  XA  grain  of  codeine  phosphate 
is  supplied  to  relieve  the  more  severe  pain  that  usually  requires  Vi  grain. 

Composition:  Same  as  Soma  Compound  plus  V4  grain  codeine  phosphate. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  white,  lozenge-shaped  tablets;  subject  to  Federal  Narcotics  Regulations. 


\?/ WALL  ACE  LABORATORIES  • Cranbury,  N.  J. 


* References  available  on  request. 


...the  proof  of  the  Patrician “200” 
is  in  the  radiograph! 


When  you  choose  x-ray  for  private  practice,  look 

at  performance  as  well  as  the  price  tag.  “Econ- 
omy” that  is  gained  by  short-cuts  in  table 
design  or  a reduction  in  power  may  mean  slow 
exposures,  blurred  radiographs  and  repeated 
retakes.  General  Electric’s  Patrician  “200” 
combination  is  designed  with  adequate  power 
for  private  practice  — a full  200  ma  to  stop 
anatomical  movement  sharply  and  clearly. 
Many  other  features  found  in  larger  installa- 
tions are  engineered  into  the  Patrician:  81" 
table,  independent  tubestand,  shutter  limiting 
and  automatic  tube  protection,  to  name  just 


a few.  And,  considering  its  uncompromising 
G-E  quality,  this  Patrician  “package”  is  re- 
markably low  priced. 

Rent  the  Patrician  through  the  G-E  Maxi- 
service® plan  that  provides  the  complete  in- 
stallation, including  maintenance,  parts,  tubes, 
insurance,  local  taxes  — everything  in  one 
monthly  fee.  Get  details  from  your  G-E  x-ray 
representative  listed  below. 


Progress  Is  Our  Most  Important  Product 

GENERAL  HI  ELECTRIC 


DIRECT  FACTORY  BRANCHES 


BALTIMORE 

3012  Greenmount  Ave.  • HOpkins  7-5340 
NORFOLK 

218  Flatiron  Bldg.  • MAdison  5-0561 
RICHMOND 

3425  W.  Leigh  St.  • ELgin  9-5059 


ROANOKE 

515  Norfolk  Ave.,  S.W.  • Diamond  3-6209 

WASHINGTON,  D.  C. 

Silver  Spring,  Md„  8710  Georgia  Ave.,  N.W. 
JUniper  9-4355 
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to  more  completely  control  the 

*7^ 

symptoms  of  the  common  cold 

Bontramal-CP 

For  your  patients  suffering  from  colds,  respiratory  disorders  and  allergic  states,  you  will 
find  CONTRAMAL-CP  an  orally  effective  DECONGESTANT,  ANALGESIC,  ANTIPYRE- 
TIC and  ANTIHISTAMINIC.  The  inclusion  of  Tristamine*  and  Phenylephrine  Hydrochlo- 
ride with  the  basic  CONTRAMAL  formula  is  designed  to  provide  . . . MORE  complete 
control  of  the  common  cold! 

* Tristamine. ..(triple- Antihistamines) 
by  Physicians  Products  Company 
contains  Chlorpheniramine  Maleate 

1.25  mg.,  Phenyltoloxamine  Citrate 

6.25  mg.,  and  Pyrilamine  Maleate 
12.5  mg. 


CONTRAMAL-CP  . . 

.each 

orange  capsule  contains: 

Acetyl-p-aminophenol 

325  mg. 

Salicylamide 

225  mg. 

Caffeine 

30  mg. 

Phenylephrine  Hydrochloride 

1 0 mg. 

Homatropine  Methylbromide 

2.5  mg. 

T ristamine* 

20  mg. 

Supplied — bottles  100  and  1000  capsules 

acetylsalicylic  acid  (300  mg.)  and  chlormezanone  (50  mg.) 


prut 

JL  Tablets 


a broad  spectrum 
non-narcotic  analgesic 


Trancoprin,  a new  analgesic,  not  only  raises  the  pain  perception  threshold 
but,  through  its  chlormezanone  component,  also  relaxes  skeletal  muscle  spasm1'6 
and  quiets  the  psyche.2,3'5,7 

The  effectiveness  of  Trancoprin  has  been  demonstrated  clinically8  in  a 
number  of  patients  with  a wide  variety  of  painful  disorders  ranging  from 
headache,  dysmenorrhea  and  lumbago  to  arthritis  and  sciatica.  In  a series  of 
862  patients,8  Trancoprin  brought  excellent  or  good  relief  of  pain  to  88  per  cent 
of  the  group.  In  another  series,9  Trancoprin  was  administered  in  an  industrial 
dispensary  to  61  patients  with  headache,  bursitis,  neuritis  or  arthritis.  The 
excellent  results  obtained  prompted  the  prediction  that  Trancoprin  “. . . will 
prove  a valuable  and  safe  drug  for  the  industrial  physician.”9 

Exceptionally  Safe 

No  serious  side  effects  have  been  encountered  with  Trancoprin.  Of  923 
patients  treated  with  Trancoprin,  only  22  (2.4  per  cent)  experienced  any  side 
effects.8,9  In  every  instance,  these  reactions,  which  included  temporary  gastric 
distress,  weakness  or  sedation,  were  mild  and  easily  reversed. 

Indications 

Trancoprin  is  recommended  for  more  comprehensive  control  of  the  pain 
complex  (pain ->*  tension —>  spasm)  in  those  disorders  in  which  tension  and 
spasm  are  complicating  factors,  such  as:  headaches,  including  tension  head- 
aches / premenstrual  tension  and  dysmenorrhea  / low  back  pain,  sciatica, 
lumbago  / musculoskeletal  pain  associated  with  strains  or  sprains,  myositis, 
fibrositis,  bursitis,  trauma,  disc  syndrome  and  myalgia  / arthritis  (rheumatoid 
or  hypertrophic)  / torticollis  / neuralgia. 


The  usual  adult  dosage  is  2 Trancoprin  tablets  three  or  four  times  daily. 


daily.  Trancoprin  is  so  well  tolerated  that  it  may  be  taken  on  an  empty  stomach 
for  quickest  effect.  The  relief  of  symptoms  is  apparent  in  from  fifteen  to  thirty 
minutes  after  administration  and  may  last  up  to  six  hours  or  longer. 

How  Supplied 

Each  Trancoprin  tablet  contains  300  mg.  (5  grains)  of  acetylsalicylic  acid 
and  50  mg.  of  chlormezanone  [Trancopal-’  brand].  Bottles  of  100  and  1000. 


References:  1.  DeNyse.  D.  L.:  M.  Times  87:1512,  Nov.,  1959.  2.  Ganz,  S.  E.:  J.  Indiana  M.  A.  52:1134,  July,  1959. 
3.  Gruenberg,  Friedrich:  Current  Therap.  Res.  2:1,  Jan.,  1960.  4.  Kearney,  K.  D.:  Current  Therap.  Res.  2:127,  April, 
1960.  5.  Lichtman,  A.  L.:  Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958.  6.  Mullin,  W.  G.,  and  Epifano,  Leonard:  Am. 
Pract.  & Digest  Treat.  10:1743,  Oct.,  1959.  7.  Shanaphy,  J.  F.:  Current  Therap.  Res.  1:59,  Oct.,  1959.  8.  Collective 
Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  9.  Hergesheimer,  L.  H.:  An  evaluation  of  a muscle 
relaxant  (Trancopal)  alone  and  with  aspirin  (Trancoprin)  in  an  industrial  medical  practice,  to  be  submitted. 


Dosage 


The  dosage  for  children  from  5 to  12  years  of  age  is  1 tablet  three  or  four  times 


Tablets  / non-narcotic  analgesic 


LABORATORIES , New  York  18,  N.  Y. 


Trancoprin  and  Trancopal  (brand  of  chlormezanone)  trademarks  re g.  U.S.  Pat.  Off. 
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• Air-conditioned  Suites  to  your  specifications 

• Close  to  hospitals  and  high  population 

• Specialists  desired  for  complete  group 
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It's  your  professional  privilege 
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Give  to 

medical  education 
through.  AMEF 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


Of  special 
significance 
to  the 
physician 
is  the  symbol 


When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally 
standardised,  and  therefore  of 
unvarying  activity  and  quality. 


When  the  physician  writes  “DR” 
(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient; 

Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 


Clinical  samples  sent  to  physicians  on  request 


Davies,  Rose  &.  Company,  Limited 
Boston  18,  Mass. 
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WHEN  ORAL  PENICILLIN  THERAPY 
IS  INDICATED 


x^K-CILLIN 


K-CILLIN-500 

for  SYRUP 

Composition:  Crystalline  Penicillin  G Potassium 
powder,  buffered  with  Sodium  Citrate.  When  dis- 
pensed, add  39  cc.  water.  Resulting  red  solution 
will  contain  500,000  units  Penicillin  G Potassium 
in  each  teaspoonful  (5cc.).  Solution  will  keep  one 
week  under  refrigeration.  Dry  powder  dated. 

Dosage:  One  teaspoonful  every  six  hours.  NOT 
FOR  INJECTION.  Caution:  Federal  law  prohibits 
dispensing  without  prescription. 

Supplied:  60  cc.  Bottles. 

References:  Drugs,  Their  Nature,  Action  and  Use; 

H.  Beckman,  M.D..  1958;  Pg.  502,  504,  505. 

LITERATURE  and  CATALOG 
ON  REQUEST 


K-CILLIN-500 

TABLETS 

Composition:  Compressed  tablets  of  Penicillin  G 
Potassium,  buffered  with  Calcium  Carbonate.  Each 
tablet  contains  500,000  units  of  crystalline  Peni- 
cillin G Potassium. 

Uses:  In  mild  or  moderately  severe  Gram-posi- 
tive infections  except  penicillin-resistant  sta- 
phylococcic infections.  Usually  well  tolerated 
with  few  if  any  side  effects. 

Dosage:  One  tablet  every  four  to  six  hours. 
Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Supplied:  Bottles  of  100  and  1000. 

Also  Available  K-CILLIN  250  — As  above  except 
each  tablet  contains  250,000  units  crystalline 
Penicillin  G Potassium. 

References:  Drugs  of  Choice:  W.  Modell,  M.D., 
1959;  Pg.  131,  132. 
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AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


A urine  culture  is  absolutely  essential  in  the  diabetic  suspected  of  having  a urinary  tract  infec- 
tion since  such  infection  is  not  always  accompanied  by  pyuria.  It  is  also  essential  to  keep  the 
urine  free  from  sugar— as  shown  by  frequent  urine-sugar  tests— for  successful  therapy. 

Source:  Harrison,  T.  R.,  el  al.:  Principles  of  Internal  Medicine,  ed.  3,  New  York,  McGraw-Hill  Book  Co.,  1958,  p.  620. 


the  most  effective  method  of  routine  testing  for  glycosuria . . . 

color-calibrated 

linitest 

Reagent  Tablets 

the  standardized  urine-sugar  test  for  reliable  quantitative  estimations 

Urinary  tract  infections  are  about  four  times  more  frequent  in  the  diabetic  than  in 
the  non-diabetic.  The  prevention  and  treatment  of  urinary  tract  infections,  as  well  as 
the  avoidance  of  other  complications  of  diabetes,  are  significantly  more  effective  in  the 
well-controlled  diabetic.  The  patient  should  be  impressed  repeatedly  with  the  importance 
of  continued  daily  urine-sugar  testing— especially  during  intercurrent  illness— and  warned 
of  the  consequences  of  relaxed  vigilance. 

“lirinC-SUgar  profile”  With  the  new  Graphic  Analysis  Record  included  in 
Urine-Sugar  Analysis  Set  (and  in  the  tablet  refills),  daily  urine-sugar  readings  may 
form  a graphic  portrayal  of  glucose  excretion  most  useful  in  clinical  control. 

• motivates  patient  cooperation  through  everyday  use  of  Analysis  Record 

• reveals  at  a glance  day-to-day  trends  and  degree  of  control 

• provides  a standardized  color  scale  with  a complete  range  in  the  familiar  blue-to 
orange  spectrum 

guard  against  ketoacidosis  ADDED  SAFETY  FOR  DIABETIC  CHILDREN 

...test  for  ketonuria  ACETEST®  KETOSTIX® 

for  patient  and  physician  use  Reagent  Tablets  Reagent  Strips 


the  Clinitest 
be  recorded  to 
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CONTROL  WHEN  IT 
IS  VITALLY  NEEDED: 
THORAZINE®  INJECTION 

brand  of  chlorpromazine 

‘Thorazine’  can  rapidly  control  the  severely 
agitated  patient,  preventing  him  from  harming 
himself  or  those  around  him.  Usually,  his 
belligerence,  hostility  and  excitement  are  re- 
placed by  rational,  docile  behavior,  and  he 
becomes  receptive  to  guidance  and  counselling. 

‘Thorazine’  is  so  effective  in  agitation  because 
it  provides  an  intense  tranquilizing  effect,  for 
control  of  both  emotional  and  physical  hyper- 
activity; and  a transitory  soporific  effect,  for 
added  initial  control  of  physical  hyperactivity^ 
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sustains 

retains 


extra 

antibiotic 

activity 


attains  activity 
levels  promptly 


Dec 

sustains  activity 
levels  evenly 


DECLOMYCIN  Demethylchlortetracycline  attains  — 
usually  within  two  hours— blood  levels  more  than  ade- 
quate to  suppress  susceptible  pathogens -on  daily 
dosages  substantially  lower  than  those  required  to 
elicit  antibiotic  activity  of  comparable  intensity  with 
other  tetracyclines.  The  average,  effective,  adult 
daily  dose  of  other  tetracyclines  is  1 Gm.  With 
DECLOMYCIN,  it  is  only  600  mg. 


DECLOMYCIN  Demethylchlortetracycline  sustais 
through  the  entire  therapeutic  course,  the  high  acv 
ity  levels  needed  to  control  the  primary  infection  cij 
to  check  secondary  infection  at  the  original  — or« 
another-site.  This  combined  action  is  usually  si 
tained  without  the  pronounced  hour-to-hour,  doseo 
dose,  peak-and-valley  fluctuations  which  chaic 
terize  other  tetracyclines. 


DECLOMYCIN -SUSTAINED  ACTIVITY  LEVELS 


OTHER  TETRACYCLINES-PEAKS  AND  VALLEYS 


PROTECTION  AGAINST  PROBLEM  PATHOGENS 


LOMYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 


f tains  activity 
bvels  24-48  hrs. 


LCLOMYCIN  Demethylchlortetracycline  retains  ac- 
tity  levels  up  to  48  hours  after  the  last  dose  is 
| en.  At  least  a full,  extra  day  of  positive  action  may 
t js  be  confidently  expected.  The  average,  daily  adult 
[sage  for  the  average  infection -1  capsule  q.i.d.— 
i the  same  as  with  other  tetracyclines... but  total 
:sage  is  lower  and  duration  of  action  is  longer. 


CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage: 
Average  infections— 1 capsule  four  times  daily.  Severe 
infections-lnitial  dose  of  2 capsules,  then  1 capsule 
every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3  to 
6 mg.)  per  pound  body  weight  per  day— divided  into 
4 doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored), 
bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg.  per 
pound  body  weight  per  day  — divided  into  4 doses. 

PRECAUTIONS  — As  with  other  antibiotics,  DECLOMYCIN  may 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to 
sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN. 
Although  reversible  by  discontinuing  therapy,  patients  should 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with 
DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should 
be  kept  under  constant  observation. 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


PROTECTION  AGAINST  RECURRENCE 


VIRGINIA  MEDICAL  MONTHLY 


(Founded  by  Landon  B.  Edwards.  M.  D..  April  1874) 

PUBLISHED  MONTHLY  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 

4205  DOVER  ROAD,  RICHMOND  21,  VIRGINIA 


EDITORIAL  BOARD 

TABLE  OF  CONTENTS 

Harry  J.  Warthen,  M.D. 

GUEST  EDITORIAL 

Chairman  and  Editor 

House  Staff  Recruiting  and  Hospital  Standards — 
Thomas  N.  P.  Johns,  M.D. 

63 

Robert  E.  Mitchell,  Jr.,  M.D. 

ORIGINAL  ARTICLES 

Ennion  S.  Williams,  M.D. 

Problems  Arising  in  the  Medico-Legal  Investigation  of 
Deaths — Robert  A.  Morton,  M.D. 

66 

Lewis  H.  Bosher,  Jr.,  M.D. 

Acceleration  Therapy  of  Recurrent  Depressions — 
Edwin  Dunlop,  M.D. 

72 

William  H.  Muller,  Jr.,  M.D. 

Diabetes  Mellitus — Alfred  L.  Wolfe,  M.D. 

75 

Hugh  H.  Trout,  Jr.,  M.D. 

The  Case  Against  Cholesterol  in  Atherogenesis — 
Martel  J.  Dailev,  M.D. 

86 

Simon  Russi,  M.D. 
C.  V.  Cimmino,  M.D. 

Keratoplasty — 

Ronald  B.  Harris,  M.D.,  and  Elbyrne  G.  Gill,  M.D 

90 

Julian  R.  Beckwith,  M.D. 

Kartagener’s  Svndrome — R.  N.  deNiord,  M.D. 

99 

ALCOHOLISM 

Charles  E.  Davis,  Jr.,  M.D. 

Office  Treatment  of  the  Alcoholic 

102 

MENTAL  HEALTH 

Social  Service  Responsibilities  in  a State  Hospital 

105 

PRE-PAII)  MEDICAL  CARE 

Medicine  and  Blue  Shield 

111 

E.  Spencer  Watkins 
Managing  Editor 
4205  Dover  Road 

PUBLIC  HEALTH 

Svlvatic  Rabies  Control  in  Virginia 

113 

Richmond  21,  Virginia 

EDITORIAL 

War  on  Staphylococcus 

116 

Annual  Subscription — $2.00 
Single  Copies — 254 

NEWS  NOTES  __ 

120 

OBITUARIES  _ _ 

121 

The  Monthly  is  not  responsible  for  the  opinions  and  statements  of  its  contributors. 
All  advertisements  are  accepted  subject  to  the  approval  of  the  Editorial  Board. 


INDEX  TO  ADVERTISERS— Page  64 


Second  Class  Postage  paid  at  Richmond,  Virginia 

4 


Virginia  Medical  Monthly 


In 

intestinal 
grippe 


diarrhea 


v*  Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
^ Soothes  inflamed  mucosa 
/>  Provides  intestinal  antisepsis 


FORMULA:  Eachl5  cc.  (tablespoon)  contains: 


Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F 225  mg. 

Kaolin  3 Gm. 

Opium  tincture  U.S.P.  ..  0.08  cc. 


(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  Vz  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


TRADEMARK 


EFFECTIVE  ANTIDIARRHEAL 


SUPPLIED:  Bottles  of  16  fl.  oz.  (raspberry  flavor,  pink  color) 
Exempt  Narcotic.  Available  on  Prescription  Only. 
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When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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SYRUP  OF  CHLORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 

lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
chloral-hydrate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 

JONES  and  VAUGHAN,  Inc. 


RICHMOND  26,  VA. 


Bed  of  Digitalis  purpurea 
with  Campanula  (Canterbury  Bells  in  foreground 


Not  far  from  here  are  manufactured 
from  the  powdered  leaf 
Pit  Digitalis  (Davies,  Rose) 

0.1  Gram  (IV2  grains)  or  1 U.S.P.  Digitalis  Unit. 
They  are  physiologically  standardized, 
with  an  expiration  date  on  each  package. 
Being  Digitalis  in  its  completeness, 
this  preparation  comprises  the 
entire  therapeutic  value  of  the  drug. 

It  provides  the  physician  with  a safe  and  effective 
means  of  digitalizing  the  cardiac  patient 
and  of  maintaining  the  necessary  saturation. 
Security  lies  in  prescribing  the 
“original  bottle  of  35  pills,  Davies,  Rose.” 


Clinical  samples  and  literature  sent  to  physicians  on  request 


Boston  18,  Mass. 
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Beckman  — Pharmacology 

The  Nati/re,  Action  and  Use  of  Drugs 

New  (2nd)  Edition!  The  physician  in  practice 
who  wants  completely  up-to-date  coverage  of  drug 
therapy  will  find  this  volume  tailor-made  to  his 
needs.  It  represents  a thorough,  sweeping  revision 
of  a popular  textbook.  The  latest  advances  in  phar- 
macology— tranquilizers,  antibiotics,  chlorothiazide 
analogues,  etc.— have  been  skillfully  incorporated  to 
fully  update  the  successful  format  of  the  first  edi- 
tion. Drugs  are  classified  in  logical  physiologic  units 
by  their  action  on  the  body  rather  than  their  effect 
on  disease.  You’ll  find  drugs  that  stimulate  or  de- 
press Muscle— drugs  relating  to  Blood— drugs 
affecting  the  Central  Nervous  System  — drugs  affect- 
ing Vision.  This  revision  is  based  on  suggestions 
from  authorities  the  world  over.  Almost  every  page 
evidences  significant  changes  and  additions. 

By  Harry  Beckman,  M.D.,  Chairman,  Departments  of  Pharmacol- 
ogy, Marquette  University  Schools  of  Medicine  and  Dentistry;  Con- 
sulting Physician,  Milwaukee  County  General  Hospital  and  Columbia 
Hospital;  Editor,  Year  Book  of  Drug  Therapy.  About  815  pages, 
7"xl0",  with  about  150  illustrations.  About  SI 6.50. 

New  (2nd)  Edition  — J ust  Ready! 

Edwards -An  Atlas  of 
Acquired  Diseases  of  the 
Heart  and  Great  Vessels 

New!  Any  physician  who  is  at  any  time  concerned 
with  heart  disease  will  find  this  3-volume  atlas  in- 
valuable. It  represents  the  most  complete  and  mean- 
ingful presentation  ever  issued  of  structural  changes 
involved  in  acquired  heart  disease.  It  clearly  sets 
forth  the  manner  in  which  these  morphologic  alter- 
ations influence  function.  For  each  disorder,  Dr. 
Edwards  discusses  first  the  anatomy  of  the  part  or 
region  involved.  He  then  covers  both  major  and  less 
common  lesions— aided  by  brilliantly  clear  illustra- 
tions of  gross  anatomy  and  histologic  changes.  For 
major  disease  entities  he  pictures  the  anatomical 
representation  of  functional  derangements;  carefully 
describes  differential  diagnosis,  clinical  features,  and 
complications. 

Volume  I.  Diseases  of  the  Valves  and  Pericardium 
Volume  II.  Coronary  Artery  Disease  and  Hypertension 
Volume  III.  The  Great  Vessels 

By  JESSE  E.  Edwards,  M.D.,  Consultant,  Section  of  Pathologic 
Anatomy,  Mayo  Clinic,  and  Professor  of  Pathology,  Mayo  Founda- 
tion, Graduate  School,  University  of  Minnesota,  Rochester.  3 vol- 
umes, totaling  about  1450  pages,  8"xlli4",  with  2333  illustrations. 
About  $65.00.  New  — Ready  in  March ! 


1961 

Current  Therapy 

Here  are  the  surest,  most  effective  treatments 
known  to  medical  science  today  for  every  dis- 
ease you  are  likely  to  encounter.  New  and  im- 
portant changes  in  treatment  for  hundreds  of 
disease  are  detailed  — diseases  you  may  well  be 
||  called  on  to  treat  within  the  year.  Each  is  writ- 
ten specifically  for  1961  Current  Therapy  by  an 
authority  who  is  using  it  today. 

This  volume  represents  an  extensive  revision. 
||  Over  80%  of  the  articles  are  changed  in  a sig- 
I;  nificant  manner.  New  subjects  include:  cardiac 
if;  arrest;  the  chronic  leukemias;  pseudomembran- 
jg;  ous  enterocolitis;  varicosities  in  pregnancy;  and 
poison  control  centers  in  U.S.  and  Canada. 

||  Among  the  248  completely  rewritten  articles  are: 
The  Common  Cold  — Diphtheria  — Mumps -Polio- 
myelitis—Rheumatic  Fever — Congestive  Heart 
Failure  — Hypertension  — Acute  Myocardial  Infarc- 
tion-Regional Enteritis— Tumors  of  the  Stomach 
— Diabetes  Mellitus  in  Adults  — Allergy  in  Chil- 
;|;  dren —Occupational  Dermatoses  — Cerebral  Vascu- 
lar Accidents  — Subacromial  Bursitis  — Bleeding  in 
Late  Pregnancy  and  Early  Puerperium. 

if;  By  314  American  Authorities  Selected  by  a Special 
||  Board  of  Consultants.  Edited  by  HOWARD  E.  CONN.  M.D 

if;:  About  842  pages,  8*4 "xll".  $12.50.  New  — Just  Ready.' 


from  W.  B.  SAUNDERS  COMPANY  Philadelphia  5 

Please  send  me  the  following  books  and  charge  my  account : 

□ Beckman’s  Pharmacology,  about  $16.50 

□ Edwards’  Acquired  Diseases  of  the  Heart  and  Great  Vessels,  about  $65.00 

□ 1961  Current  Therapy,  $12.50 

Name 


I SJG-2-61  Address. 


WHEN  ORAL  PENICILLIN  THERAPY 


IS  INDICATED 


aprK-CILLIN 


K-CILLIN-500 


Composition:  Crystalline  Penicillin  G Potassium 
powder,  buffered  with  Sodium  Citrate.  When  dis- 
pensed, add  39  cc.  water.  Resulting  red  solution 
will  contain  500,000  units  Penicillin  G Potassium 
in  each  teaspoonful  (5cc.).  Solution  will  keep  one 
week  under  refrigeration.  Dry  powder  dated. 

Dosage:  One  teaspoonful  every  six  hours.  NOT 
FOR  INJECTION.  Caution:  Federal  law  prohibits 
dispensing  without  prescription. 

Supplied:  60  cc.  Bottles. 

References:  Drugs,  Their  Nature,  Action  and  Use; 

H.  Beckman,  M.D.,  1958;  Pg.  502,  504,  505. 

LITERATURE  and  CATALOG 
ON  REQUEST 


K-CILLIN-500 

for  SYRUP 


Composition:  Compressed  tablets  of  Penicillin  G 
Potassium,  buffered  with  Calcium  Carbonate.  Each 
tablet  contains  500,000  units  of  crystalline  Peni- 
cillin G Potassium. 

Uses:  In  mild  or  moderately  severe  Gram-posi- 
tive infections  except  penicillin-resistant  sta- 
phylococcic infections.  Usually  well  tolerated 
with  few  if  any  side  effects. 

Dosage:  One  tablet  every  four  to  six  hours. 
Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Supplied:  Bottles  of  100  and  1000. 

Also  Available  K-CILLIN  250  — As  above  except 
each  tablet  contains  250,000  units  crystalline 
Penicillin  G Potassium. 

References:  Drugs  of  Choice:  W.  Modell,  M.D., 
1959;  Pg.  131,  132. 


Mcuyuuid,  inc 


PHARMACEUTICALS 
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Use  of  SARDO  in  118  dermatological  patients  to  relieve 

dry,  itchy,  scaly,  fissured  skfn  achieved  these  excellent 
results: 

CASES 

AFTER 

Excellent 

SARDO* 

Good  Poor 

49  Senile  skin 
26  Dry  Skin  in  younger 

32 

13  4 

patients  (diabetes,  etc.) 

14 

11  1 

20  Atopic  dermatitis 

8 

10  2 

13  Actinic  changes 

9 

4 

10  Ichthyosis 

3 

4 3 

» Skin  Conditions 

Benefited 

No  Benefit 

20  Nummular  dermatitis 

19 

1 

10  Neurodermatitis 

10 

— 

SARDO  acts1-2  to  (A)  lubricate  and  soften  skin,  (B)  replenish  natural 
emollient  oil,  (C)  prevent  excessive  evaporation  of  essential  moisture. 

SARDO  releases  millions  of  microfine  water-miscible  globules  to  pro- 
vide a soothing  suspension  which  enhances  the  efficacy  of  your  other 
therapy. 

SARDO  is  pleasant,  convenient,  easy  to  use;  non-sticky,  non-sensitiz- 
ing. Bottles  of  4,  8 and  16  oz. 

for  SAMPLES  and  complete  reprint  of  Weissberg  paper,  please  write  . . . 

Sardeau,  Inc . 75  East  55th  Street,  New  York  22,  N.  Y. 


1.  Weissberg,  G.: 
Clin.  Med.,  June 
1960. 

2.  Spoor,  H.  J.: 
N.  Y.  St.  J.  Med., 
Oct.  15,  1958. 

* patent  pending 
T.M.  ©1960 


Volume  88,  February,  1961 
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Rautrax-N  lowers  high  blood  pressure  gently, 
gradually  . . . protects  against  sharp  fluctuations 
in  the  normal  pressure  swing.  Rautrax-N  com- 
bines Raudixin,  the  cornerstone  of  antihyperten- 
sive therapy,  with  Naturetin,  the  new,  safer 
diuretic-antihypertensive  agent.  The  comple- 
mentary action  of  the  components  permits  a 
lower  dose  of  each  thus  reducing  the  incidence 
of  side  effects.  The  result:  Maximum  effective- 
ness, minimal  dosage,  enhanced  safety.  Rautrax-N 
also  contains  potassium  chloride  — for  added 
protection  against  possible  potassium  depletion 
during  maintenance  therapy. 


Supply:  Rautrax-N  — capsule-shaped  tablets  — 
50  mg.  Raudixin,  4 mg.  Naturetin,  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — cap- 
sule-shaped tablets  — 50  mg.  Raudixin,  2 mg. 
Naturetin,  and  400  mg.  potassium  chloride.  For 
complete  information  write  Squibb,  745  Fifth 
Avenue,  New  York  22,  N.  Y. 

* 

§ Rautrax-N 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 

and  Benzydroflumethiazide  (*Naturetin)  with  Potassium  Chloride 

RAUDIXIN.®  AAUTAAX,®  AND  NATUACTIN®  AAt  »QU'«B  TAAOEHAAK3. 


Squibb  Quality— Th© 
Priceless  Ingredient 


SQUIBS’ 
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When 

severe  pain  accompanies 

skeletal  muscle  spasm 
ease  both ‘pain  & spasm’ 


Robaxin®  with  Aspirin 


A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  ROBAXIN  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  RobAXISAL  Tablet  contains : 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetylsalicylic  acid  (5gr.) 325  mg. 

U.S.  Pat.  No.  2770649 

Supply : Bottles  of  100  and  500  pink-and-vvhite  laminated  tablets. 

Or  ROBAXISAL®-PH  (ROBAXIN  with  Phenaphen®)  — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Robaxisal-PH  Tablet  contains': 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetylsalicylic  acid 81  mg. 

Phenacetin  97  mg.  Hyoscyamine  sulfate  0.016  mg.  Phenobarbital  ( gr.)  8.1  mg. 
Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today’s  medicines  with  integrity . . . seeking  tomorrow's  with  persistence. 


Clark  treated  31  anginal  patients  who  showed  signs  of  anxiety,  fear,  excitement  and  other  forms  of  emotional 
stress.  On  CARTRAX,  all  31  fared  better  than  they  had  on  previous  therapy ...  as  judged  both  by  subjective 
reports  and  by  reduced  nitroglycerin  requirements.* 

CARTRAX  combines  PETN  (for  prolonged  vasodilation)  with  ATARAX  (the  tranquilizer  preferred  for  angina  patients 
because  of  its  safety  and  mild  antiarrhythmic  properties).  Thus,  CARTRAX  helps  you  to  cope  with  both  com- 
ponents of  angina  pectoris-circulatory  and  emotional. 

For  a better  way  to  help  your  angina  patients  relax,  prescribe  CARTRAX.  *ciark,  t.  e.,  in  press. 


CARTRAX 


DCTklt-L  ATAD  A V®tt  Dosage:  Begin  with  1 to  2 yellow  CARTRAX  "10” 
rt  111  Tnl  Him  A tablets  (10  mg.  PETN  plus  10  mg.  ATARAX)  3 to  4 

times  daily.  For  dosage  flexibility,  CARTRAX  “20" 
(pink)  tablets  (20  mg.  PETN  plus  10  mg.  ATARAX)  may  be  utilized  at  a level  of  one  tablet 
three  to  four  times  a day.  Thejablets  should  be  administered  before  meals  for  optimal 
response.  For  convenience,  write  "CARTRAX  TO”  or  "CARTRAX  20.”  As  with  all  nitrates, 
use  with  caution  in  glaucoma.  Supplied:  In  bottles  of  100.  Prescription  only. 

t pentaerythritol  tetranitrate  TT brand  of  hydroxyzine 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being™ 
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when  you  suspect 
it  may  become  more 
than  just  a cold... 


TETRACYCLINE  PHOSPHATE  COMPLEX  WITH  PHENYLTOLOXAMINE  AND  APC 


Only  a single  prescription  provides: 

• symptomatic  relief  of  aches,  pains, 
fever,  coryza  and  rhinorrhea  associated 
with  upper  respiratory  infections 

• effective  antibiotic  action  against 
secondary  infections  caused 

by  tetracycline-sensitive  pathogens 


Each 

TETREX-APC  with  BRISTAMIN 
Capsule  contains: 

Antibiotic 

tetrex  (tetracycline  phosphate  complex 


equivalent  to  tetracycline  HC1) 125  mg. 

Analgesic  — Antipyretic 

Aspirin 150  mg'. 

Phenacetin 120  mg. 

Caffeine  30  mg. 

Antihistaminic 

bristamin  (phenyltoloxamine  citrate) 25  mg. 


Dosage:  Adults:  2 capsules  3 or  4 times  a day  for  3 to  5 
days. 

Children:  6 to  12  yrs.:  One-half  the  adult  dose. 
Supplied:  Bottles  of  24  and  100  capsules. 


According  to  a report  by  the  Council  on  Drugs 
of  the  American  Medical  Association,* 
antibiotics  may  be  administered  for  prophylaxis 
against  secondary  bacterial  invaders  in  the 
following  types  of  patients  with  influenza : 
pregnant  women ; debilitated  infants ; 
older  individuals ; patients  being  treated  for  other 
bacterial  infections  with  chemotherapeutic 
agents,  and  patients  with  chronic,  nonallergic 
respiratory  disease. 

*Council  on  Drugs,  J.A.M.A,  165:58  (Sept.  7)  1957. 


BRISTOL  LABORATORIES 

Div.  of  Bristol-Myers  Co. 

SYRACUSE,  NEW  YORK 


Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  . . . all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  soui'ce  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 

Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Total  unsaturated 70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3  0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand,  where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 


USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send _free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 

DR 


AnnpFss 

CITY 

ZONE 

STATE 

In  over  five  years 


Proven 


in  more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 


Outstandingly  Safe 


1 

2 

3 

4 

5 


simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

does  not  produce  ataxia,  change  in  appetite  or  libido 

does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

does  not  impair  mental  efficiency  or  normal  behavior 


Miltown 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 

Also  as  mf.protabs*  — 400  mg.  unmarked,  coated  tablets;  and 
as  me  prospan® — 400  mg.  and  200  mg.  continuous  release  capsules. 

WALLACE  LABORATORIES  / Cranbury , N . J . 


of  clinical  use... 


. . . for  the  tense  and  nervous  patient 

Despite  the  introduction  in  recent  years  of  “new  and  different’’  tranquil- 
izers, Miltown  continues,  quietly  and  steadfastly,  to  gain  in  acceptance. 
Meprobamate  (Miltown)  is  prescribed  by  the  medical  profession  more  than 
any  other  tranquilizer  in  the  world. 


The  reasons  are  not  hard  to  find.  Miltown  is  a known  drug.  Its  few  side 
effects  have  been  fully  reported.  There  are  no  surprises  in  store  for  either 
the  patient  or  the  physician. 


NEW  analgesic 


Kills  pain 


For  neuralgias,  dysmenorrhea,  upper  respiratory 
distress,  postsurgical  conditions ...  new  compound 
kills  pain,  stops  tension,  reduces  fever— gives  more 
complete  relief  than  other  analgesics. 


BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Compound  boosts 
the  effectiveness  of  codeine.  Therefore,  only  V\  grain  of  codeine  phosphate 
is  supplied  to  relieve  the  more  severe  pain  that  usually  requires  Vi  grain. 

Composition:  Same  as  Soma  Compound  plus  14  grain  codeine  phosphate. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  white,  lozenge-shaped  tablets;  subject  to  Federal  Narcotics  Regulations. 


Soma  Compound  is  an  entirely  new,  totally  dif-  caffeine:  a safe,  mild  stimulant  for  elevation  of 
ferent  analgesic  combination  that  contains  three  mood.  As  a result,  the  patient  gets  more  complete 

drugs.  First,  Soma:  a new  type  of  analgesic  that  relief  than  he  does  with  other  analgesics. 


has  proved  to  be  highly  effective  in  relieving  Soma  Compound  is  nonnarcotic  and  nonad- 

both  pain  and  tension.*  Second,  phenacetin:  dieting.  It  reduces  pain  perception  without  im- 

a “standard”  analgesic  and  antipyretic.  Third,  pairing  the  natural  defense  reflexes.* 


NEW  NONNARCOTIC  ANALGESIC 


Composition:  Soma  (carisoprodol),  200  mg.; 
phenacetin,  160  mg.;  caffeine,  32  mg. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  apricot-colored, 
scored  tablets. 


NEW  FOR  MORE  SEVERE  PAIN 


\?/ WALLACE  LABORATORIES  • Cranbury,  N.  J. 


* References  available  on  request. 


outstanding 


w„ 


DESITIN 


OINTMENT 


CONTAINS. 
Norwegian 
Cod  Liver  Oil 
Zinc  Oxide 
Talcum 
Petrolatum 
Lanolin 


to  prevent 
and  clear  up 

diaper  rash 


Manufactured  by 

DESITIN  CHEMICAL  CO 

Providence  R.  I 


DESITIN 

OINTMENT 


physically  Desitin  Ointment  assures  constant  protection  against  the  irrita- 
tion of  urine  and  excrement. 

bacteriostatically  it  markedly  inhibits  ammonia-producing  bacteria. 


therapeutically  Desitin  Ointment  soothes,  lubricates  — and  stimulates 

healing  by  means  of  high  grade  cod  liver  oil,  rich  in 
vitamins  A and  D and  unsaturated  fatty  acids. 

samples  and  literature  available  from . . . 

DESITIN  CHEMICAL  COMPANY  • 812  Branch  Avenue,  Providence  4,  R.  I. 
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in  infectious  disease17  22  3019 
in  arthritis10'1’  20-20 
in  hepatic  disease2  3 -'5'3* 
in  malabsorption  syndrome ,'2'6'27 
in  degenerative  disease6'7'1’'20'"0 
in  cardiac  disease 23'20'2’'38'41 
in  dermatitis2"  39 
in  peptic  ulcer  °'21'3* 
in  neuroses  & psychiatric  disorders25-2* 
in  diabetes  mellitus3''32  33-3* 
in  alcoholism911'35'37-3* 
in  ulcerative  colitis10'1*'1* 
in  osteoporosis'31’'20 
in  pancreatitis10 
in  female  climacteric12*14 


Theragran  products  do  not  contain  folic  acid. 
1-41  a list  of  the  above  references  will  be  supplied  on  request. 

Squibb 


Patients  with  chronic  disease  deserve 
the  nutritional  support  provided  by 


-M 


Squibb  Vitamin-Minerals  for  Therapy 


with  vitamins  only 

Theragran 

also  available: 

Theragran  Liquid 
Theragran  Junior 


11  vitamins,  8 minerals 
clinically-formulated  and  potency 
protected  to  provide 

enough  nutritional  support 
to  do  some  good 


*TMERAGRAN,#  IS  A SQUIBB  TRAOEMARIt 


Squibb  Quality-the  Priceless  Ingredient 
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When  it’s  penicillin-susceptible 
and  the  patient  is  not  allergic 

Use  an  orally  maximal  penicillin 


Consistent  dependable  therapeutic  response  through 
maximal  absorption,  maximal  serum  concentration  and 
longer  duration  of  inhibitory  antibiotic  levels  for  less 
susceptible  organisms. 


Available  as  Maxipen  Tablets,  125  mg.  and  250  mg.; 
Maxipen  for  Oral  Solution,  125  mg.  per  5 cc.  of  recon- 
stituted liquid.  r .. 

Literature  on  request 


or — 

W h e n you  hesitate  to  use  penicillin 

(eg.  possible  bacterial  resistance  or  allergic  patient) 

You  can  count  on 


Extends  the  Gram-positive  spectrum  of  usefulness  to 
include  many  staphylococci  resistant  to  one  or  more  of 
the  commonly  used  antibiotics— narrows  the  spectrum 
of  side  effects  by  avoiding  many  allergic  reactions  and 
changes  in  intestinal  bacterial  balance. 

Available  as  Tao  Capsules,  250  and  125  mg.;  Tao  Oral 
Suspension,  125  mg.  per  5 cc. ; Tao  Pediatric  Drops, 
100  mg.  per  cc.  of  reconstituted  liquid;  Intramuscular 
or  Intravenous  as  oleandomycin  phosphate.  Other  Tao 
formulations  also  available:  Tao®-AC  (Tao,  analgesic, 
antihistaminic  compound)  Tablets;  Taomid®  (Tao  with 
Triple  Sulfas)  Tablets,  Oral  Suspension. 

Literature  on  request 

and  for  nutritional  support  VITERRA®  vitamins  and  minerals 

Formulated,  from  Pfizer’s  line  of  fine  pharmaceutical  products 

New  York  17,  N.  Y.,  Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being™ 


Volume  88,  February,  1961 
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BRONCHI  AT  EASE-DAY  AND  NIGHT 


New  Isuprel  Compound  Elixir,  with  a pleasant  vanilla  flavor,  keeps 
the  bronchi  dilated  in  patients  with  asthma  and  chronic  bronchitis. 
Isuprel  Compound  Elixir  permits  easy  breathing,  prevents  broncho- 
spasm,  promotes  expectoration  and  reduces  wheezing  or  disturb- 
ing allergic  or  bronchitic  cough. 

Isuprel  Compound  Elixir  is  a balanced  expectorant  bronchodilator. 
It  provides  three  bronchodilators,  Isuprel,  ephedrine  and  theophyl- 
line, with  the  expectorant  potassium  iodide  in  one  palatable  mixture. 
It  also  contains  Luminal'*  to  negate  any  possible  side  effects  from 
the  adrenergic  medication  and  to  provide  a mild  sedative  effect. 
Isuprel  Compound  Elixir  makes  patients  more  serene  by  preventing 
or  alleviating  symptoms  and  prolonging  relief,  day  or  night. 

Isuprel  Compound  Elixir  isespeciallysuitableforchildren,  but 

its  pleasant  taste  will  be  welcomed  by  patients  of  any  age. 


Each  tablespoon  (15  cc.) 
contains: 

Isuprel  (brand  of 

isoproterenol)  HCI  2.5  mg. 
Ephedrine  sulfate  ....  12  mg. 

Theophylline  45  mg. 

Potassium  iodide 15Q  mg. 

Luminal  (brand 

of  phenobarbltal)  ...  6 mg. 

Alcohol 19% 

Dosage: 

Children— from  1 to  3 teaspoons 
(5  to  15  cc.)  three  times  daily 
as  required.  Adults— 1 or  2 
tablespoons  (15  to  30  cc.)  three 


or  four  times  daily  as  required. 


LABORATORIES 

Nff*  York  1»,  N.  Y. 


Nl 

ISUPREL 

compound  ! 

EUXI 

for  asthma  „ 
allergic  cough 
chronic  bronchitis 


Isuprel  and  Luminal,  trademarks  reg  U.  S-  Pal.  Off. 
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Dosage:  2 Tablets  B.I.D.  (A.M.  & P.M.) 


in  premenstrual  tension 


treats  the  whole  syndrome 


eo  Bromth 


It  was  the  introduction  of  neo  Bromth  several  years  ago  that  created  such  widespread 
interest  in  the  premenstrual  syndrome — because  of  neo  Bromth’s  specific  ability 
to  prevent  the  development  of  the  condition  in  the  first  place. 

The  action  of  neo  Bromth  is  not  limited  merely  to  control  of  abnormal  water  retention, 
or  of  nervousness,  or  of  pain — or  any  other  single  or  several  of  the  multiple 
manifestations  characteristic  of  premenstrual  tension,  neo  Bromth  effectively  controls 
the  whole  syndrome. 

neo  Bromth  is  also  completely  free  from  the  undesirable  side  effects  associated  with 
such  limited-action  therapy  as  ammonium  chloride,  hormones,  tranquilizers  and  potent 
diuretics,  neo  Bromth  has  continued  to  prove  to  be  the  safest — as  well  as  the  most 
effective — treatment  for  premenstrual  tension. 

Each  80  mg.  tablet  contains  50  mg.  Pamabrom,  and  30  mg.  pyrilamine  maleate. 
Dosage  is  2 tablets  twice  daily  (morning  and  night)  beginning  5 to  7 days  before 
menstruation.  Discontinue  when  the  flow  starts. 

ANY  • Chattanooga  9,  Tennessee 


in  respiratory  allergies 


I I 

ii  a 


' hi  >1 


ilia 


Orally-administered  triple  antihistamines  plus  two  effec- 
tive decongestant  agents— to  prevent  histamine-induced 
dilatation  and  exudation  of  the  nasal  and  paranasal 
capillaries  and  to  help  contract  already  engorged  capil- 
laries, providing  welcome  relief  from  rhinorrhea,  stuffy 
noses,  sneezing  and  sinusitis. 


2convenient 

dosage  forms 


TRISTACOMP  TABLETS 

Each  sustained  release  tablet: 

Chlorpheniramine  Maleate  2.5  mg. 

Phenyltoloxamine  Citrate  12.5  mg. 

Pyrilamine  Maleate  25.0  mg. 

Phenylephrine  Hydrochloride  10.0  mg. 

Phenylpropanolamine  Hydrochloride  30.0  mg. 


Dosage:  One  tablet  morning  and  night 

TRISTACOMP  LIQUID 

Each  5 cc  teaspoonful  provides  one-fourth  the  above 
formula. 

Dosage:  Adults , two  teaspoonfuls  three  to  four  times 

daily.  Children,  one-half  to  two  teaspoonfuls, 
according  to  age. 
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sedative-enhanced  analgesia 

To  each  “according  to  his  need’'  — maximum  safe  anal- 
gesia through  time-and-pain-tested  synergistic  formula- 
tions, in  four  strengths  for  individualized  prescription. 


PHENAPHEN 


® . 


(Rabins A 


PHENAPHEN’ 


WITH 


CODEINE 

V*  gr.,  Vz  g r..  1 gr. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today's  medicines  with  integrity  . . . seeking  tomorrow's  with  persistence 


(Basic  formula) 

In  each  capsule:  Phenacetin  (3  gr.)  194.0  mg.; 
acetylsalicylic  acid  (2 V2  gr.)  162.0  mg.;  hyos- 
cyamine  sulfate  0.031  mg.;  and  phenobarbital 
(Vi  gr.)  16.2  mg. 

PHENAPHEN  No.  2 

PHENAPHEN  with  Codeine  Vi  gr. 

PHENAPHEN  No.  3 

Phenaphen  with  Codeine 1/2  gr. 

PHENAPHEN  No.  4 

Phenaphen  with  Codeine 1 gr. 

SUPPLY:  Bottles  of  100  and  500  capsules. 


The  real  beauty  of  Robitussin  is  seen  in  the  relief  it  brings  to  cough.  By  increasing 
the  tracheal  flow  of  respiratory  tract  fluid,  Robitussin ’s  glyceryl  guaiacolate  turns  useless 
cough  into  productive  cough.  Efficient  yet  gentle,  Robitussin  helps  the  cough  rid  itself 
of  the  very  irritants  that  cause  it.  And  in  more  than  a decade  of  use  it  has  proved  unques- 
tionably safe,  as  well  as  consistently  acceptable,  to  patients  of  all  ages.  Robitussin®  is 
glyceryl  guaiacolate,  100  mg.  per  5 cc.  dose;  Robitussin®  A-C  adds  prophenpyridamine 
maleate  7.5  mg.,  and  codeine  phosphate  10.0  mg.  per  5 cc.  dose  (exempt  narcotic). 


A.  H.  Robins  Company,  Inc.,  Richmond  20,  Virginia 


What’s  she  doing  that’s  of  medical  interest? 


She’s  drinking  a glass  of  pure  Florida 
orange  juice.  And  that’s  important  to 
her  physician  for  several  reasons. 

How  your  patients  obtain  their  vita- 
mins or  any  of  the  other  nutrients  found 
in  citrus  fruits  is  of  great  medical  inter- 
est-considering the  fact  there  are  so 
many  wrong  ways  of  doing  it,  so  many 
substitutes  and  imitations  for  the  real 
thing. 

Actually,  there’s  no  better  way  for 
this  young  lady  to  obtain  her  vitamin  C 
than  by  doing  just  what  she  is  doing, 


for  there’s  no  better  source  than  oranges 
and  grapefruit  ripened  in  the  Florida 
sunshine.  There’s  no  substitute  for  the 
result  of  nature’s  own  mysterious  chem- 
istry, flourishing  in  the  warmth  of  this 
luxurious  peninsula. 

An  obvious  truth,  you  might  say,  but 
not  so  obvious  to  the  parents  of  many 
teen-agers. 

We  know  that  a tall  glass  of  orange 
juice  is  just  about  the  best  thing  they 
can  reach  for  when  they  raid  the  refrig- 
erator. We  also  know  that  if  you  en- 


courage this  refreshing  and  healthful 
habit  among  your  young  patients  — and 
for  that  matter,  your  patients  of  any  age 
— you’ll  be  helping  them  to  the  finest 
between-meals  drink  there  is. 

Nothing  has  ever  matched  the  quality 
of  Florida  citrus— watched  over  as  it 
is  by  a State  Commission  that  enforces 
the  world’s  highest  standards  for  quality 
in  fresh,  frozen,  canned  or  cartoned 
citrus  fruits  and  juices. 

That’s  why  the  young  lady’s  activities 
are  of  medical  interest. 

©Florida  Citrus  Commission,  Lakeland,  Florida 


■ See 

both  blood  picture 

and  patient  respond  to 

TRINSICON8 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable  of 
producing  in  ten  days  an  Hb  and  RBC  re- 
sponse comparable  to  that  obtained  after  a 
transfusion  of  one  pint  of  whole  blood.  For 
potent,  complete  anemia  therapy,  prescribe 
Trinsicon  . . . just  2 a day  for  all  treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose)  provide: 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor)  ....  300  mg. 

Vitamin  Bi2  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F.,  equivalent 

to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically  equiva- 
lent to  1 x/i  N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 


1 19000 
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Guest  Editorial . . . . 


Flouse  Staff  Recruiting  and  Hospital  Standards 

A LL  APPROVED  HOSPITALS  must  now  submit  to  the  results  of  the 
^ examination  of  the  Educational  Council  for  Foreign  Medical  Grad- 
uates in  selecting  foreign  applicants  for  internships  and  residencies.  This 
device  purposes  to  raise  standards  of  hospital  care  in  this  country  by  ex- 
pelling and  excluding  from  hospitals  foreign  medical  graduates  who  fail 
to  measure  up  to  an  arbitrary  mark  on  an  IBM  type,  one-day  examination. 

Whether  this  purpose  will  be  achieved  by  this  scheme  remains  to  be 
seen.  Meanwhile,  certain  obvious  effects  are  being  felt.  The  reduction  of 
the  number  of  foreign  medical  graduates,  estimated  at  40  to  5 0%,  means 
that  in  many  hospitals  existing  house  staffs  will  be  greatly  depleted  while 
others  now  having  a house  staff  will  have  none.  In  such  hospitals  the 
obligation  and  opportunity  to  teach  which  is  itself  a stimulus  to  raise 
and  maintain  standards  is  lost;  the  presence  of  critical  junior  associates 
who  regardless  of  their  origin  play  the  role  of  conscience  in  hospitals  is 
gone;  and  many  patient  services  formerly  performed  by  professional 
hands  are  now  necessarily  relegated  to  technical  assistants.  Patently  these 
immediate  effects  of  the  examination  will  not  necessarily  in  themselves 
raise  the  standards  of  hospital  care. 

While  admittedly  many  graduates  of  foreign  medical  schools  are  unfit 
to  serve  as  interns  or  residents  in  our  hospitals  in  this  country,  our  own 
experience  suggests  that  many  men  now  serving  with  credit  both  to  them- 
selves and  their  countries  will  be  dismissed  and  consequently  deported  in 
January,  1961,  for  having  failed  the  examination  this  October.  The  full 
effect  of  hundreds  of  disgruntled  young  physicians  returning  to  their 
homelands  after  distasteful  experiences  in  United  States  hospitals  may  not 
be  negligible  and  the  number  of  foreign  graduates  who  attempt  to  obtain 
positions  here  may  well  decline.  This  situation  assumes  paradoxical  global 


proportions  in  view  of  the  great  need  for  house  officers  here  and  the 
superabundance  of  medical  graduates  in  foreign  countries. 

On  the  other  hand,  the  net  effect  of  the  examination  should  be  a healthy 
one.  It  is  hoped  that  foreign  universities  will  respond  to  the  examination 
as  a challenge  to  raise  their  standards  of  medical  teaching.  Improvements 
in  the  use  of  written  and  spoken  English  by  many  foreign  graduates  can 
be  anticipated.  Most  important,  United  States  hospitals  must  now  look 
to  their  own  house  staff  programs  as  they  enter  the  inevitably  increasing 
competition  for  obtaining  interns  and  residents. 

This  brings  us  to  the  main  point:  a critical  look  at  our  own  present 
methods  of  recruiting  house  staffs.  What  is  it  that  attracts  the  medical 
graduate  of  our  own  schools  into  the  post-graduate  situation  which  he 
ultimately  chooses?  He  knows  that  he  is  now  in  great  demand.  He  will 
be  "rushed”  by  hospitals  as  he  has  before  by  fraternities.  In  many  in- 
stances he  will  be  able  to  choose  among  several  fawning  services.  What 
then  are  his  criteria  for  selection  of  internship  or  residency? 

His  primary  guide  remains  of  course  the  educational  quality  of  the 
internship  and  residency  in  itself.  A good  teaching  program  acquires  a 
good  reputation  whether  it  be  a medical  center,  a university  hospital  or 
a private  or  community  hospital.  Unfortunately,  many  hospitals  with 
excellent  teaching  programs  are  understaffed.  The  results  is  hospital  re- 
cruiting which  offers  inducements  other  than  educational  ones.  As  a 
consequence  in  choosing  internship  or  residency  positions,  young  phy- 
sicians have  established  criteria  other  than  those  relative  to  learning  and 
clinical  experience. 

One  such  secondary  guide  worthy  of  serious  note  is  financial  security. 
Here,  government  institutions  including  the  Armed  Forces,  United  States 
Public  Health  Service,  Veterans  Administration  and  various  State  insti- 
tutions offer  attractive  intern  and  residency  programs  with  high  starting 
salaries,  cheap  insurance,  retirement  and  other  fringe  benefits.  These 
inducements  appeal  particularly  to  married  students  in  financial  need; 
in  some  instances  such  programs  actually  benefit  students  before  gradua- 
tion from  medical  school.  We  have  recently  had  two  competent  house 
officers  who  after  successfully  entering  practice  chose  employment  in 
government  service  ostensibly  for  reasons  of  future  security. 

Another  secondary  criterion  by  which  the  young  physician  must  deal 
with  hospitals  and  their  inducements  relates  not  to  education  or  security 
but  to  the  immediate  peripheral  benefits  of  the  programs:  the  gravy  train, 
the  hand-out,  the  carpe  diem  for  the  intern.  Such  seduction  is  simul- 
taneously condemned  and  practiced  by  hospitals  and  their  hirelings  in 
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the  business  of  acquiring  house  officers.  The  chronically  acceptable  prac- 
tice of  befriending  students  and  presenting  favorable  facts  of  a hospital 
program  becomes  antiquated.  Present  recruiting  procedures  may  now 
offer  pyramidal  salary  boosts,  country  club  membership,  free  tickets  to 
festival  football  games,  payola  air  travel  to  and  from  promotional  get- 
togethers,  more  time  off  than  time  on,  picnics,  parties  and  balls  of  varying 
intensities  and  even  a modicum  of  chauvinistic  dealing  on  the  part  of 
department  heads,  administrators  and  physicians.  Such  promotional  gim- 
micks are  basically  subsidization  devices  which  appeal  to  anything  but 
the  best  in  young  physicians. 

In  other  states  thoughtful  measures  are  being  taken  to  deal  with  the 
problem  of  house  officer  recruitment  in  an  attempt  to  reconcile  hospital 
demand  to  house  officer  supply.  The  most  intriguing  of  these  is  the 
Temple  University  plan.  It  has  become  increasingly  apparent  that  as 
medical  center  teaching  evolves  the  intern  in  the  university  hospital  tends 
to  be  squeezed  between  the  rising  competence  of  the  senior  student  and 
the  new-won  authority  of  the  junior  resident.  The  Temple  plan,  as  we 
understand  it,  makes  fourth-year  students  full-fledged  clerk-externs,  re- 
leases interns  to  surrounding  community  hospitals  and  allows  subsequent 
resumption  of  residency  training.  In  the  Michigan  plan,  university  and 
non-university  hospitals  co-operate  to  share  residency  training  needs  for 
each  other  at  various  levels.  In  Jacksonville,  hospitals  have  founded  an 
educational  program  corporation  which  is  intended  to  co-ordinate  clin- 
ical material  and  organize  a balanced  program  for  the  member  hospitals. 
Here  in  Virginia  with  only  18  per  cent  of  150  approved  non-university 
internships  presently  filled  by  the  Matching  plan,  hospitals  now  faced 
with  drastic  curtailment  of  foreign  house  officers  must  take  collective 
consideration  of  their  plight.  It  is  encouraging  that  efforts  in  this  direc- 
tion are  already  under  way. 

Clearly  the  standards  of  medical  teaching  are  constantly  improving 
both  at  pre-  and  post-graduate  levels.  However,  the  present  mechanisms 
for  resolving  the  dilemmas  of  supply  and  demand  in  the  post-graduate 
phase  are  not  necessarily  those  which  assure  improvement  of  the  standard 
of  medical  care. 

Thomas  N.  P.  Johns,  M.D. 
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Problems  Arising  in  the  Medico-Legal 
Investigation  of  Deaths 


It  is  well  that  all  physicians  under- 
stand precisely  what  the  law  re- 
quires of  them  in  reporting  deaths 
to  the  medical  examiner.  They 
should  also  know  the  medical  ex- 
aminer’s duties  and  limitations 
in  accepting  cases  and  ordering 
autopsies. 

INCE  THE  ESTABLISHMENT  of  the 
Medical  Examiner  system  in  Virginia  in 
1946  it  has  become  increasingly  apparent 
that  this  is  a successful,  highly  efficient  means 
of  medico-legal  inquiry  into  certain  types  of 
deaths.  The  medical  profession  as  well  as 
law  enforcement  agencies,  funeral  directors 
and  others  are  generally  familiar  with  the 
operation  of  the  System.  Yet  certain  prob- 
lems seem  to  recur  chronically  and  the  pur- 
pose of  this  paper  is  to  explore  and  explain 
some  of  these  problems  as  they  relate  to  the 
medical  profession.  Frequently  physicians 
do  not  realize  their  own  responsibility  when 
one  of  their  patients  dies  and  also  may  not 
be  fully  aware  of  the  legal  implications  of 
a death  occurring  subsequent  to  an  injury. 
It  is  apparent  that  most  misunderstandings 
arise  from  the  failure  to  understand  the  law 
from  which  the  medical  examiner  derives  his 
authority. 

Chapter  III,  Title  19.1  of  the  Code  of  Vir- 
ginia 1 960,  clearly  outlines  which  deaths  must 
be  reported  to  medical  examiners.  These 
include  the  death  of  any  person  from  vio- 
lence, or  suddenly  when  in  apparent  health, 
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or  when  unattended  by  a physician,  or  in 
any  suspicious,  unusual  or  unnatural  man- 
ner. The  medical  examiner  is  also  to  be  noti- 
fied in  the  case  of  a stillbirth  occurring 
without  medical  attendance  or  a death  oc- 
curring in  a prison.  The  law  also  states  that 
the  notification  is  to  be  made  by  the  physi- 
cian in  attendance,  by  any  law  enforcement 
officer,  undertaker  or  any  other  person  who 
has  knowledge  of  such  death.  It  is  a medical 
examiner’s  duty  to  take  charge  of  the  dead 
body  and  make  such  inquiries  and  investiga- 
tion as  he  deems  neecssary  to  render  an  opin- 
ion as  to  the  cause  and  manner  of  the  death. 
He  is  empowered  to  order  an  autopsy  only 
if  the  death  is  properly  a medical  examiner 
case  and  only  if  the  establishment  of  the  ac- 
tual cause  of  death  can  be  considered  in  the 
public  interest.  The  legal  interpretation  of 
public  interest  does  not  include  the  satisfac- 
tion of  academic  curiosity  or  the  establish- 
ment of  accurate  statistics.  It  does  include 
the  protection  of  the  public  health,  detection 
of  crime,  identification  of  deceased  bodies, 
differentiation  between  natural  and  violent 
deaths  should  such  a controversy  exist,  set- 
tling questions  of  occupational  hazards  for 
the  purpose  of  industrial  compensation  and 
the  determination  of  the  extent  of  injuries 
and  recovery  of  weapons  and  missiles  to  aid 
in  the  prosecution  of  crime. 

One  of  the  most  frequent  problems  relat- 
ing to  the  medical  profession  is  the  failure 
to  report  deaths  of  individuals  which  ac- 
tually represent  violent  or  unnatural  deaths 
in  the  eyes  of  the  law,  yet  from  a strictly 
medical  standpoint  may  on  the  surface  seem 
to  be  the  result  of  natural  processes.  Gen- 
erally the  cases  fall  into  one  of  two  types  of 
deaths.  The  first  is  a death  that  results  from 
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aggravation  by  an  injury  of  a pre-existing 
illness  and  the  other,  a death  occurring  at 
a time  remote  from  the  injury.  Any  death 
following  an  injury  should  be  reported  to  a 
medical  examiner.  The  medical  examiner 
and  physician  must  decide  how  much  the 
injury  actually  contributed  to  the  death.  In 
general,  if  the  injury  in  any  way  was  a sub- 
stantial contributing  factor  in  the  death, 
then  under  the  law  it  is  considered  an  un- 
natural or  violent  death  even  though  the 
injury  only  aggravated  the  natural  illness. 
From  a legal  standpoint,  if  the  injury  sets  up 
a chain  of  events  which  leads  to  death  re- 
gardless of  the  prior  state  of  health  of  the 
individual  or  regardless  of  the  time  interval 
between  injury  and  death,  then  the  death 
is  properly  said  to  be  due  to  that  injury. 

Case  1.  In  a recent  case  argued  in  a local 
court,  an  elderly  male,  who  had  suffered 
many  years  from  bronchial  asthma  and  had 
developed  advanced  emphysema  and  evi- 
dence of  chronic  respiratory  failure,  was 
struck  by  an  automobile.  The  trauma  re- 
sulted in  two  fractured  ribs.  The  patient 
was  hospitalized  and  approximately  one 
week  later  succumbed  to  pneumonia.  In 
court  an  argument  developed  around  the 
fact  that  the  patient  could  have  been  ex- 
pected to  develop  pneumonia  and  die  as  a 
result  of  his  pre-existing  chronic  pulmonary 
disease.  Though  this  is  true,  the  fudge  up- 
held the  opinion  of  the  medical  examiner 
that  the  rib  fracture  was  a contributing  fac- 
tor to  the  pneumonia;  therefore,  this  death 
was  properly  considered  to  be  a violent  death 
and  should  be  categorized  as  due  to  a motor 
vehicle  accident. 

Recently  two  cases  came  under  investi- 
gation in  which  the  attending  physicians  had 
certified  the  cause  of  death  because  they  felt 
it  was  due  to  natural  causes,  yet  in  both 
instances  an  injury  had  occurred  which 
could  be  said  to  have  led  to  the  death.  The 
certificates  in  these  two  cases  were  inter- 
preted by  the  State  Bureau  of  Vital  Statistics 
to  be  improper  death  certificates  since  they 
had  not  been  signed  by  a medical  examiner. 

Case  2.  A 63  year  old  female  had  been 


confined  to  a nursing  home  because  of  ad- 
vanced cerebral  arteriosclerosis  with  marked 
mental  changes.  During  the  night  of  Jan- 
uary 28,  1960,  she  fell  out  of  bed  suffering 
an  injury  to  the  right  hip.  The  following 
morning  she  was  seen  by  her  attending  phy- 
sician at  the  nursing  home  who  felt  that  she 
had  suffered  a fracture  of  the  hip  and  trans- 
ferred her  to  a local  hospital.  X-ray  studies 
confirmed  the  fracture  and  on  January  31 
she  had  a hip-nailing  procedure  performed. 
At  the  time  of  admission  she  was  in  a con- 
fused state  but  this  was  a chronic  condition 
and  the  fact  that  she  remained  confused 
post-operatively  was  attributed  to  her  cere- 
bral arteriosclerosis.  On  the  third  post-oper- 
ative day  she  was  noted  to  be  semi-comatose 
and  this  condition  progressed  to  complete 
coma.  The  attending  physician  and  a con- 
sultant both  felt  that  she  had  suffered 
cerebral  thrombosis  of  an  extensive  nature 
related  to  a hypotensive  episode  during 
surgery  but  due  to  her  extensive  cerebral 
arteriosclerosis.  She  expired  on  the  fifth 
post-operative  day  and  the  attending  phy- 
sician certified  the  cause  of  death  as  cerebral 
thrombosis  due  to  cerebral  arteriosclerosis. 
Mention  was  made  on  the  death  certificate 
that  she  had  suffered  a fractured  hip  due  to 
a fall.  When  the  death  certificate  arrived 
at  the  Bureau  of  Vital  Statistics,  the  case  was 
referred  to  the  local  medical  examiner’s  office 
for  investigation  as  a violent  death. 

Case  3.  Another  case,  similar  in  nature, 
was  that  of  an  89  year  old  female  who  dur- 
ing the  night  of  February  21,  1960,  fell  at 
home.  She  was  able  to  drag  herself  to  a tele- 
phone and  called  her  physician  who  admitted 
her  to  a local  hospital  on  the  morning  of 
February  22nd.  X-ray  studies  showed  an 
intertrochanteric  fracture  of  the  right  fe- 
mur. This  patient  had  a past  history  of  ar- 
teriosclerotic heart  disease  and  had  been 
under  treatment  for  approximately  1 5 years. 
At  11:00  a.m.  on  February  23rd  she  was 
taken  to  the  operating  room  and  had  a hip- 
nailing  procedure  performed.  Shortly  after 
leaving  the  operating  room,  it  was  noted  that 
she  had  extreme  tachycardia  and  hypoten- 
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sion.  An  electrocardiogram  was  suggestive 
of  acute  myocardial  infarction.  She  remain- 
ed in  a critical  condition  despite  treatment 
and  died  at  1:50  p.m.  on  the  day  of  opera- 
tion. Her  attending  physician  reasoned  that 
the  cause  of  death  was  an  episode  of  acute 
coronary  insufficiency  due  to  arteriosclerotic 
heart  disease  which  had  been  present  for 
1 5 years.  Therefore  he  certified  the  cause 
of  death  but  he  mentioned  on  the  death  cer- 
tificate that  the  patient  had  suffered  a fall 
and  fractured  her  hip.  Again  the  death 
certificate  was  held  up  and  returned  to  the 
local  medical  examiner’s  office  for  further 
investigation. 

In  both  the  above  cases  the  attending  phy- 
sicians reasoned  that  death  was  due  to  a 
progression  of  a natural  illness.  However, 
both  made  mention  of  a fall  producing  an 
injury  and  in  reviewing  the  cases  with  them, 
both  agreed  that  the  fracture  and  subsequent 
surgery  initiated  a chain  of  events  culminat- 
ing in  death.  Therefore,  both  deaths  repre- 
sented unnatural  or  violent  deaths  and  should 
have  been  reported  to  a medical  examiner. 
Both  cases  represent  hip  fractures  in  elderly 
individuals  and  it  is  frquently  argued  that 
these  fractures  can  be  due  to  osteoporosis 
and  actually  occur  prior  to  an  individual 
falling.  It  is  generally  accepted  that  this 
situation  does  occur  and  a fall  may  be  the 
result  of  rather  than  the  cause  of  the  frac- 
ture. Should  a physician  have  demonstrative 
evidence  or  proof  that  osteoporosis  is  present 
and  in  his  opinion  the  fracture  is  due  to 
osteoporosis  and  precedes  a fall  or  traumatic 
episode,  then  he  is  well  within  his  right  to 
certify  the  cause  of  death  as  due  to  natural 
causes  and  list  on  the  death  certificate  that 
the  fracture  is  due  to  osteoporosis  and  is  not 
traumatic.  Such  a case  then  would  not  be 
an  unnatural  death  and  would  not  properly 
be  a medical  examiner  case.  However,  if 
there  is  doubt  in  his  mind  or  if  he  feels  that 
the  fall  precipitated  the  fracture  and  death 
subsequently  occurs,  such  a case  should  be 
reported.  A fracture  is  considered  to  be  of 
traumatic  origin  unless  it  is  due  to  some  dis- 
ease or  disorder  of  the  bone  itself.  Obviously, 


if  this  disease  or  disorder  is  not  diagnosed 
and  so  stated  on  the  death  certificate  then 
the  physician  has  been  remiss  in  his  duties  and 
the  reviewing  authorities  would  not  have 
sufficient  information  to  properly  categorize 
the  death. 

Death  at  a time  remote  from  the  injury 
but  still  due  to  that  injury  is  the  other  major 
type  of  unreported  case.  The  time  interval 
is  of  no  significance  if  it  can  be  said  that  the 
injury  initiated  a chain  of  events  leading  to 
death.  Thus,  if  an  individual  is  injured  in 
an  automobile  accident  and  due  to  that  in- 
jury becomes  paraplegic,  lives  twenty  years 
and  then  dies  as  a result  of  a urinary  tract 
infection  as  a complication  of  his  paralysis, 
it  is  still  an  accidental  death  and  must  be 
reported  to  a medical  examiner  for  investi- 
gation and  certification.  It  is  not  unusual 
for  people  to  survive  relatively  long  periods 
of  time  with  injuries  to  their  nervous  system 
and  yet  die  as  a result  of  that  injury. 

Case  4.  Another  case  recently  reported  to 
the  local  medical  examiner’s  office  from  the 
Bureau  of  Vital  Statistics  involved  a 32  year 
old  male  who  was  injured  on  the  afternoon 
of  May  8,  1959,  when  he  was  struck  in  the 
back  by  a log  while  he  was  at  work  engaged 
in  logging  operations.  He  suffered  an  imme- 
diate onset  of  paralysis  of  both  lower  extrem- 
ities and  was  brought  to  a local  hospital  for 
further  treatment.  Studies  at  the  hospital 
showed  a fracture-dislocation  of  the  spine 
at  the  level  of  T-12  and  L-l  vertebra.  He 
was  operated  on  immediately  after  admission 
for  a decompression  of  the  spine;  however, 
he  showed  no  improvement  in  the  paraple- 
gia. He  remained  in  the  hospital  for  approx- 
imately eight  weeks  and  was  then  taken  to 
the  operating  room  to  have  a spinal  fusion 
performed.  Shortly  after  being  given  a gen- 
eral anesthetic  but  before  the  actual  start  of 
the  operation,  the  patient  suffered  a cardiac 
arrest.  He  underwent  a manual  cardiac  mas- 
sage with  resumption  of  spontaneous  heart 
activity  and  was  returned  to  his  room.  He 
remained  in  a critical  condition  and  expired 
about  eight  hours  after  the  initial  cardiac 
arrest.  Here  the  attending  physician  felt 
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that  the  cause  of  death  was  cardiac  arrest 
due  to  a general  anesthetic  and  he  certified 
the  cause  of  death  as  such.  However,  he  also 
mentioned  on  the  death  certificate  that  the 
patient  had  suffered  a fracture  of  the  spine 
due  to  an  accidental  injury.  The  certificate 
was  returned  for  investigation  by  a medical 
examiner. 

Upon  investigation  of  this  case,  the  at- 
tending physician  felt  that  the  time  interval 
between  the  injury  and  subsequent  death  was 
sufficiently  great  to  rule  out  the  injury  as 
being  the  primary  factor  in  his  death.  From 
a strictly  medical  standpoint  his  death  was 
unquestionably  a result  of  cardiac  arrest  due 
to  general  anesthesia  but  from  a legal  stand- 
point the  initial  injury  was  what  necessitated 
the  general  anesthesia,  therefore,  his  death 
should  have  been  classified  as  a violent  death 
and  a medical  examiner  notified  at  the  time 
of  the  death.  But,  if  the  anesthesia  had  been 
necessitated  by  a natural  illness  (e.g.  ap- 
pendicitis) and  the  same  result  occurred,  it 
would  have  been  a natural  death  and  the 
attending  physician  would  have  been  correct 
in  certifying  the  cause  of  death. 

It  becomes  apparent  that  to  properly  re- 
port cases,  physicians  must  keep  all  the  facts 
in  mind  regarding  a death.  If  violence  or 
unnatural  causes  are  present  either  as  aggra- 
vating or  precipitating  factors  the  case  must 
be  reported  to  a medical  examiner  for  in- 
vestigation and  only  he  can  certify  the  cause 
of  death.  If  a death  which  should  be  a med- 
ical examiner  case  goes  unreported,  then 
obviously  the  law  has  been  violated.  The 
responsibility  for  failure  to  report  a case 
cannot  legally  be  shifted  to  hospital  person- 
nel, undertakers,  etc.,  as  the  law  requires  all 
persons  having  knowledge  of  the  death  to 
report  it  to  the  medical  examiner  of  the  city 
or  county  where  the  death  occurred  (NOT 
where  the  injury  occurred) . Should  it  later 
come  to  the  attention  of  the  medical  exam- 
iner that  a death  has  occurred  and  the  body 
buried  without  proper  inquiry,  then  he  is 
obligated  to  notify  the  Commonwealth’s 
attorney  of  such  death,  investigate  the  case 
as  best  he  can  and  report  his  findings.  The 


Commonwealth’s  attorney  then,  by  law, 
must  present  the  case  to  the  Judge  of  the 
Corporation  or  Circuit  Court  for  whatever 
action  the  judge  deems  proper.  This  may 
include  the  exhumation  and  autopsy  of  the 
decedent  which  would  greatly  increase  the 
cost  to  the  State  and  render  the  investigation 
much  more  difficult.  To  date,  no  physician 
in  Virginia  has  been  prosecuted  for  failure 
to  notify  a medical  examiner  of  a medical 
examiner  case.  However,  the  law  is  clear 
and  such  action  could  be  taken  by  a Com- 
monwealth’s attorney  and  no  doubt  would 
be  if  he  felt  that  there  was  any  intent  to 
circumvent  the  law. 

Another  major  problem  facing  medical 
examiners  in  dealing  with  the  medical  pro- 
fession is  that  of  being  requested  to  author- 
ize autopsies.  Again,  failure  to  understand 
the  legal  standpoint  seems  to  cause  the  most 
friction  in  this  matter.  Is  it  not  just  as 
unreasonable  to  request  a medical  examiner 
to  authorize  an  autopsy  when  he  has  no  legal 
right  to  do  so  as  it  is  to  request  a pathologist 
to  perform  an  autopsy  without  permission 
of  the  next  of  kin?  A medical  examiner  as 
an  individual  is  just  as  responsible  legally  for 
his  actions  as  anyone  else.  Two  criteria  must 
be  satisfied  before  a medical  examiner  can 
legally  and  properly  authorize  an  autopsy. 
First,  the  case  must  be  under  his  jurisdiction 
and,  second,  the  autopsy  must  be  in  the 
public  interest. 

It  must  be  kept  in  mind  that  the  State, 
through  its  medical  examiners,  is  interested 
primarily  in  the  manner  of  death  rather  than 
the  exact  medical  cause.  The  manner  of 
death  here  means  that  the  death  should  be 
categorized  as  natural,  accident,  homicide  or 
suicide.  The  exact  cause  from  a legal  stand- 
point, is  of  secondary  importance.  Thus,  if 
an  individual  under  attendance  by  a phy- 
sician for  an  illness  which  could  reasonably 
be  expected  to  cause  death,  should  die  and 
there  are  no  circumstances  to  suggest  that 
the  death  is  other  than  natural,  the  case  is 
not  necessarily  reportable  and  if  reported 
will  be  refused  by  the  medical  examiner. 
Frequently  the  attending  physician  feels  that 
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if  he  professes  ignorance  of  the  cause  of 
death,  then  the  medical  examiner  will  of 
necessity  order  an  autopsy  to  determine  the 
cause  of  death.  This  is  fallacious  reasoning. 
If  a death  clearly  falls  into  one  of  the  cate- 
gories mentioned  above,  an  autopsy  would 
be  considered  superfluous  from  a legal  stand- 
point, therefore,  would  not  be  in  the  public 
interest.  However,  should  a controversy 
exist  as  to  the  manner  of  death  (not  the 
exact  cause)  then  in  all  likelihood  the  med- 
ical examiner  will  order  an  autopsy. 

Case  5.  A 56  year  old  male  was  injured 
in  an  automobile  accident  on  January  14, 
1960,  and  admitted  to  a local  hospital. 
Studies  showed  the  presence  of  rib  fractures 
on  the  left  with  a partial  left  pneumothorax. 
The  patient  also  had  a history  suggestive  of 
arteriosclerotic  heart  disease  with  an  anginal 
syndrome.  He  seemed  to  respond  well  to 
initial  treatment  and  his  lung  re-expanded 
with  the  use  of  a chest  tube.  However,  he 
continued  to  complain  of  pain  in  his  left 
chest  and  his  electrocardiogram  showed  evi- 
dence of  myocardial  ischemia.  His  blood 
pressure  fell  to  slightly  hypotensive  levels 
where  it  remained  until  about  7:00  p.m. 
January  17,  when  he  suddenly  went  into 
shock  and  became  comatose.  In  spite  of 
emergency  treatment,  he  died  in  approxi- 
mately one  hour.  Here  confusion  existed  as 
to  whether  the  patient  had  suffered  a myo- 
cardial infarction  and  succumbed  or  whether 
he  had  died  from  some  unforeseen  compli- 
cation of  his  injury  or  from  some  unrecog- 
nized injury.  A medical  examiner  authorized 
an  autopsy  on  the  basis  that  the  manner  of 
death  was  not  clear.  The  autopsy  disclosed 
an  unrecognized  rupture  of  the  spleen  and 
an  essentially  normal  heart.  Thus,  the  death 
was  properly  categorized  as  an  accidental 
death. 

It  must  be  remembered  that  the  surviving 
relatives  of  a deceased  individual  have  certain 
rights  in  regards  to  the  remains  of  the  indi- 
vidual. They  have  the  right  to  receive  and 
bury  those  remains  without  undue  inter- 
ference. The  medical  examiner  must  respect 
those  rights  as  well  as  anyone  else.  It  is  only 


in  a situation  where  the  interests  of  the  State 
transcend  the  interests  of  the  individual  that 
a medical  examiner  can  assert  his  authority 
and  order  an  autopsy.  On  the  other  hand, 
medical  examiners  receive  requests  that  au- 
topsies be  performed  because  the  surviving 
relatives  want  it  done.  Here  again,  unless 
it  is  properly  a medical  examiner  case,  the 
medical  examiner  cannot  legally  enter  into 
any  such  arrangement.  In  like  manner,  even 
if  it  were  a medical  examiner  case  that  the 
surviving  relatives  wanted  autopsied,  unless 
the  medical  examiner  felt  that  the  public 
interest  would  be  served  by  an  autopsy,  he 
would  not  be  within  his  power  to  authorize 
the  expenditure  of  State  funds  or  the  use  of 
State  facilities  for  such  an  autopsy.  As  a 
matter  of  information,  most  pathologists 
will  agree  to  perform  autopsies  even  on  indi- 
viduals who  die  outside  their  particular  hos- 
pitals should  they  receive  proper  authoriza- 
tion from  the  family.  Under  these  circum- 
stances, the  pathologist  is  entitled  to  a fee 
for  his  services  since  he  is  performing  a serv- 
ice requested  by  the  family.  Even  in  clear 
cut  medical  examiner  cases  where  the  medi- 
cal examiner  does  not  authorize  an  autopsy, 
once  he  releases  the  body  from  his  jurisdic- 
tion, then  it  may  be  autopsied  if  proper  con- 
sent is  obtained  by  the  attending  physician 
or  pathologist.  In  this  respect,  attending 
physicians  and  house  staffs  of  hospitals  are 
encouraged  to  obtain  permission  for  autopsy 
even  in  a medical  examiner  case.  However, 
this  must  never  be  done  until  the  medical 
examiner  has  made  his  investigation  and 
released  the  body  without  ordering  an  au- 
topsy. Where  the  family  is  approached  prior 
to  the  medical  examiner’s  investigation  and 
decision  and  the  family  refuses  permission, 
there  may  arise  a suspicion  in  the  family’s 
mind  that  subsequent  ordering  of  an  autopsy 
by  the  medical  examiner  was  done  to  cir- 
cumvent their  refusal. 

As  a matter  of  interest,  there  are  a number 
of  successful  suits  on  the  records  against 
medical  examiners  or  coroners  for  ordering 
autopsies  where  they  had  no  clear  legal  right 
to  do  so.  Most  of  these  suits  have  occurred 
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in  other  states  under  a coroner  system  where 
the  coroner  can  authorize  autopsy  only  on 
the  basis  that  a crime  is  suspected.  However, 
the  Virginia  law  uses  "public  interest”  as  a 
basis  for  authorizing  autopsy  rather  than  a 
mere  suspicion  of  crime.  To  date,  no  suc- 
cessful suit  has  been  entered  against  a Vir- 
ginia medical  examiner  and  this  primarily  is 
because  the  medical  examiners  have  been 
well  indoctrinated  into  what  exactly  con- 
stitutes their  rights  and  duties. 

Another  major  source  of  friction  between 
the  medical  profession  and  medical  exam- 
iners is  the  failure  of  physicians  to  under- 
stand that  the  physician  last  in  attendance 
must  certify  the  cause  of  death  except  in 
medical  examiner  cases  (Chapter  32,  para- 
graph 3 5 3.20,  Code  of  Virginia  1960) . Thus, 
if  a medical  examiner  rules  "not  a medical 
examiner  case”  the  undertaker  must  present 
the  death  certificate  to  the  physician  last  in 
attendance  for  his  certification  and  signa- 
ture. The  physician  cannot  shift  this  re- 
sponsibility simply  by  pleading  ignorance  of 
the  exact  cause  of  death.  The  law  does  not 
require  that  the  certification  be  accurate 
beyond  all  doubt,  but  does  expect  a phy- 
sician to  arrive  at  the  probable  and  most 
reasonable  cause  of  death  based  on  his  knowl- 
edge of  the  patient,  the  patient’s  illness  and 
his  store  of  general  medical  information.  A 
medical  examiner  is  not  within  his  right  to 
accept  a case  because  the  attending  physi- 
cian does  not  wish  to  sign  a death  certificate. 
The  case  must  properly  be  a medical  exam- 
iner case  and  then  only  a medical  examiner 
can  sign  a valid  certificate.  Physicians  who 
pursue  a course  of  obstinate  refusal  to  sign 
a death  certificate  on  one  of  their  own  pa- 
tients are  obstructing  the  usual  orderly  proc- 
ess of  funeral  and  burial,  creating  difficulties 
for  undertakers  and  the  surviving  members 
of  the  family  and  are  breaking  the  law.  The 
Bureau  of  Vital  Statistics  can  issue  a com- 


plaint against  the  offending  physician  result- 
ing in  his  criminal  prosecution. 

In  summary,  the  major  problems  that  the 
medical  examiner  system  encounters  with 
the  medical  profession  are  those  of  failure 
to  report  cases  legally  considered  unnatural 
deaths  but,  which  medically  appear  to  be 
an  aggravation  of  pre-existing  illnesses;  fail- 
ure to  report  cases  in  which  death  occurs  at 
a time  remote  from  an  injury  and  attempts 
to  have  a medical  examiner  authorize  autop- 
sies in  order  to  establish  an  exact  cause  of 
death.  If  the  physician  will  report  all  cases 
in  which  death  occurs  subsequent  to  an  in- 
jury the  first  two  of  these  problems  will 
be  eliminated.  If  he  will  make  some  attempt 
to  understand  the  legal  basis  and  implications 
of  ordering  autopsies,  he  will  well  under- 
stand why  a medical  examiner  will  not  au- 
thorize autopsies  in  cases  where  no  contro- 
versy exists  as  to  the  manner  of  death.  If 
he  will  understand  that  the  law  requires  the 
last  physician  in  attendance  to  certify  the 
cause  of  death  in  the  case  of  a natural  illness 
and  that  this  requirement  cannot  be  shifted 
to  a medical  examiner  by  pleading  ignorance 
of  the  exact  cause  of  death,  much  friction 
will  be  removed.  He  should  also  understand 
that  should  a death  be  properly  a medical 
examiner  case,  then  only  a medical  examiner 
can  sign  the  death  certificate,  and  it  is  only 
this  certificate  which  has  any  validity  in  a 
wide  variety  of  legal  implications. 
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Acceleration  Therapy  of  Recurrent  Depressions 


Toxicity  has  not  occurred  when 
utilizing  two  antidepressant 
agents.  However , close  control  of 
the  medication  is  the  safest  factor 
in  preventing  undesirable  side 
effects. 

POR  MORE  THAN  TWO  YEARS  psy- 
chiatrists  have  been  fortunate  in  having 
at  their  disposal  a number  of  excellent  and 
well  proven  antidepressant  agents.  The  first 
was  Marsilid  in  1957,  then  Catron  in  19  5 8. 
During  1959,  Nardil,  Marplan,  Niamid,  and 
Tofranil  made  their  appearance  on  the 
scene.  By  now,  many  hundreds  of  thousands 
of  cases  have  been  reported  showing  substan- 
tial benefits  following  the  use  of  these  anti- 
depressant agents.  Although  they  have  most 
assuredly  assumed  a major  role  in  the  treat- 
ment of  the  depressed  patient,  earlier  enthu- 
siasm for  these  drugs  must  be  looked  upon 
with  some  reserve  as  they  have  not  and  prob- 
ably will  not  in  the  immediate  future,  at 
least,  replace  electroshock  therapy,  the 
"Prima  Donna”  of  all  psychiatric  therapies 
for  the  depressed  patient. 

Many  of  the  enthusiastic  reports  have  in- 
cluded the  excellent  response  to  antidepres- 
sants in  patients  who  have  previously  failed 
to  improve  following  electroshock  therapy. 
Many  of  us  have  long  recognized  a certain 
number  of  these  "hard  core”  patients  who 
resisted  electroshock  therapy  and  have 
proven  disappointing  until  antidepressant 
agents  provided  the  key  to  recovery. 

Dunlop,  Edwin,  M.D.,  Assistant  Medical  Director, 
Fuller  Memorial  Hospital. 


EDWIN  DUNLOP,  M.D. 

Attleboro,  Massachusetts 

The  nature  of  depressed  reactions  in  many 
cases  tends  to  be  a recurring  one  and  we 
have  been  faced  with  the  return  of  patients 
who  are  suffering  a recurrence  of  their  de- 
pression which  had  been  successfully  treated 
by  an  antidepressant  agent  a year  or  two 
before.  By  the  time  the  patient  returns  again 
he  has  invariably  resorted  to  the  antidepres- 
sant of  choice  which  had  previously  been 
prescribed  with  such  success.  He  has  given 
it  a fair  trial,  being  fully  aware  that  the  drug 
does  not  work  immediately  and  that  a lag 
period  of  two  to  three  weeks  is  often  required 
before  therapeutic  benefits  are  seen.  When 
this  unimproved  patient  comes  to  the  office, 
one  is  sometimes  at  a loss  as  to  what  course 
of  treatment  to  follow  next. 

Invariably  the  patient  feels  that  electro- 
shock is  still  a major  procedure  and  he  will 
usually  protest  against  its  use.  Having  seen 
the  disappointing  results  that  follow  when 
one  simply  prescribes  the  same  antidepressant 
in  the  same  amount  as  was  used  formerly, 
then  failing  to  show  substantial  improve- 
ment, we  decided  to  include  in  the  treatment 
an  additional  "psychic  energizer”  to,  per- 
haps, facilitate  the  recovery  of  the  patient. 

A number  of  patients  with  a history  of 
cyclic  or  periodically  recurring  depressions 
have  been  satisfactorily  controlled  by  the 
combined  use  of  two  antidepressant  agents. 
To  obtain  such  control  usually  takes  from 
4 to  21  days.  Following  this,  most  of  these 
individuals  remained  healthy  with  a daily 
maintenance  dose  of  5 to  10  mg.  of  Nardil 
per  day.  In  both  groups  the  rate  of  recur- 
rence was  decreased  significantly.  The  two 
patients  described  below  are  representative 
of  a group  of  about  20  such  cases. 

Case  #l>  G.  L.  Diagnosis:  Recurrent 
Depression:  This  patient  had  failed  to  re- 
cover after  a series  of  28  electroshock  treat- 
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ments  in  the  winter  of  195  8.  Later  Nardil, 
1 5 mg.  t.i.d.  produced  a dramatic  improve- 
ment in  about  one  month  and  the  patient 
enjoyed  her  best  health  in  years.  Her  depres- 
sion, however,  recurred  late  in  1959  but 
Nardil,  given  as  before,  was  not  effective. 
Catron  6 mgm  b.i.d.  for  five  days  was  then 
prescribed  to  supplement  the  Nardil.  With- 
in five  days  the  patient  showed  considerable 
improvement.  Therapy  continued  at  the 
level  of  6 mg.  Catron  daily  and  Nardil,  15 


electroshock.”  She  was  given  Nardil  six 
weeks;  there  was  still  room  for  further  im- 
provement. Catron,  6 mg.  b.i.d.,  was  added 
to  this  patient’s  medication  and  within  a 
week,  noticeable  improvement  had  material- 
ized. She  remained  on  this  therapy  for  an 
additional  two  weeks  and  is  now  being  main- 
tained in  excellent  condition  on  Nardil  5 
mg.  b.i.d. 

Summary 

From  our  experience  in  treating  many 


Name 

Age 

Diagnosis 

Prev. 

Treatment 

Synergistic 

Agent 

Onset  of 
Improvement 
Noted 

Result 

Maint. 

Schedule 

G.L. 

43 

PPDR 

t.i.d. 

Nardil  15  mgm. 

Catron  6 mg. 
t.i.d. 

4 days 

Excell. 

Nardil  5 mg. 
daily 

M.W. 

74 

I DR 

t.i.d. 

Niamid  25  mgm. 

Catron  6 mg. 
b.i.d. 

14  days 

Excell. 

Niamid 

Catron 

D.H. 

48 

DR 

t.i.d. 

Tofranil  15  mg. 

Catron  6 mg. 
b.i.d. 

8 days 

Excell. 

Catron 
1 daily 

E.D. 

72 

IDR 

t.i.d. 

Tofranil  15  mg. 

Catron  6 mg. 
daily 

14  days 

Excell. 

Tofranil  15  mg. 
daily 

D.R. 

56 

DR 

d.i.d. 

Marplan  10  mg. 

Catron  6 mg. 
b.i.d. 

7 days 

Excell. 

10  mg.  daily 
Marplan 

R.G. 

32 

PPDR 

t.i.d. 

Nardil  15  mg. 

Catron  6 mg. 
b.i.d. 

4 days 

Good 

Catron  6 mg. 
Nardil  5 mg. 

H.S. 

45 

RD 

q.i.d. 

Niamid  25  mgm. 

Catron  6 mg. 
b.i.d. 

5 days 

Good 

None 

L.C. 

68 

IPDR 

t.i.d. 

Nardil  15  mgm. 

Catron  6 mg. 
b.i.d. 

12-14 

days 

Excell. 

Catron  6 mg. 
Nardil  5 mg. 

H.F. 

40 

RD 

t.i.d. 

Nardil  15  mgm. 

Catron  6 mgm. 
b.i.d. 

7 days 

Good 

Catron  6 mgm. 
Nardil  15  mgm. 

O.G. 

50 

JlD 

t.i.d. 

Nardil  15  mgm. 

b.i.d. 

Catron  6 mgm. 

10  days 

Excell. 

None 

L.C. 

60 

IDR 

Marplan  10  mgm. 
t.i.d. 

Catron  6 mg. 
daily 

14  days 

Excell. 

Marplan  10  mg. 
b.i.d. 

S.K. 

38 

RD 

Niamid  25  mgm. 
q.i.d. 

Catron  6 mg. 
b.i.d. 

12  days 

Good 

Niamid  b.i.d. 
Catron  6 mgm. 

N.B. 

26 

RD 

Niamid  25  mgm. 
q.i.d. 

Catron  6 mgm. 
t.i.d. 

5 days 

Excell. 

Catron  6 mgm. 

J.A. 

66 

IPDR 

Marplan  10  mg. 
t.i.d. 

Catron  6 mgm. 
b.i.d. 

14  days 

Good 

Marplan  10  mg. 
b.i.d. 

Scale:  , DR — Depressed  reaction 

PPDR — Postpartum  depressed  reaction  RD — Reactive  depression 

I DR — Involutional  depressed  reaction  IPDIt — Involutional  psychotic  depressed  reaction 


mg.  t.i.d.  Within  three  weeks  very  substan- 
tial improvement  resulted.  Patient  is  now 
being  satisfactorily  maintained  on  Nardil 
alone,  5 mg.  b.i.d. 

Case  #2,  B.  C.  This  patient  had  a recur- 
rent psychotic  depressed  reaction  which  was 
successfully  treated  four  years  ago  with  elec- 
troshock therapy.  "Her  condition  recurred 
severely  in  1959  and  the  patient  refused 
to  be  hospitalized  and  refused  to  submit  to 


hundreds  of  patients  with  various  techniques, 
it  is  obvious  that  we  will  continue  to  see 
recurrence  of  the  former  depressive  state. 
Not  always  does  simple  restitution  of  pre- 
vious treatment  prove  as  effective  as  it  did 
in  the  first  instance.  It  often  only  discour- 
ages the  patient  from  continuing  on  the 
same  therapy  if  noticeable  improvement  is 
not  obtained;  therefore  a more  encompassing 
program  should  be  considered. 
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Our  experience  has  been  contrary  to  that 
of  Ayd.1  At  first  we  were  concerned  that 
by  utilizing  two  antidepressant  agents,  tox- 
icity might  be  produced  whereas  none  had 
appeared  when  the  agents  were  used  singly. 
This  toxicity  has  not  occurred  and  we  rec- 
ognize that  close  control  of  the  medication 


is  the  safest  factor  in  preventing  undesirable 
side  effects. 
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Millions  Spent  for  Cold  Remedies 


Cold  remedies  relieve  Americans  of  mil- 
lions of  dollars  each  year  but  they  do  not 
cure  or  prevent  colds,  according  to  a publi- 
cation of  the  American  Medical  Association. 

"No  cold  remedy  can  do  anything  more 
than  provide  temporary  relief  of  certain  cold 
symptoms,”  an  article  in  the  January  To- 
day’s Health  said. 

"Many  do  not  even  relieve  symptoms  ef- 
fectively. Hence,  they  do  little  more  than 
subtract  from  your  pocketbook  and  add  to 
the  feeling  that  you’ve  done  something.” 

There  is  no  known  drug  which  will  cure 
a cold,  one  reason  being  that  not  all  the 
viruses  which  cause  the  ailment  have  been 
found,  the  article  said.  Another  reason  is 
that  no  one  has  discovered  an  antibiotic  that 
kills  viruses  as  they  do  bacteria. 

"In  the  best  scientific  opinion  today,  a 
cold  is  a nose  and  throat  infection  that  lasts 
about  a week  and  is  caused  by  an  unknown 
number  of  viruses.  To  date,  at  least  six  of 
these  viruses  have  been  isolated.”  When  all 
the  viruses  have  been  found  it  may  be  pos- 
sible to  produce  a preventive  cold  vaccine. 

"The  cold  remedy  racket  owes  much  of 


its  success  to  the  fact  that  the  cold  is  a self- 
limiting  disease.”  In  other  words,  the  symp- 
toms will  disappear  naturally  in  a matter  of 
days  whether  medicine  is  taken  or  not. 

Nevertheless,  Americans  spent  $309,3  50,- 
000  for  package  cold  and  cough  medicine 
off  the  drugstore  shelf  in  1959,  according  to 
one  estimate. 

The  article  offered  the  following  advice 
on  what  to  do  when  you  catch  cold: 

— Stay  at  home  and  take  other  precautions 
to  prevent  spreading  the  virus  to  others. 

— Go  to  bed  and  rest,  keep  covered,  and 
avoid  drafts. 

— Eat  an  adequate,  well-rounded  diet  and 
drink  plenty  of  fluids. 

— Blow  your  nose  gently  when  necessary. 

— Use  steam  from  a kettle  or  vaporizer  to 
relieve  nasal  congestion. 

— If  your  cold  persists  for  more  than  a 
week,  if  you  have  more  than  one  degree  of 
fever  for  more  than  a day,  or  if  you  get  more 
than  three  or  four  colds  a year,  see  your 
physician. 

The  article  was  written  by  Theodore  Ber- 
land. 
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Diabetes  Mellitus 

Re-Examination  of  the  Diagnostic  Symptoms,  Signs  and  Tests 


ALFRED  L.  WOLFE,  M.D. 
Roanoke,  Virginia 


It  is  well  to  review  the  diagnostic 
tests , symptoms  and  signs  of  this 
widespread  and  most  insidious 
disease. 

TN  THE  PAST  SEVERAL  YEARS  basic 
-*■  science  research  and  clinical  observations 
have  determined  the  cause  of  certain  meta- 
bolic and  endocrine  ailments  heretofore 
listed  as  "diseases  of  unknown  etiology”. 
Further  it  has  stressed  the  existence  of  en- 
docrine and  metabolic  diseases  in  prodromal 
and  mild  states;  thus  pointing  out  the  fallacy 
of  depending  on  the  "typical  text  book 
picture”  before  making  a diagnosis.  Not  the 
least  of  the  metabolic  diseases  is  diabetes 
mellitus.  It  has  been  estimated  that  there 
are  approximately  2,900,000  diabetics  in  the 
United  States  and  about  1,400,000  are  as  yet 
undiagnosed.  The  latter  are  made  up  of  per- 
sons never  examined  and  patients  missed 
by  physicians.  The  enormity  of  the  diabetic 
problem  however  is  easily  verified  in  any 
physician’s  office  or  any  hospital  clinic.  The 
problem  of  diagnosing  these  diabetics  when 
they  present  with  the  typical  complaints  of 
polyphagia,  polyuria,  polydipsia,  weakness 
and  weight  loss  in  association  with  sugar  in 
the  urine  is  not  the  difficulty  confronting 
the  physician.  It  is  the  atypical  diabetic, 
with  few  or  none  of  the  usual  signs  and 
symptoms,  that  presents  the  diagnostic  chal- 
lenge. Only  when  the  clinician  develops 
a "High  Index  of  Suspicion”  and  makes  use 
of  the  available  clinical  information  and  lab- 
oratory tests,  will  he  "pick  up”  these  difficult 


to  diagnose  diabetics.  It  is  the  aim  of  this 
paper,  therefore,  to  attempt  to  stimulate 
somewhat  this  index  of  suspicion  and  to  re- 
view the  more  recent  clinical  observations 
and  the  laboratory  tests  pertinent  to  the 
diagnosis  of  diabetes  mellitus. 

As  stated  by  Dr.  Best,1  whatever  the  basic 
defect  of  diabetes,  the  result  is  in  general 
metabolic  dysfunction  affecting  protein,  fat 
and  minerals  as  well  as  carbohydrate  metab- 
olism. For  diagnostic  test  purposes  the 
glucose  intolerance  is  most  important,  al- 
though the  clinical  features  may  be  due  to 
the  other  dysfunctions.  The  former  is  due 
either  to  a complete  lack  of  secretion  of 
insulin  by  the  pancreatic  islet  cells,  which 
gives  rise  to  the  unstable  or  juvenile  type  of 
diabetes;  or  due  to  a relative  lack  of  insulin 
(when  there  is  usually  50%  or  more  of  the 
normal  amount  of  insulin  existent  in  the 
pancreas  and  blood),  resulting  in  the  stable 
or  adult  type  of  diabetes.  A third  type  of 
diabetic  which  is  being  described  more  and 
more  in  literature  is  known  variously  as  the 
prodromal,  sub-threshold  or  pre-diabetic. 
The  pre-diabetic  is  as  the  terminology  sug- 
gests, a diabetic  who  has  not  as  yet  mani- 
fested overt  diabetes,  but  who  generally  will 
show  a glucose  intolerance  if  stress  factors 
are  applied.  For  diagnostic  purposes  a term 
"Dif-Diabetic”  has  been  coined  as  an  abbre- 
viation of  the  "difficult  to  diagnose  diabetic”. 
This  group,  as  will  be  seen,  is  not  entirely 
confined  to  the  pre-diabetic  or  mild  type  but 
includes  even  rather  severe  glucose  intoler- 
ants. 

Review  of  Laboratory  Tests 

The  routine  urinalysis  is  the  most  widely 
used  test  for  mass  surveys  and  office  screen- 
ing of  the  population  for  diabetes.  There  are 
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available  several  methods  for  testing  for 
urine  sugar,  all  apparently  equally  sensitive 
for  diagnostic  purposes2,3  (Benedict’s  solu- 
tion, Clinitest,  Tes-Tape,  Clinistix  and  other 
glucose-exodizing  papers) . However  the 
urine  test  is  the  least  valuable  procedure  even 
when  done  at  the  recommended  time  of  two 
to  three  hours  after  meals,  because  it  is  only 
significant  if  positive.  A patient  may  have 
a high  renal  threshold  or  have  a mild  dia- 
betes which  is  in  balance  at  the  time  of  test- 
ing and  therefore  present  a negative  uri- 
nalysis. The  case  of  a 68-year-old  white  male 
points  out  the  former  of  these  two  problems 
very  vividly.  This  patient  developed  symp- 
toms of  cholecystitis  with  lithiasis  in  195  8, 
which  was  proven  by  x-ray.  He  refused  sur- 
gery and  in  the  course  of  the  next  twelve 
months  went  downhill  with  the  complaints 
of  weakness,  weight  loss,  peripheral  neu- 
ropathy and  cardio-vascular  symptoms  and 
signs.  Urinalysis  done  on  repeated  occasions 
were  all  negative  for  sugar  and  the  patient 
was  finally  admitted  to  the  hospital  in  1959 
for  surgery  with  the  diagnosis  of  probable 
biliary  or  pancreatic  carcinoma  to  account 
for  the  downhill  course.  On  admission  to 
the  hospital  the  routine  blood  sugar  was  230 
mgm.%  and  the  urine  still  failed  to  show 
sugar.  Surgery  revealed  cholecystitis  with 
lithiasis  and  it  was  apparent  that  his  down- 
hill course  was  due  to  the  undiagnosed  dia- 
betes. 

The  routine  blood  sugar  should  be  done 
as  readily  as  we  do  the  routine  hematocrit, 
urea,  etc.  The  value  of  this  latter  is  exempli- 
fied in  the  case  of  a 60-year-white  male,  a 
known  Hodgkins  disease,  who  was  admitted 
for  retreatment  because  of  weight  loss,  weak- 
ness, scattered  shoddy  lymph  nodes  and  a 
solitary  rib  lesion.  A routine  fasting  blood 
sugar  was  131  mgm.%  and  a subsequent 
glucose  tolerance  test  revealed  that  at  least 
part  of  his  disability  at  this  time  was  due  to 
diabetes,  (see  Fig.  1 ) . On  the  other  hand 
the  routine  fasting  blood  sugar  has  its  limi- 
tations, because  the  mild  to  moderate  glucose 
intolerant  may  manifest  a normal  fasting 
blood  sugar.  An  example  of  this  is  the  Case 
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of  S.  D.,  who  was  admitted  to  the  City  Hos- 
pital in  Binghampton,  N.  Y.,  in  1949  with 
an  osteomyelitis  of  the  distal  phalanx  of  the 


Fig,  1 

right  thumb.  This  patient  had  a history  of 
having  had  a trace  of  urine  sugar  at  one 
time.  His  fasting  blood  sugar  was  normal 
but  it  was  decided  to  do  a glucose  tolerance 
test  because  of  the  history  of  the  urine  sugar. 
As  one  can  see  in  Fig.  2,  the  fasting  sugar  was 


Fig.  2 

again  normal,  but  the  curve  is  definitely  in- 
dicative of  diabetes.  Another  point  to  re- 
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member  is  that  a positive  urine  sugar  fol- 
lowed by  a normal  blood  sugar,  even  if  col- 
lected at  the  same  time,  does  not  mean  "no 
diabetes”.  The  bladder  may  contain  sugar 
from  a previous  renal  spill  when  the  blood 
sugar  was  elevated.  A much  better  routine 
screening  test  is  the  two  hour  post-prandial 
blood  sugar.  However  one  should  be  care- 
ful that  the  patient  does  receive  an  adequate 
amount  of  carbohydrate  with  the  meal,  even 
if  he  has  to  supplement  with  5 0 to  100  grams 
of  oral  glucose.  Otherwise  the  patient  may 
not  eat  enough  to  give  a test  much  better 
than  the  fasting  blood  sugar.  By  supple- 
menting the  meal  with  additional  glucose 
one  is  actually  doing  a modified  glucose  tol- 
erance test.  Allen,  et  al4  have  devised  a modi- 
fied screening  test  by  giving  the  patient  two 
bars  of  coconut  penuche  fudge  containing 
approximately  100  grams  of  sucrose.  They 
state  that  there  has  been  better  patient  ac- 
ceptance and  less  nausea  as  is  experienced 
with  the  oral  intake  of  100  grams  of  glucose. 

An  interesting  screening  test  for  blood 
sugar  is  the  Dextro-test  Kit  manufactured 
by  the  Ames  Company.  My  experience  with 
about  170  tests  done  on  office  patients  has 
been  that  it  is  a good  economical  means  of 
following  the  control  of  the  diabetic,  but  as 
a screening  diagnostic  test  for  diabetes  it 
gives  a high  percentage  of  false  positives. 
This  latter  is  due  principally  to  the  difficulty 
in  grading  the  test  between  100  mgm.%  and 
150  mgm.%  blood  sugar. 

A few  words  about  the  methods  for  de- 
termining blood  sugar  in  the  laboratory.  It 
is  my  understanding  that  most  laboratories 
use  the  Folin-Wu  technique,  but  some  use 
the  "true  sugar”  Somogyi  method.  In  the 
Folin-Wu  determination  certain  reducing 
substances  other  than  glucose  are  measured, 
so  that  the  actual  reading  is  20  to  30  mgm.% 
higher  than  the  true  blood  sugar  level.  The 
Somogyi  method  removes  these  other  reduc- 
ing substances  and  therefore  the  final  blood 
sugar  readings  will  be  lower  than  with  the 
former  method.  Thus  the  normal  blood 
sugar  ranges  from  65  to  110  mgm.%  Somo- 
gyi and  80-120  mgm.%  Folin-Wu.  There- 


fore in  evaluating  the  blood  sugar  found, 
whether  fasting  or  post-prandial,  if  your  lab- 
oratory uses  the  Folin-Wu  method  then  any 
reading  130  mgm.%  or  above  is  suspicious  to 
diagnostic  depending  on  the  level,  and  in 
the  case  of  the  Somogyi  method  a blood 
sugar  120  mgm.%  or  above  has  the  same 
significance. 

The  Standard  Glucose  Tolerance  Test  is 
indicated  if  the  patient  fails  to  reveal  definite 
sugar  intolerance  by  the  fasting  or  two  hour 
post-prandial  blood  sugar.  It  has  been  a 
standard  procedure  to  prepare  the  patient 
with  at  least  300  grams  of  carbohydrate  per 
day  in  their  diet  for  as  much  as  three  days 
prior  to  the  tolerance  test.  This  is  thought 
to  eliminate  the  possibility  of  false  positives 
by  utilizing  the  islet  cell  stimulating  effect 
of  glucose  to  insure  maximum  insulin  output 
by  the  pancreas.  However  some  recent  work 
reported  by  Wilkerson,  et  al"  suggests  that 
the  necessity  for  the  routine  preparation  has 
been  exaggerated.  They  fed  pre-test  patients 
diets  varying  from  50  grams  to  300  grams 
of  carbohydrate  daily  for  from  three  to  sev- 
en days.  They  found  no  false  positive  diag- 
nosis of  diabetes  in  a group  of  57  non-diabetic 
men  and  women.  On  the  other  hand  it 
has  been  generally  recognized  that  repeated 
glucose  tolerance  tests  on  the  same  patient 
creates  an  increasing  tolerance  to  glucose. 
There  has  been  some  question  as  to  whether 
the  oral  glucose  tolerance  test  or  the  intra- 
venous test  is  most  accurate.  One  study  in- 
dicated that  the  oral  tolerance  test  gives 
abnormal  curves  in  1 5 % more  individuals 
than  the  estimated  prevalence  of  the  disease. 
However  the  oral  test  seems  to  be  practical 
and  diagnostic  in  the  individual  patient  who 
has  been  properly  prepared  and  free  of 
malabsorption  dysfunction.  Generally  5 0 to 
100  grams  of  glucose  are  given  by  the  oral 
route  and  2 5 to  50  grams  intravenously. 

Regardless  of  the  route  of  administration 
the  evaluation  of  the  glucose  tolerance  curve 
is  the  same.  It  can  be  divided  into  three 
phases.  The  initial  or  fasting  glucose  level 
in  the  normal,  mild  or  even  moderately  se- 
vere diabetic  will  usually  vary  between  70 
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and  120  mgm.%  (Folin-Wu).  If  it  is  above 
130  mgm.%  it  is  diagnostic  in  itself  of  dia- 
betes, providing  one  rules  out  advanced 
nephritis,  functional  (emotional)  hyper- 
glycemia, hyperthyroidism,  hyperadrenalism 
and  other  endocrine  ailments.  The  second 
phase  is  the  peak  of  the  curve  occurring  in 
one-half  to  one  hour.  The  average  normal 
limit  is  180  mgm.%,  but  it  varies  with  age. 
In  the  young  most  normal  peaks  are  160 
mgm.%  or  lower  and  in  the  aged  may  reach 
190  mgm.%  normally.  It  is  during  this 
phase  that  an  abnormally  high  blood  glucose 
can  occur  in  the  patient  with  hepatic  disease 
or  functional  hypoglycemia  (alimentary 
hypoglycemia).  This  latter  fact  is  what 
makes  phase  three  or  the  descending  limb  of 
the  curve  the  most  important  in  the  diag- 
nosis of  diabetes.  For  unlike  the  fall  of  the 
blood  sugar  to  normal  or  abnormally  low 
levels  in  the  hepatic  or  hypoglycemic  syn- 
dromes the  blood  sugar  will  remain  elevated 
above  130  mgm.%  in  two  hour  and  three 
hour  specimen.  However  it  may  return  to 
normal  range  in  three  hours  in  the  mild 
diabetic.  (Fig.  3) 


Fig.  3 

The  Cortisone-Glucose  Tolerance  Test , as 
devised  by  Conn  and  his  associates6  is  based 
on  the  observations  that  cortisone  reduces  in- 
sulin sensitivity  and  thus  glucose  tolerance. 
(The  probable  mechanism  for  the  appear- 


ance of  diabetes  during  pregnancy.)  They 
have  calculated  that  giving  patients  weigh- 
ing less  than  160  pounds  50  mgms.  of  cor- 
tisone acetate  eight  and  a half  hours  and 
again  two  hours  prior  to  a standard  glucose 
tolerance  test,  will  cause  an  abnormal  tol- 
erance curve  in  patients  with  diabetes  or 
diabetic  tendencies  (pre-diabetic),  but  will 
not  affect  patients  with  normal  glucose  tol- 
erance. (Patients  weighing  more  than  160 
pounds  are  given  62.5  mgm.  of  cortisone 
acetate.)  This  test  is  used  principally  to 
determine  diabetic  potentiality,  and  as  will 
be  noted  has  been  extremely  important  in 
adding  to  our  knowledge  of  the  pre-diabetic 
state.  The  results  of  this  test  are  interpreted 
the  same  as  outlined  above  for  the  standard 
tolerance  test. 

The  Intravenous  Tolbutamide  ( Orinase ) 
Response  Test  is  thought  by  some  to  be  the 
best  method  of  determining  the  mild  dia- 
betic. The  patient  again  is  prepared  with 
three  days  of  high  carbohydrate  intake.  A 
fasting  blood  sugar  is  drawn  in  the  morning, 
then  one  gram  of  Orinase  diluted  in  11  c.c. 
of  distilled  water  is  given  intravenously  in 
two  minutes  time.  Blood  glucose  determina- 
tions are  then  done  at  20  and  30  minute  in- 
tervals. The  results  indicate  that  in  the 
diabetic  the  20  minute  specimen  will  remain 
at  a level  of  84%  or  more  of  the  fasting 
specimen,  whereas  the  non-diabetic  will  show 
a drop  in  blood  sugar  of  80%  or  more  of  the 
fasting  level.  Further  evidence  of  glucose 
intolerance  is  noted  when  the  30  minute 
specimen  fails  to  decrease  below  77%  of  the 
fasting  level.  (Fig.  4) 

This  test  can  be  preceded  by  a stress  dose 
of  cortisone,  as  outlined  above,  and  it  too 
becomes  a very  sensitive  test  for  study  of 
the  pre-diabetic  patient. 

The  Six-minute  Insulin  Tolerance  Test * 
measures  the  patient’s  sensitivity  of  resistance 
to  insulin  and  therefore  is  useful  in  separat- 


* This  test  described  by  Sir  Harold  P.  Himsworth 
of  London  and  procedured  in  this  country  by  Dr. 
George  E.  Anderson  of  State  University  College  of 
Medicine,  New  York  City. 
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ing  the  juvenile  or  unstable  from  the  adult 
or  stable  type  of  diabetic.  An  interesting 
finding  with  the  test  was  that  the  obese  dia- 
betic manifesting  insulin  resistance  became 
normally  sensitive  to  insulin  with  weight 
loss. 

The  procedure  of  testing  is  to  determine 
the  fasting  blood  sugar  and  then  inject  three 


Fig.  4 

units  of  glucogon  free  insulin  intravenously. 
Blood  samples  are  then  examined  for  glucose 
level  at  two,  four,  and  six  minute  intervals. 
Normally  the  blood  sugar  falls  from  six  to 
26%  of  the  fasting  level  within  six  minutes. 
There  may  be  an  initial  rise,  but  this  is  fol- 
lowed by  a drop.  The  insulin-resistant  pa- 
tient has  a flat  curve  or  may  even  show  a 
slight  rise  during  the  six  minutes.  The  ju- 
venile diabetic  or  insulin  sensitive  patient 
shows  a precipitous  fall  of  blood  sugar, 
usually  within  two  minutes. 

Review  of  the  Clinical  Observations 
Pertinent  to  the  Diagnosis  of 
Diabetes  Mellitns 

As  stated  previously,  if  the  practicing 
physician  depends  on  typical  clinical  symp- 
toms and  findings  of  urine  sugar  or  even 
hyperglycemia  on  a single  blood  specimen 
he  is  going  to  fail  to  diagnose  a great  number 


of  mild,  moderately  severe  glucose  intoler- 
ances and  pre-diabetics.  An  awareness  of 
certain  clinical  leads  and  a "High  Index  of 
Suspicion”  along  with  the  systematic  em- 
ployment of  the  tests  just  reviewed  are  nec- 
essary. In  the  following  paragraphs  some  of 
these  diagnostic  clinical  features  will  be  dis- 
cussed. 

The  typical,  although  nonspecific,  com- 
plaints are  those  of  loss  of  strength  in  about 
64%;  polyuria  73%;  polydipsia  67%  and 
polyphagia  in  about  the  same  percentage. 
The  latter  is  pointed  out  only  to  indicate  that 
a good  number  of  diabetics  will  have  few  if 
any  of  these  symptoms.  On  the  other  hand, 
it  has  been  noted  in  the  past  by  diabetologists 
and  re-emphasized  by  the  employment  of  the 
cortisone  stress  tolerance  tests,  that  the  above 
symptoms  and  other  genito-urinary  com- 
plaints such  as  burning,  urgency  and  itch- 
ing, may  manifest  before  the  actual  onset  of 
hyperglycemia,  at  least  the  glucose  intoler- 
ance may  be  so  mild  that  it  is  easily  over- 
looked. An  example  of  this  is  the  case  of 
a 48-year-old  white  female  who  was  ad- 
mitted to  the  Shenandoah  Hospital  in  Roa- 
noke, Virginia,  in  1957.  Her  chief  com- 
plaints were  those  of  weakness,  urinary  fre- 
quency, burning,  itching  and  vague  abdom- 
inal pains.  The  urological  work-up  indicated 
urethritis  and  cystitis.  A general  medical 
work-up  was  indeterminate  and  such  things 
as  hypothyroidism,  diabetes,  hyperparathy- 
roidism, gastrointestinal  disease  and  others 
were  apparently  ruled  out.  (Among  others 
the  laboratory  tests  showed  PBI:  6:1 ; BMR: 
plus  5;  Cholesterol:  142  mgm.%;  blood 
sugar:  124  mgm.%  fasting  and  all  urines 
negative  for  sugar.)  The  patient  was  treated 
for  probable  menopausal  syndrome,  but  her 
symptoms  of  weakness  and  fatigue  persisted 
and  although  the  urinary  symptoms  had 
abated,  they  recurred.  She  was  re-admitted 
to  the  hospital  in  1959  and  a fasting  blood 
sugar  was  132  mgm.%  (urine  negative)  and 
a three  hour  post-prandial  blood  sugar  was 
169  mgm.%  This  patient  may  represent  a 
pre-diabetic  problem,  but  probably  was  a 
mild  diabetic  that  was  missed  in  1957. 
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Family  History : The  inheritability  of  dia- 
betes has  been  a question  of  much  debate  and 
study.  More  recently  it  has  been  generally 
assumed  that  it  is  transmitted  by  the  Men- 
delian  recessive  characteristic.  The  diagnos- 
tic importance  of  a positive  family  history, 
especially  if  on  both  sides  of  the  family, 
cannot  be  stressed  too  much.  It  has  been 
pointed  out  by  many,  including  Fajans'  and 
Conn'1  that  the  standard  glucose  tolerance 
test  will  be  abnormal  in  18%  of  the  appar- 
ently healthy  relatives  of  known  diabetics 
in  contrast  to  1 or  2%  in  a control  group. 
If  the  cortisone  stress  test  is  applied,  the 
figure  jumps  to  25%  in  the  relatives  of 
known  diabetics,  in  contrast  to  2-3%  of  the 
controls.  Further  application  of  these  tests 
to  apparently  healthy  obese  relatives  of 
known  diabetics  indicates  that  the  over- 
weight patient  in  our  office  with  a family 
history  of  diabetes,  is  a must  reduce  candi- 
date. This  latter  takes  into  consideration  the 
fact  that  80  odd  per  cent  of  all  diabetics  are 
overweight.  One  must  remember  that  the 
onset  of  diabetes  cannot  be  predicted  by  date 
or  age,  and  some  member  of  the  family  may 
develope  overt  diabetes  between  office  exam- 
inations. Therefore  the  question  should  be 
repeated  of  the  same  patient. 

Dermatological  Signs:  Certain  skin  con- 
ditions should  put  us  on  our  guard.  We  are 
all  familiar  with  the  fact  that  furunculosis 
and  fungous  infections  of  the  skin  and  the 
latter  particularly  of  the  nails  are  frequent 
complications  of  uncontrolled  diabetes.  This 
is  also  true  of  monilia  infections  of  the  mu- 
cous membranes  of  the  vagina.  In  fact,  pru- 
ritus vulvae  is  so  often  associated  that  it  de- 
mands the  exclusion  of  diabetes.  There  are 
certain  skin  lesions  less  frequently  encoun- 
tered such  as  Necrobiosis  Lipoidica  Diabeti- 
corum, Xanthoma  Diabeticorum  and  Xan- 
thelasmia. 

Necrobiosis  L.  D.  causes  a reddish  papular 
lesion  about  1-3  mm  in  diameter.  It  occurs 
singly  or  may  be  multiple,  growing  slowly 
and  ulcerating.  It  is  a rare  lesion  with  no 
known  cause.  Xanthoma  is  the  most  rare  of 
these  lesions,  consisting  of  a yellowish  plaque 


appearing  chiefly  on  the  elbows,  knees  and 
buttocks,  but  also  other  skin  areas  and  buc- 
cal mucosa.  It  is  apparently  directly  or 
indirectly  influenced  by  the  blood  cholesterol 
level  because  it  disappears  when  diabetes  and 
the  latter  are  controlled.  Xanthelasmia  is  a 
more  common  finding  consisting  of  a yellow 
plaque  on  the  eyelid.  It  is  found  in  diabetics 
and  non-diabetics.  Vacca,  et  als  recently  re- 
ported 5 1 consecutive  patients  with  this  le- 
sion, of  which  they  reported  3 5 patients  who 
were  evaluated  for  diabetes.  Twelve  of  the 
3 5 or  about  3 5 % had  diabetes. 

Delayed  healing  of  surgical  wounds  and 
chronic  infections,  regardless  of  the  fact  that 
it  may  be  explained  on  another  basis,  should 
also  bring  up  the  question  of  the  presence 
of  diabetes.  A good  example  of  this  is  the 
case  of  a 61 -year-old  white  female  admitted 
to  the  hospital  with  weakness,  weight  loss, 
persistent  cough  productive  of  purulent 
sputa  and  fever,  and  a vague  history  of  thy- 
roid disease.  She  had  a goitre,  emphysema, 
bronchiectasis  and  pneumonia  in  both  lower 
lobes.  Sputa  examination  ruled  out  tuber- 
culosis, fungous  infection  and  demonstrated 
pneumococci  and  streptococci.  The  RAI 
and  PBI  were  normal.  The  blood  cholesterol 
was  elevated  and  a fasting  sugar  was  normal. 
The  glucose  tolerance  test  however  indicated 
diabetes.  (Fig.  5)  So  even  though  this  pa- 


Fig.  5 
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tient’s  chronic  lung  changes  were  enough  to 
account  for  her  persistent  pulmonary  infec- 
tion, she  was  found  to  have  another  causative 
factor. 

Hypoglycemic  episodes  are  not  an  infre- 
quent clinical  syndrome  and  are  usually  con- 
sidered to  be  secondary  to  hyperinsulinism 
due  to  pancreatic  adenomas,  functional  or 
alimentary  hypoglycemia,  hypoadrenalism, 
hypothyroidism,  cigarette  smoking  and  other 
causes.  It  has  been  recognized,  however,  that 
hypoglycemia  may  be  part  of  the  early  symp- 
tomatology of  sporadically  compensated  and 
uncompensated  diabetes.  In  fact  this  may  be 
the  chief  symptomatology  of  the  patient. 
The  basis  for  this  seems  to  be  the  glucose 
stimulation  of  the  pancreatic  islets  to  pro- 
duce insulin  during  a hyperglycemic  state, 
thus  leading  to  an  excess  of  insulin.  Later 
the  pancreas  loses  this  ability  to  be  stimulated 
and  the  true  diabetic  picture  emerges.  This 
symptom  may  exist  for  periods  of  up  to  six 
years  prior  to  the  clinical  recognition  of  dia- 
betes.9 The  case  of  a 2 8 -year-old  white  fe- 
male represents  such  a problem.  She  gave  a 
history  of  weakness,  fatigue,  weight  loss, 
large  appetite  and  clinical  hypoglycemic  epi- 
sodes. Her  mother’s  sister  had  diabetes.  A 
urine  sugar  was  negative  and  a three  hour 
PC  blood  sugar  was  92  mgms.%  A glucose 
tolerance  test  indicated  mild  diabetes,  with 
the  blood  sugar  level  sustained  at  200  mgms. 
% in  two  hours  falling  to  normal  at  three 
hours.  Since  the  hypoglycemic  symptoms 
depend  more  on  the  rate  of  fall  of  the  blood 
sugar  than  the.  actual  hypoglycemic  range, 
a fall  in  one  hour  from  220  mgms.%  to  105 
mgms.%  possibly  could  account  for  the 
headache,  lightheadedness,  nausea  and  other 
symptoms  the  patient  had  clinically  and  dur- 
ing the  tolerance  test.  (Fig.  6) 

"Benign  Glycosuria” : This  term  may  well 
have  a place  in  medical  terminology,  but  if 
so,  it  surely  is  an  exclusion  diagnosis.  The 
minutest  trace  of  sugar  in  the  urine  should 
be  looked  upon  with  suspicion  and  a whole- 
hearted effort  made  to  rule  out  diabetes.  This 
latter  effort  should  go  far  beyond  that  of  a 
repeat  urine  or  a solitary  blood  sugar  which 


are  reported  as  normal.  A glucose  tolerance 
test  is  surely  indicated  if  one  fails  to  obtain 
a positive  report  from  the  blood  sugar  taken 
two  hours  post-prandially.  As  has  been 
pointed  out  repeatedly  in  the  mild  and  even 
moderately  severe  diabetic,  one  normal  blood 
sugar  does  not  rule  out  diabetes.  Granted 
that  one  may  find  that  the  urine  reducing 
substances  is  one  of  the  non-glucose  mellitu- 
rias  or  possibly  one  of  the  non-sugar  reduc- 
ing chemicals  such  as  salicylates,  menthol, 
chloral  hydrate,  aminopyrine  or  even  homo- 
gentistic  acid  found  in  alkaptomuria.  (Re- 
member, however,  the  glucose-oxidizers  such 
as  Tes-Tape,  Clinistix,  react  only  with  glu- 
cose.) Also  it  is  recognized  that  the  renal 
threshold  during  pregnancy  may  be  lower 
and  one  may  find  sugar  in  the  urine  with 


Hours 
Fig.  6 


renal  ailments  such  as  Fanconi’s  syndrome  or 
renal  tubular  acidosis.  However,  all  this  does 
not  obviate  the  fact  that  it  may  be  diabetes. 
This  is  true  also  of  the  tendency  to  discount 
urine  sugar  spilled  during  a therapeutic  in- 
travenous of  glucose.  The  possibility  of  a 
transient  hyperglycemia  because  of  starva- 
tion, hepatic  disease  or  other  causes  is  to  be 
considered;  however  one  must  also  consider 
the  fact  that  the  patient  is  receiving  50 


Volume  88,  February,  1961 


81 


grams  of  glucose  with  every  1000  cc  of  5% 
glucose  solution,  and  thus  a glucose  tolerance 
test.  The  case  of  a 59-year-old  white  male 
admitted  to  the  Roanoke  Memorial  Hospital 
in  1959  is  only  one  example  of  many  such 
cases.  Because  of  abdominal  symptomatol- 
ogy associated  with  nausea  and  vomiting  he 
was  given  an  intravenous  of  5 % glucose  in 
saline  the  night  of  admission.  Urine  collected 
that  evening  showed  a two-plus  sugar.  A 
repeat  urine  the  next  day  was  negative,  but 
a blood  sugar  done  on  the  second  day  (about 
24  hours  after  the  I.V.)  was  158  mgms.%. 

In  a series  of  1140  cases  reported  by  Po- 
meranze,'  96  had  been  told  that  they  had 
insignificant  urine  sugar  sometime  prior  to 
the  development  of  full  blown  diabetes.  The 
case  of  a 5 6-year-old  white  male  is  interest- 
ing, but  perhaps  not  unusual.  He  was  exam- 
ined for  life  insurance  in  1954,  at  which 
time  sugar  was  noted  in  one  urine  specimen. 
He  was  sent  home  to  return  the  next  day, 
and  he  was  told  that  his  urine  was  clear  at 
that  time,  and  apparently  obtained  the  in- 
surance and  a clean  bill  of  health.  His  moth- 
er was  a severe  diabetic  and  in  1956  this 
patient  was  seen  with  a moderately  severe 
uncontrolled  diabetes. 

Diagnostic  Significance  of  the 
Complications  of  Diabetes 

The  clinical  observations  in  the  past  and 
present  in  conjunction  with  the  availability 
and  use  of  the  Cortisone-glucose  tolerance 
test,  Tolbutamide  Response  test  and  others, 
have  focused  attention  on  the  fact  that  the 
complications  of  diabetes  may  exist  prior  to 
the  onset  of  overt  glucose  intolerance  or  the 
diabetes  may  be  so  mild  that  it  may  escape 
detection.  Dr.  Freedman1"  sums  this  up  very 
well  with  the  following  excerpt  from  his 
paper.  "Renal  failure  with  peripheral  neu- 
ropathy and  retinitis  should  arouse  suspicion 
of  diabetes  even  if  no  hyperglycemia  or  gly- 
cosuria is  noted.  The  carbohydrate  defect 
may  be  so  slight  that  diagnosis  can  be  made 
only  on  the  basis  of  a glucose  tolerance  test. 
The  patient  may  report  having  had  symp- 
toms of  diabetes  in  the  past.  Destruction  of 


the  anterior  pituitary  or  the  adrenal  glands 
or  weight  loss  in  a previously  obese  individual 
may  ameliorate  diabetes.  Liver  or  thyroid 
disease  may  also  influence  carbohydrate  me- 
tabolism.” This  latter  is  illustrated  by  the 
case  of  a 51 -year-old  white  female  who  was 
treated  for  diabetes  in  1937  by  insulin  and 
diet.  She  stated  that  in  a few  years  she  was 
"cured”,  but  then  developed  symptoms  that 
by  1957,  when  I first  saw  her,  fitted  like  a 
glove  with  her  PBI  of  1.5  mcg.%.  Her  hypo- 
thyroidism was  treated  and  within  four  to 
six  months  she  began  to  manifest  overt  dia- 
betes again. 

Blurring  of  vision  is  a common  complaint 
of  uncontrolled  diabetes.  This  may  be  due 
to  dehydration  of  the  eyeball  or  to  patho- 
logical changes  in  the  cornea,  lens  or  retina. 
Paresis  of  accommodation  is  a frequent  find- 
ing and  lens  opacities  or  cataracts  should 
stimulate  the  search  for  diabetes.  The  typi- 
cal retinopathy  of  diabetes  consists  of  hemor- 
rhages, exudates  and  particularly  micro- 
aneurysms of  the  retinal  capillaries.  Fre- 
quently these  changes  are  first  noted  by  the 
ophthalmologist  and  he  makes  the  diagnosis 
without  the  laboratory  tests. 

It  seems  to  be  agreed  that  at  the  same  time 
the  retinal  capillaries  are  being  affected  by 
the  aneurysms,  the  renal  capillaries  are  un- 
dergoing the  same  degeneration  (Kimmel- 
steil  Wilson  Dis) . Again  it  must  be  stressed 
that  these  complications  can  occur  prior  to 
the  development  of  overt  diabetes  or  in  con- 
junction with  mild  glucose  intolerance.  Col- 
lens  et  al11  recently  described  such  a case 
with  both  retinal  and  renal  complications, 
who  had  a normal  glucose  tolerance  test  ex- 
cept on  one  occasion  when  he  developed 
an  infected  toe.  A stress  test  with  Cortisone 
proved  the  existence  of  diabetes. 

The  awareness  of  the  occurrence  of  neu- 
ropathy, as  an  initial  clinical  manifestation  of 
diabetes  and  recognition  of  the  fact  that  it 
can  appear  before  the  occurrence  of  overt 
diabetes,  may  help  solve  some  obscure  clin- 
ical problem.  Its  clinical  appearance  may  be 
in  the  form  of  a peripheral  neuropathy  of 
the  extremities,  pseudotabes,  argyll-robert- 
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son  pupil  and  other  manifestations.  Po- 
meranze1'  recorded  114  cases  of  neuropathy 
appearing  prior  to  clinical  diabetes.  Eighty- 
five  had  neuropathy  of  the  lower  extremities, 
11  had  typical  diabetic  diarrhea  and  14  had 
evidence  of  sexual  failure.  Loss  of  libido  and 
impotence  is  not  an  uncommon  complaint 
in  diabetes  and  when  noted  should  stir  the 
index  of  suspicion.  A 4 5 -year-old  white 
male  was  recently  admitted  to  the  hospital 
with  complaints  of  fatigue,  weakness,  de- 
pression, prostatitis  and  loss  of  libido.  The 
urine  showed  50-75  WBC  per  Hpf;  blood 
cholesterol  was  290  mgms.%  and  a fasting 
blood  sugar  was  97  mgms.%.  The  RAI  was 
3 5 % and  a PBI  was  normal.  A glucose  tol- 
erance test  was  done  (Fig.  7)  and  the  two 


Fig.  7 

hour  specimen  remained  elevated,  although 
the  three  hour  blood  sugar  was  normal.  The 
diagnosis  of  diabetes  mellitus  was  made  and 
with  Orinase  and  weight  loss  this  patient’s 
symptoms  abated  to  a large  degree  and  his 
libido  returned. 

Pomeranze1'  states  that  all  cases  of  sudden 
paralysis  of  the  muscles  supplied  by  the  third, 
fourth  and  sixth  cranial  nerve  should  be  in- 
vestigated for  and  if  necessary  followed  for 
the  development  of  diabetes. 

Coronary  and  peripheral  arteriosclerosis 
with  their  manifestations  of  pain  and  vas- 
cular occlusions  have  been  outstanding  fea- 
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tures  of  diabetic  morbidity  and  mortality. 
Their  increased  frequency  in  association  with 
the  diabetic  state,  in  contrast  to  the  non- 
diabetic population,  again  warrants  the  con- 
sideration of  glucose  intolerance  when  han- 
dling such  a patient.  A brief  account  of  an 
example  of  this  is  a white  male,  age  64,  who 
over  a period  of  many  years  developed  re- 
peatedly respiratory  infections,  complained 
more  and  more  of  weakness,  fatigability,  an- 
orexia and  weight  loss  and  in  195  6 developed 
intermittent  claudication.  Then  he  went  on 
to  manifest  hypertension,  coronary  arterio- 
sclerotic myocardial  disease  with  abnormal 
electrocardiographs.  He  was  hospitalized  on 
several  occasions  during  the  years  between 
195  6 and  1960  and  such  ailments  as  thyroid 
disease,  pheochromocytoma,  parathyroid  dis- 
ease, collagen  ailments  were  ruled  out.  In 

1959  a cholesterol  was  260  mgms.%  and  in 

1960  reported  as  320  mgms.%.  Since  the 
PBI  and  RAI  seemed  to  ruled  out  hypothy- 
roidism as  a cause  of  the  hypercholestero- 
lemia, and  even  though  repeated  fasting 
blood  sugars  had  been  normal  (87  mgms.%, 
1 14  mgms.%  range) , a glucose  tolerance  test 
was  done  and  proved  to  be  diagnostic  of 
diabetes.  (Fig.  8)  With  Orinase  therapy 
the  patient’s  wife  volunteered  that  he  acted 
more  like  himself  than  he  had  for  years. 

Another  interesting  case  was  that  of  a 62- 
year-old  white  female  who  was  admitted  to 
the  hospital  with  coronary  insufficiency  with 
occlusion.  She  manifested  a hypercholestero- 
lemia and  a fasting  blood  sugar  of  98  mgms. 
%.  A glucose  tolerance  test  was  done  and 
indicated  diabetes.  (Fig.  8) 

The  increased  incidence  of  cholecystitis 
and  cholelithiasis  in  the  diabetic  has  long  been 
recognized.  This  fact  alone  warrants  a thor- 
ough screening  of  all  gallbladder  patients 
for  diabetics.  A study  by  William  R.  Jordan, 
M.D.%  led  him  to  the  conclusion  that  gall- 
bladder disease  preceded  the  onset  of  diabetes 
twice  as  often  as  the  reverse  was  true,  and 
that  its  duration  was  an  average  of  12.9  years 
prior  to  the  onset  of  diabetes.  This,  then  em- 
phasizes the  importance  of  follow-up  obser- 
vations in  post-operative  cases  over  a long 
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period  of  time.  The  cortisone-stress  tests 
perhaps  would  indicate  a percentage  of  these 
diabetics. 

A whole  new  concept  concerning  preg- 
nancy and  diabetes  has  developed  within  the 
past  few  years.  As  stated  by  Dr.  Shlevin13 
"in  the  past,  many  internists  and  obstetri- 
cians have  considered  the  abnormal  glucose 
tolerance  test  during  pregnancy  as  innocu- 
ous. This  perhaps  has  done  more  harm  than 


Fig.  8 

good  by  throwing  out  of  focus  the  proper 
principles  of  management  of  the  unrecog- 
nized diabetic.”  The  information  now  gath- 
ered plainly  points  to  the  fact  that  fetal  and 
neonatal  mortality  occurs  in  extremely  high 
percentage  of  mothers  with  pre-diabetes  or 
unrecognized  overt  diabetes. 

A statistical  review14,15  showed  the  follow- 
ing average  findings.  History  of  fetal  and 
neonatal  mortality  in  the  range  of  20-40% 
noted  in  mothers  in  a period  of  five  years 
before  the  development  of  overt  diabetes  (in 
contrast  to  a control  group  showing  5%). 
Large  babies  of  10  pounds  or  more  have  been 
found  to  be  born  to  20%  or  more  of  pre- 
diabetic mothers,  often  10  to  20  years  be- 
fore the  onset  of  overt  diabetes.  Also  the 
pre-diabetic  mother  has  been  shown  to  mani- 


fest toxemia  in  about  10%,  abortion  10% 
and  pre-natal  loss  30%. 

All  of  this  emphasizes  the  importance  of 
studying  the  diabetic  existence  or  potential- 
ity in  women  of  childbearing  age,  particu- 
larly if  there  is  a Family  History,  Poor  Ob- 
stetrical History  or  Glycosuria  during  preg- 
nancy. 

Summary 

It  has  been  the  purpose  of  this  paper  to 
review  the  subject  of  the  Diagnosis  of  Dia- 
betes Mellitus.  The  case  reviews  were  used 
to  impress  the  fact  that  they  do  exist  in  our 
practice  and  not  just  in  the  text  book.  It  has 
been  emphasized  that  the  physician  cannot 
depend  on  the  "Text  Book  Picture”  before 
making  the  diagnosis.  We  must  utilize  our 
routine  urine  examinations  and  more  fre- 
quently the  routine  blood  sugar,  however 
we  must  remember  their  limitations.  Much 
more  important  is  the  awareness  of  the  pre- 
or  potential  diabetic  and  the  often  unrec- 
ognized dif-diabetic.  This  awareness  and 
a good  clinical  knowledge  of  the  disease 
create  a "High  Index  of  Suspicion”  without 
which  many  diabetes  will  go  undiagnosed. 
Then  comes  the  employment  of  the  various 
diagnostic  tests  until  one  can  definitely  state: 
There  is  no  Diabetes.  (Table  #1  summarizes 
many  of  the  points  mentioned  in  the  paper.) 

Table  #1 

Summary  of  the  Symptoms,  Clinical  Features  and  Com- 
plications Which  Should  Create  a High  Index  of 
Suspicion  in  the  Diagnosis  of  Diabetes 
Symptoms 
Weakness-Fatigue 
Weight  loss 
Blurred  Vision 
Polyphagia 
Polydipsia 
Polyuria 
Dysuria 

Pruritus  Vulvae 
Loss  Libido 

Clinical  Features 

Integument  and  mucous  membrane  alterations,  infections 
and  dermatoses: 

Dry  skin 

Dry  mucous  membranes 
Furunculosis 

Nail  infection  (especially  fungous) 
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Delayed  healing  of  lacerations  and  surgical  wounds 
Vaginitis 

External  Otitis  Fungous  Infection 
Xanthalasmia 

Necrobiosis  Lipoidicum  Diabeticorum 
Xanthoma  Diabeticorum 
Systemic  chronic  resistant  infections: 

Pulmonary  infection 
Pyelonephritis 
Cystitis 
Prostatitis 
Miscellaneous: 

Family  History  of  Diabetes 
Obesity 

Hypoglycemic  syndrome 
Hypercholesterolemia 

Post  therapeutic  intravenous  glucose  finding  of  urine 
sugar. 

Complications 

Retinopathy — Capillary  aneurysms 

Cataracts 

Nephropathy 

Neuropathy 

Abnormal  Pregnancy 

Arteriosclerotic  Heart  and  peripheral  vascular  disease. 
Cholecystitis  with  lithiasis 
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The  Case  Against  Cholesterol  in  Atherogenesis 


The  author  doubts  that  an  elevated 
blood  cholesterol  is  important  eti- 
ologically  in  atherosclerosis , feel- 
ing rather  that  it  is  a result , not  a 
cause,  of  disease. 

HOW  SUSCEPTIBLE  have  we  become 
to  the  current  widespread  information 
concerning  cholesterol  in  atherogenesis? 
Have  we  swallowed  it  hook,  line,  and  sinker, 
or  have  we  paused  to  analyze  it  in  the  light  of 
pertinent  and  obviously  inconsistent  data? 

Atherosclerosis  consists  of  two  compo- 
nents: the  atheroma,  a plaque-like  intimal 
deposit  of  neutral  fats,  cholesterol,  lipo- 
phages,  and  occasionally  blood  and  other  evi- 
dence of  hemorrhage;  and  the  sclerotic  phase 
which  represents  a physical  change  of  the 
arteries.  It  is  not  clear  whether  or  not  the 
two  anatomical  components  are  related.  The 
atheromatous  component  is  thought  to  be 
increasing,  although  the  cause  for  this  is  not 
apparent.  Above  normal  elevation  in  serum 
cholesterol  has  been  implicated  as  an  im- 
portant etiological  factor.  It  is  felt  by  the 
writer  that  undue  emphasis  may  have  been 
placed  upon  this  substance. 

The  case  for  cholesterol  in  atherogenesis 
has  been  presented.  Scientific  and  lay  liter- 
ature abound  with  information  and  discov- 
eries which  show  correlation  between  the 
two.  One  could  write  a book  on  these  dis- 
coveries and  not  begin  to  enumerate  them 
all.  Too  much  of  this  substance  is  consid- 
ered, by  some,  the  father  of  death;  too  little 
is  not  considered  pathologic.  Yes,  this  mole- 
cule has  gained  our  respect  and  few  doubt 
its  importance. 
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In  medicine  we  associate  the  abnormal 
with  pathology;  however,  in  atherosclerosis 
we  have  decided  that  a normal  cellular  sub- 
stance, in  a slightly  high  elevation,  is  capable 
of  producing  disease.  Disease  is  usually  caused 
by  pathological  substances,  not  normal  cells 
or  cellular  substances.  For  example,  in  leu- 
kemia there  is  a pathologic  white  cell  in  the 
leukocytosis.  In  contrast,  the  physiologic 
leukocytosis  in  lobar  pneumonia  is  desirable. 
Could  not  a pathological  lipid  be  involved 
in  atherogenesis?1 

Cholesterol  has  gained  its  exalted  position 
in  atherogenesis  by  presenting  a good  case. 
We  could  allow  witness  after  witness  to  bul- 
letin his  claim;  however,  we  shall  confine 
our  attention  to  only  part  of  the  evidence. 

The  first  witness  is  the  pathologic  lesion. 
Analysis  of  the  atherosclerotic  lesion  reveals 
it  to  be  rich  in  cholesterol.  The  cholesterol, 
phospholipid,  and  neutral  fat  ratios,  how- 
ever, are  the  same  as  those  of  the  blood  plas- 
ma. Why  should  cholesterol  be  signaled  out 
in  preference  to  other  lipids?  Furthermore, 
does  its  presence  predicate  its  guilt?  Guilt 
by  association  is  circumstantial.  It  does  not 
control  judicial  thinking;  therefore,  why 
allow  it  to  distort  medical  thinking? 

We  do  not  consider  hyperglycemia  as  the 
etiological  factor  in  diabetes  mellitus;  hyper- 
calcemia certainly  is  not  the  cause  of  hyper- 
parathyroidism. I have  heard  no  one  state 
that  Bence  Jones  protein  causes  multiple 
myeloma.  Why  the  paradox  with  choles- 
terol? Hypercholesterolemia  is  the  result  of 
disease,  not  necessarily  the  cause. 

The  next  witness  testifies  that  atheroscle- 
rosis can  be  simulated  in  several  animal  spe- 
cies by  experimental  conditions  which  dis- 
turb lipid  metabolism;  (i.e.,  by  administra- 
tion of  cholesterol  or  bile  salts,  derangement 
of  thyroid  function,  etc.)  Anitschow  first 
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published  his  classical  experiment  in  1913 
and  this  type  of  experimental  approach  has 
since  absorbed  the  attention  of  scientists; 
notwithstanding,  many  now  doubt  its  im- 
portance. Since  neither  man  nor  beast  ingests 
cholesterol  in  the  pure  state,  the  administra- 
tion of  cholesterol  by  Anitschow  amounted 
to  poisoning.1  The  rabbit  lesion  consists  of 
lipid  deposition  in  the  intima  of  the  intra- 
myocardial  part  of  the  coronary  artery.  This 
location  is  usual  in  human  disease.  Further- 
more, the  animal  lesion  was  devoid  of  the 
sclerotic  component.  The  atherogenic-in- 
ducing potentialities  of  the  same  diet  differ 
in  different  species.  The  fact  that  a certain 
diet  has  been  found  atherogenic  in  one  spe- 
cies is  not  prima-facie  evidence  that  this  will 
be  obtained  in  other  species.  Dr.  Samuel 
Gordon  of  Lederle  Laboratories  has  reported 
that  the  chipmunk-sized  gerbil  has  remained 
atheroma-free  on  a one  per  cent  daily  cho- 
lesterol diet — far  in  excess  of  what  an  aver- 
age man  ingests  daily.  The  serum  cholesterol 
in  sixty  gerbils  which  were  studied  reached 
a peak  of  1,200  mg.  per  100  c.c.  about  a 
week  after  the  one  per  cent  diet  began.  Later, 
blood  cholesterol  leveled  off  at  about  600 
mg.  per  100  c.c.  After  six  months  thoracic 
and  abdominal  aortas  of  gerbils  were  exam- 
ined microscopically.  In  no  case  was  there 
any  evidence  of  atheroma  formation.  No 
correlation,  pertaining  to  humans,  should 
be  attached  to  Anitschow’s  experiment. 

The  next  witness  is  a group  of  diseases  in 
which  there  is  a high  serum  cholesterol  level 
and  also  a higher  rate  of  atherosclerosis.  Dia- 
betes mellitus,  n'ephrosis,  myxedema,  xanthe- 
matosis,  and  familial  hypercholesterolemia 
fall  into  this  category.  Conversely,  in  thy- 
rotoxicosis, a disease  associated  with  hypo- 
lipemia,  there  is  a decreased  incidence  of 
atherosclerosis.  In  idiopathic  steatorrhea, 
with  impaired  dietary  absorption  of  fats, 
atherosclerosis  is  seldom  seen.  Innumerable 
studies  correlate  hypercholesterolemia  with 
angina  pectoris.  Data  to  substantiate  this 
correlation  is  endless.  This  witness  has  pre- 
sented strong  evidence — but  is  the  only 
similar  abnormality  among  these  conditions 


hypercholesterolemia?  Isn’t  it  plausible  to 
assume  that  there  are  other  abnormalities, 
that  are  common  to  all,  with  which  we  are 
not  familiar?  We  know  that  if  there  is  one 
physical  anomaly  there  is  greater  risk  of  mul- 
tiple anomalies.  Similarly,  I feel  that  it  is 
reasonable  to  assume  that  a child  born  with 
a potential  carbohydrate  metabolic  deficien- 
cy would  also  be  prone  to  develop  a metabol- 
ic lipid  or  protein  deficiency.  The  increased 
relationship  between  diabetes,  gout,  and  hy- 
perlipemia would  fortify  this  theory.  Some 
diabetics  escape  the  lip  anomaly  and,  clin- 
ically, this  is  vertified.  Hypercholesterolemia 
should  be  expected  to  co-exist  in  many  dis- 
eases ! 

Diet,  as  an  etiological  factor  in  atherogene- 
sis,  has  been  given  considerable  impetus  by 
Ancel  Keys  and  his  associates.1  Worldwide 
studies  have  demonstrated  a relationship  be- 
tween the  level  of  serum  cholesterol  and 
dietary  fat  intake.  Those  populations  with 
a higher  percentage  of  fat  in  diet  have  a 
higher  incidence  of  atherosclerosis.  It  is 
likely  that,  in  a susceptible  individual,  diet 
could  speed  the  atherosclerotic  process,  or 
any  process;  however,  there  are  those  who 
do  not  develop  premature  atherosclerosis  re- 
gardless of  diet.  Witness  the  obese,  senescent 
glutton  who  is  continually  signaled  out  by 
those  patients  who  do  not  wish  to  diet.  If 
diet  is  an  important  etiological  factor  in  the 
development  of  atherosclerosis  we  must  pity 
the  poor  ulcer  patient  who  must  exist  on  his 
atherogenic  diet!  To  draw  etiological  con- 
clusions from  worldwide  dietary  studies  is 
misleading  since  there  are  genetic  predispo- 
sition and  protection.  Of  children  with  one 
hypercholesterolemic  parent,  17%  are  hypo- 
cholesterolemic;  when  both  parents  are  nor- 
mal cholesterolemic,  only  2%  have  high 
serum  levels.3  Many  feel  that  hyperlipemia 
is  an  endocrine  disorder  and  that  diet  would 
be  no  more  important  in  its  development 
than  diet  is  an  etiological  factor  in  diabetes.4 
Keys  has  tried  to  correlate  the  lack  of  athero- 
sclerosis among  the  Bantu  with  their  low 
fat  diet.  The  American  Negro,  who  has  a 
generous  dietary  fat  intake,  has  a markedly 
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less  incidence  of  coronary  heart  disease  than 
his  white  counterpart.  The  Negro  apparently 
is  sickle  cell  and  tubercular  susceptible;  but 
in  retribution,  God  made  him  atherosclerotic 
resistant.  I do  not  wish  to  discredit  the  po- 
tential value  of  Key’s  work  but  there  are 
variable  factors  in  diet  which  he  fails  to 
consider.  The  possibility  of  an  anti-athero- 
genic  factor  in  diet  (like  the  intrinsic  factor 
in  pernicious  anemia)  is  not  mentioned.  The 
intima  of  the  Bantu’s  arteries  has  not  been 
exposed  to  the  many  and  varied  chemical 
compounds,  such  as  penicillin,  sulfa,  food 
preservatives,  vitamin-enriched  foods,  tetra- 
cyclines, etc.,  as  has  the  intima  of  his  white 
counterpart.  Could  not  the  increase  in  athe- 
rosclerosis be  due  to  the  increased  consump- 
tion of  one  of  these  substances?  As  remote 
as  it  may  seem,  this  hypothesis  can  be  argued 
statistically.  Either  this  observation  is  true 
or  it  reveals  the  fundamental  weakness  of  a 
purely  statistical  approach  to  pathologic 
events. 

The  influence  of  sex  hormones  on  athero- 
genesis  has  been  cited  as  evidence.  Women, 
particularly  young  women,  possess  some 
degree  of  protection  from  atherosclerosis  and 
its  more  serious  complications.  Oophorecto- 
mized  women  lose  this  protection.  Admin- 
istration of  estrogen  to  men  who  have  sur- 
vived one  or  more  attacks  of  myocardial 
infarctions  accomplishes  several  actions  on 
the  abnormal  blood  lipids  found  in  these 
men."  Since  many  hormonal  substances  are 
involved  in  lipid  metabolism  (pancreas, 
adrenals,  and  thyroid)  it  is  unlikely  that 
lipids  are  influenced,  primarily,  by  sex  hor- 
mones. Wolffe  feels  that  atherogenesis  could 
be  a metabolic  disease;  it  is  his  opinion  that 
the  vascular  complications  of  diabetes  mel- 
litus  can  be  attributed  to  the  present  manu- 
facture of  "pure”  insulin.  In  the  present 
manufacture  many  protective  hormonal  fac- 
tors of  the  pancreas  are  being  destroyed.  The 
great  French  cardiologist,  Prof.  Vaquez, 
stated  that  he  had  never  encountered  the  vas- 
cular complication  of  diabetes  mellitus  while 
using  crude  insulin.  These  observations,  also, 
have  been  substantiated  by  his  own  studies.6 
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Statistics  in  many  and  varied  forms  have 
been  presented  as  evidence.  They  show  cor- 
relation between  super  cholesterolemia  and 
atherosclerosis.  There  is  no  doubt  that  phy- 
sicians are  more  coronary-conscious  and 
there  may  be  truth  in  the  statement  that  the 
death  rate  from  coronary  artery  disease  is 
directly  proportional  to  the  number  of  phy- 
sicians per  thousand  population.  The  im- 
portance of  correct  diagnosis  in  relation  to 
statistics  becomes  doubly  apparent  when  we 
realize  that  the  margin  of  error  in  detection 
of  atherosclerosis  is  considerable.  How  does 
one  measure  total  atherosclerosis?  Unfor- 
tunately, a little  in  the  wrong  location  can 
be  fatal  and  the  individual  in  question  be- 
comes a statistic.  This  is  in  contrast  with  the 
bald  hirsute.  As  baldness  is  not  fatal  he  re- 
ceives scant  attention.  There  are  no  hair- 
raising  funds  for  his  glossy  pate!  This  indi- 
vidual doesn’t  lack  hair-growing  ability — he 
just  cannot  grow  it  in  the  right  location! 
Similarly,  the  coronary  atherosclerotic  just 
doesn’t  grow  his  atherosclerosis  in  the  proper 
location. 

Mechanical  factors  and  hemodynamics 
doubtless  contribute  to  the  development  of 
atherosclerosis — a fact  which  has  long  been 
recognized.  The  pressure  maintained  in  the 
cardiovascular  system  must  have  an  impor- 
tant influence  in  the  production  of  organic 
changes  in  its  walls.  The  selective  predilec- 
tion for  development  of  the  atherosclerotic 
lesion  fortifies  the  etiological  significance  of 
hemodynamics.  Here,  also,  lies  a fertile  field 
for  future  investigation. 

Though  scarcely  enough  attention  has 
been  given  the  intimal  cells  in  atherogenesis, 
they  are  undoubtedly  important.  Could  not 
the  pathology  be  in  these  cells  rather  than 
in  that  with  which  they  come  into  contact? 
I feel  that  the  atheroma  may  be  analogous 
to  the  colloid  goitre.  In  colloid  goitre  the 
first  reaction  to  iodine  deficiency  is  hyper- 
mia,  decrease  in  the  amount  of  colloid  and 
hyperplasia  of  the  thyroid  epithelium.  Later, 
there  are  involuntary  changes  which  include 
colloid  accumulation,  fibrosis,  cyst  forma- 
tion, hemorrhage,  and  calcification.  One 
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readily  sees  some  gross  similarity  between  the 
two  pathologic  conditions.1 

Sometimes  we  must  look  beyond  the  ap- 
parent because  the  apparent  may  not  be  real. 
We  must  be  aware  of  the  obscure  and  seem- 
ingly unrelated  cause-and-effect.  The  medi- 
cal treatment  of  atherosclerosis  has  already 
been  littered  with  carcasses  of  premature  and 
false  claims.  I am  sure  that  when  the  final 
answer  is  discovered  we  shall  find  that  many 
treatments  have  been  harmful.  We  now  real- 
ize the  danger  from  the  unfortunately  pro- 
miscuous use  of  adrenal  steroids  and  anti- 
biotics— a situation  which  was  not  foreseen. 

It  is  difficult  to  change  when  one  has 
accepted  the  basic  premise  of  a system.  We 
are  taught  that  there  is  an  answer  to  every- 
thing, but  by  accepting  the  imperfect  reality 
we  may  often  do  better.  In  "Novum  Or- 
ganum”,  Sir  Francis  Bacon  established  first 
his  doubt  of  all  things  before  proceeding  to 
a consideration  of  knowledge.  "In  general,” 
he  said,  "let  every  student  take  this  as  a rule 
— that  whatever  his  mind  seizes  and  dwells 
upon  with  peculiar  satisfaction,  is  to  be  held 
with  suspicion;  and  that  so  much  care  is  to 
be  taken;  in  dealing  with  such  questions,  to 
keep  understanding  even  and  clear.  Doubt 
all  things  before  you  believe  anything? 
Watch  your  idols.”  Could  this  be  true  with 
cholesterol?  I feel  that  we  must  proceed  with 
caution  when  we  manipulate  the  cholesterol 
molecule.  We  should  not  be  too  readily 
swayed  by  those  who  demand  that  the  public 
be  told  "the  truth”  while  we  are  still  at- 
tempting to  find  the  answer.  We  should  be 


wary  of  explaining  the  increase  of  athero- 
genesis  when  the  etiology  is  not  known.  I 
do  not  disagree  with  those  who  advise  low- 
ering elevated  serum  cholesterol — but  let 
us  limit  our  methods.  The  widespread  pub- 
licity given  to  diet  will  burden  many  with 
fad  diets. 

The  constant  search  for  and  introduction 
of  new  products  by  the  pharmaceutical  in- 
dustry is  ample  evidence  of  the  lack  of  uni- 
formity of  opinion  and  satisfaction  with  this 
subject.  New  products  have  been,  and  will 
continue  to  be,  introduced  at  a rapid  rate. 
Let  us  keep  our  reason  clear  and  not  shift 
from  product  to  product  with  each  touted 
claim. 

Far  too  few  realize  that  behind  the  head- 
lines a scientific  debate  is  raging! 
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Keratoplasty 


Corneal  grafting  is  not  only  useful 
in  restoring  vision  but  also  in  the 
treatment  of  certain  eye  diseases. 

It  is  to  be  hoped  that  donor  eyes 
will  become  increasingly  available 
to  expedite  this  work. 

P UNTIL  RECENT  YEARS  kerato- 
plasty could  only  be  done  satisfactorily 
in  the  larger  medical  centers.  During  the 
last  few  years,  more  Eye  Banks  have  been 
established  throughout  the  country"'  and 
donor  eyes  are  now  more  freely  available  to 
the  ophthalmologists  in  smaller  centers.  This 
improved  availability  has  been  of  benefit  to 
the  patient  unwilling  to  travel  distances  to 
have  the  necessary  surgery  and  also  to  those 
patients  that  have  had  keratoplasties  done  to 
arrest  rapidly  worsening  corneal  diseases. 

Keratoplasty  can  be  divided  into  two  basic 
techniques:  first,  the  penetrating  and  second, 
the  lamellar  graft.  In  penetrating  grafts,  the 
whole  thickness  of  the  cornea  is  replaced. 
Most  operators  restrict  the  size  (diameter) 
of  the  graft  to  within  certain  limits  (5-8 
mm) . 

In  our  series,  the  most  satisfactory  results 
were  obtained  in  the  6-7  mm.  grafts.  Orig- 
inally, keratoplasty  was  done  almost  entirely 
for  optical  purposes,  i.e.,  to  improve  vision. 
As  the  field  and  techniques  have  advanced, 
more  uses  for  keratoplasty  have  been  found 
and  the  field  of  therapeutic  keratoplasty  has 
been  enlarged.  The  conditions  that  respond 
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most  satisfactorily  are  keratoconus  (90- 
95%),  nodular  and  lattice  dystrophy 
(80%),  interstitial  keratitis  (60%),  disci- 
form keratitis  (60%),  leukomas  and  pyo- 
genic ulcers  (50%). 

In  the  following  series,  several  cases  were 
done  for  visual  improvement  primarily;  sev- 
eral others  for  therapeutic  reasons.  We  have 
twelve  patients  (13  eyes)  that  were  done 
for  visual  improvement  and  eight  that  were 
done  for  therapeutic  reasons.  Those  done 
for  visual  improvement  included  kerato- 
conus, nodular  dystrophy  (Groenouw’s) , 
dense  leukomas  following  injury  or  corneal 
infections.  If  the  patient’s  vision  fell  below 
20/200,  in  bilateral  disease,  keratoplasty  was 
indicated.  In  those  cases  with  unilateral  scar- 
ring, a preoperative  visual  acuity  of  20/100 
or  less,  surgery  was  indicated.  In  most  of 
these  cases,  a penetrating  keratoplasty  was 
performed.  The  following  techniques  was 
used: 

1.  Mild  sedation,  e.g.,  75  Demerol,  Nem- 
butal gr.  3/4,  Phenergan  25  mgm. — 
one  hour  before  surgery. 

2.  Diamox  2 50  mgm. — three  hours  be- 
fore surgery  and  repeated  one-half 
hour  before  surgery. 

3.  Irrigation  of  lacrimal  sacs  with  normal 
saline. 

4.  Instillation  of  Pilocarpine,  2%,  four  to 
six  times  before  surgery  to  produce 
miosis.  Starting  two  hours  before 
surgery. 

5.  Sterile  pre-operative  preparation. 

6.  Akinesia,  Van  Lint  and  retrobulbar, 
using  Xylocaine  1%. 

7.  Lid  sutures  were  used  to  retract  lid. 
40  black  silk  fixation  sutures  inserted 
through  superior  rectus  and  inferior 
rectus. 
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The  graft  was  removed  from  donor  eye  with 
a Castroviejo  trephine  and  similar  button 
was  removed  from  recipient  eye.  Graft  was 
positioned  and  sutured  in  place  with  Virgin 
Silk  (10-0)  direct  appositional  sutures,  (15- 
24  sutures),  depending  on  the  size  of  the 
graft.  Air  was  inserted  into  anterior  cham- 
ber with  27  gauge  needle.  The  pupil  was 
either  constricted  or  dilated  to  hold  the  iris 
from  the  incision.  One  eye  was  bandaged 
only.  Bed  rest  the  first  four  days,  then 
patient  was  ambulatory.  Sutures  were  re- 
moved on  the  twenty-first  day.  Patients 
were  kept  on  antibiotics  and  steroids  as  re- 
quired. 

Summary  of  Cases  Done  Primarily 
For  Visual  Improvement 

Case  # 1 , Mr.  G.  A.,  age  52,  had  had  re- 
peated attacks  of  herpetic  keratitis  in  O.  S. 
over  the  last  four  years  with  severe  scarring 
of  the  cornea,  and  with  severe  visual  loss. 
Vision  had  been  reduced  to  light  perception 
and  large  objects  only.  He  had  had  no  fur- 
ther ulcerations  or  flare-ups  of  the  herpetic 
condition  for  one  year  before  time  of  sur- 
gery. Mr.  G.  A.  underwent  a penetrating 
keratoplasty  using  a 6 mm.  graft  with  direct 
appositional  sutures.  His  recovery  was  un- 
eventful and  at  the  time  of  discharge,  his  vis- 
ion was  20/70  in  the  affected  eye.  After 
eighteen  months,  his  vision  had  improved  to 
20/60  and  the  graft  is  completely  clear. 

Case  #2,  Mr.  I.  M.,  age  47,  had  a long 


Fig.  I.  Case  # 2,  I.  M.  Post-operative.  Patient  had  pre- 
senile  cataracts  and  keratoconus,  O.  U. 

O.  S.  7 mm.  penetrating  graft  and  intracapsular  extrac- 
tion and  iridectomy. 


history  of  visual  difficulty  dating  back  from 
his  early  twenties.  When  examined,  he  had 
bilateral  keratoconus  and  pre-senile  cataracts 
in  both  eyes.  His  vision,  at  the  time  of  sur- 
gery, was  reduced  to  20/400  in  O.  D.  and 
light  perception  and  large  objects  only  in 
O.  S.  It  was  decided  to  do  the  patient’s  left 
eye  first,  using  a penetrating  keratoplasty 
and  in  six  months  to  do  a cataract  extraction. 
A 7 mm.  penetrating  graft  was  done  on  his 
left  eye,  using  direct  appositional  sutures. 
He  had  an  uneventful  recovery,  the  graft 
remained  clear  and  in  six  months  the  graft 
was  completely  clear  when  he  was  re-ad- 
mitted  to  have  a cataract  extraction.  He 
had  an  intracapsular  extraction  with  a wide 
iridectomy,  and  once  again  he  had  an  un- 
eventful recovery  from  this.  Fortunately, 
the  graft  remained  clear  and  at  the  present 
date,  two  months  after  his  operation,  his 
vision  is  20  20  in  his  left  eye  with  correction. 
He  is  returning  for  similar  procedures  on 
his  right  eye. 

Case  #3,  Mrs.  H.  H.,  age  48,  also  had 
keratoconus  in  both  eyes  and  history  of  vis- 
ual difficulties  over  the  last  fifteen  years. 
When  admitted  for  surgery,  she  had  vision 


Fig.  II.  Case  #3,  Mrs.  E.  H.  Pre-operative.  Showing  ad- 
vanced keratoconus,  O.  D. 


of  count  fingers  at  /z  meter  in  either  eye 
which  could  not  be  improved  either  by  lenses 
or  contact  lenses.  It  was  decided  to  do  a 
penetrating  graft  on  her  right  eye  and  a 
7 mm.  penetrating  graft,  with  direct  appo- 
sitional sutures,  was  performed.  She  had  an 
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uneventful  recovery  and  was  discharged 
from  the  hospital  at  the  end  of  one  month. 
Her  vision  at  the  end  of  one  year  was  20/5  0, 
without  correction,  in  her  right  eye.  It 
could  be  improved  to  20/40  with  correction 
and  a contact  lens  at  a later  date  will  prob- 
ably improve  this  further.  She  was  re-ad- 
mitted two  months  before  this  article  was 
written  and  a 7 mm.  graft  was  done  in  her 


Fig.  III.  Case  #3,  E.  H.  Post-operative.  Showing  7 mm. 
penetrating  graft. 


left  eye.  The  graft  is  progressing  satisfac- 
torily, is  gradually  clearing  and  we  hope  that 
she  will  have  satisfactory  vision  in  her  left 
eye  as  well. 

Case  #4,  a man,  age  5 6,  had  keratoconus, 
much  more  marked  in  his  left  eye.  He  had 
not  had  satisfactory  vision  in  this  eye  for 
ten  years.  On  examination,  V.  O.  D.  was 
20/40,  V.  O.  S.  was  count  fingers  at  l/z 
meter.  A 7 mm.  penetrating  graft  was  done, 
with  appositional  sutures,  on  the  left  eye. 
He  had  an  uneventful  recovery.  The  graft 
was  cloudy  at  first  but  has  gradually  cleared 
and  when  this  patient  was  discharged,  his 
vision  was  20/200.  He  was  discharged  from 
our  care  to  be  followed  by  his  local  ophthal- 
mologist. We  do  not  have  a final  visual 
acuity  on  this  patient. 

Case  #5,  Mr.  O.  J.,  age  48,  had  bilateral 
Groenouw’s  distrophy  of  the  granular  type. 
V.  O.  D.  was  count  fingers  and  V.  O.  S.  was 
count  fingers.  He  had  a 6 mm.  penetrating 
keratoplasty,  O.  S.  Four  weeks  postopera- 
tively  he  developed  secondary  glaucoma, 
which  was  controlled  by  iridectomy.  At 
first  the  graft  remained  clear,  but  over  the 


next  three  months  it  gradually  became 
cloudy.  His  vision  was  not  improved.  This 
represents  a failure  and  the  patient  should 
have  a re-graft. 

Case  #6,  Mr.  B.  F.,  age  46,  who  also  had 
Groenouw’s  dystrophy.  Vision  was  count 
fingers  at  one  meter  in  either  eye  and  he 
had  a 6 mm.  penetrating  keratoplasty,  O.  S., 
with  direct  appositional  sutures.  His  vision 
at  the  end  of  three  months  was  20/70  and 
at  the  end  of  two  years  the  graft  is  still 
clear. 

Case  #7,  Mr.  H.  W.,  age  59,  had  a severe 
injury  to  his  left  eye  which  had  resulted  in  a 
corneal  ulcer  and  dense  leukomatous  forma- 
tion which  had  been  present  for  approxi- 
mately twelve  years.  His  vision  at  the  time 
of  operation  was  light  perception  only.  He 
had  a 6 mm.  penetrating  keratoplasty  with 


Fig.  IV.  Case  #7,  H.  W.  Post-operative.  6 mm.  penetrat- 
ing graft  for  central  leukoma,  O.  S. 

direct  appositional  sutures.  His  vision,  at 
the  end  of  three  months,  was  20/60,  with 
correction,  and  gradually  improved  over  the 
next  four  months  to  the  neighborhood  of 
20/40.  At  the  end  of  2/z  years,  the  graft  is 
still  clear.  It  is  interesting  to  note  that  this 
patient,  eight  months  after  he  had  the  kera- 
toplasty, developed  an  optic  neuritis  in  his 
right  or  good  eye,  with  complete  loss  of 
vision,  decreasing  his  vision  to  20/400  so 
the  patient  had  to  rely  on  his  operated  eye. 
The  neuritis  cleared;  however,  his  vision  has 
remained  in  this  eye  at  about  the  20/40  level. 
I think  this  is  one  of  the  best  arguments  that 
we  have  seen  for  operating  on  patients  that 
have  one  good  eye  and  one  that  has  a corneal 
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lesion  that  could  be  benefited  by  kerato- 
plasty. This  patient,  if  he  had  not  had  the 
keratoplasty,  would  have  been  completely 
incapacitated  for  the  time  that  he  had  the 
optic  neuritis. 

Case  #8,  Mr.  M.,  age  41,  also  had  a severe 
injury  to  his  left  eye  in  childhood  resulting 
in  a dense  central  leukoma  involving  the  full 
thickness  of  the  cornea.  Vision  at  the  time 
of  operation  was  V.  O.  D.  20/30  and  V.  O.  S. 
light  perception  only.  He  underwent  a 7 
mm.  penetrating  keratoplasty  and  at  the  end 


of  three  months  his  vision  was  20/200.  He 
was  discharged  to  his  local  ophthalmologist 
and  we  do  not  have  a final  visual  acuity  on 
him. 

Case  # 9 , Mr.  F.,  had  had  a severe  injury 
to  both  eyes  from  chemical  keratitis  with 
opacification  of  the  whole  cornea.  The  right 
eye  had  been  removed  ten  years  before.  In 
the  left  eye  the  whole  cornea  was  severely 
scarred,  involving  the  full  thickness  of  the 
cornea.  He  had  a complete  opacification  of 
the  cornea  and  had  received  radiation  three 


THOSE  DONE  FOR  VISUAL  IMPROVEMENT 


Patient 

Age 

Indications 

Type  of  Graft 

Pre-Op  Visn. 

Post-Op  Vision 
With  Correction 

Overall  Result 

H.  W. 

59 

Central  leukoma, 
O.  S. 

6 mm. 

Penetrating 

Keratoplasty 

Light  perception 

20/60 
2 y2  years 

Improved 

A.  M. 

41 

Central  leukoma, 
O.  S. 

7 mm. 

Penetrating 

Keratoplasty 

Light  perception 

20/200 

Improved 

W.  F. 

50 

Chemical  keratitis 
with  complete 
opacification  of 
cornea,  radiation 
cataract 

8 mm. 

Penetrating 
Keratoplasty 
Cataract  extraction 
6 months  later 

Poor  light  per- 
ception 

Poor  light  per- 
ception 

Unimproved 

Cx.  S.  A. 

52 

Central  leukoma  from 
repeated  herpetic 
keratitis 

7 mm. 

Penetrating  graft 

L.  P’s. 

20/80 

Improved 

I.  M. 

47 

Keratoconus 
Pre-senile  cataracts, 
O.  U. 

7 mm. 

Penetrating  graft, 
0.  S. 

6 mos.  later  intracap- 
sular  cataract  ex- 
traction 

Light  perception 
and  hand  move- 
ments 

20/20 

Improved 

H.  H. 

48 

Kerataconus,  O.  U. 

7 mm.  graft,  0.  D. 
Penetrating 

Count  fingers 

y2M. 

20/60 

Improved 

H.  H. 

48 

Kerataconus,  0.  U. 

7 mm.  penetrating 
graft,  0.  S. 

40/400 

20/100 

6 wks.  post-op. 

Improved 

I.  W. 

56 

Kerataconus,  0.  U. 

0.  S.,  7 mm.  pene- 
trating graft 

0.  D—  20/40 
0.  S. — Count  fin- 
gers Yi  M. 

V.  O.  S.  20/200 
6 wks. 

Post-operative 
No  follow  up 

Improved 

O.  J. 

48 

Groenouw’s  Dys- 
trophy, 0.  U. 

6 mm.  penetrating, 
0.  S. 

L.  P’s.  and  hand 
movements 

Graft  cloudy 
L.  P’s. 

Worsened 

B.  F. 

46 

Groenouw’s  Dys- 
trophy, 0.  U. 

7 mm.  penetrating, 
0.  S. 

L.  P’s.  and  hand 
movements 

20/70 — 4 mos. 
Latest  follow  up 

Improved 

T.  D. 

65 

Bilateral  iridenclesis 
Cataract  extraction, 
0.  D. 

0.  S. — Dense  corneal 
leukoma,  senile  cat- 
aract 

7 mm.  lamellar  ker- 
atoplasty 

Hand  movements 
and  L.  P. 

Count  fingers 

Improved 

R.  S. 

44 

Dense  central  leu- 
koma, 0.  S. 

7 mm.  penetrating 
keratoplasty,  0.  S. 

Light  perception 

20/70 

4 wks.  post-op. 

Improved 
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years  before  to  decrease  the  vascularization 
of  the  cornea.  This  had,  in  turn,  produced 
what  appeared  to  be  a radiation  cataract; 
however,  this  cataract  was  not  visible  until 
after  the  time  of  surgery.  He  had  an  8 mm. 
penetrating  keratoplasty  with  freeing  of  an- 
terior synechia.  This  graft  remained  clear 
and  at  the  time  of  surgery,  the  dense  cataract 
was  visualized.  His  preoperative  vision  was 
light  perception  only,  the  graft  remained 
clear  and  at  the  end  of  six  months  the  cata- 
ract was  removed.  Following  the  cataract 
extraction,  the  graft  became  cloudy  and 
even  after  a re-graft,  it  remained  cloudy. 
His  vision  at  the  time  is  still  light  perception. 

Case  10,  Mrs.  D.,  age  65,  had  chronic 
open  angle  glaucoma  for  fifteen  years  and 
had  had  bilateral  iridenclesis  and  a cataract 
extraction,  O.  D.  This  had  resulted  in  a 
Bullous  Keratitis,  O.  D.  Light  perception 
was  present  in  this  eye.  In  her  left  eye  she 
had  a dense  corneal  leukoma,  probably  in 
the  nature  of  a corneal  dystrophy  from 
a long-standing  glaucoma.  She  also  had  a 
moderately  advanced  cataract.  Vision  was 
hand  movements  and  count  fingers,  poorly, 
at  14  meter  in  this  eye.  The  leukoma  in- 
volved the  outer  % of  her  cornea  so  a lamel- 
lar keratoplasty,  7 mm.  in  diameter,  was 
done  and  this  graft  has  remained  clear  and 
her  cornea  has  cleared  considerably.  At  the 
present  time  we  are  waiting  for  approxi- 
mately eight  months  to  a year  before  we  do 
a cataract  extraction.  With  her  long-stand- 
ing history  of  glaucoma,  and  her  difficulties 
with  her  right  eye,  the  chances  of  her  get- 
ting a good  result  are  slim  but  still,  with  her 
vision  the  way  it  is,  there  is  very  little  to  be 
lost. 

Case  #11,  Mr.  S.,  age  42,  had  an  injury 
to  his  left  eye  fifteen  years  before.  Three 
years  following  this  injury  he  had  severe 
ulceration  of  his  left  eye  which  resulted  in 
a dense  leukoma  involving  the  full  thickness 
of  the  cornea.  His  vision,  when  seen  here, 
was  light  perception  only  in  O.  S.  and  20/25, 
O.  D.  He  had  a 7 mm.  penetrating  kerato- 
plasty with  direct  appositional  sutures.  This 


completely  replaced  the  corneal  scarring  and 
at  the  end  of  six  weeks  his  vision  has  im- 
proved to  20/80. 

In  the  patients  that  were  operated  on  for 
improvement  of  their  vision,  earlier  cases 
were  done  using  the  outlined  technique  but 
using  6-0  black  silk  with  Grieshaber  needles. 
These  sutures,  of  course,  are  fine  but  we 
found  they  produced  considerable  corneal 
irritation  and  it  was  not  until  two  years 
ago,  when  we  switched  over  to  10-0  Virgin 
Silk,  that  we  noticed  a marked  improvement 
in  our  operative  results.  There  was  much 
less  irritation  present  in  the  eye,  sutures  could 
be  left  in  longer  which  resulted  in  much 
better  healing  and  apposition  of  the  kerato- 
plasty wounds,  and  when  they  were  removed 
there  was  much  less  chance  of  collapse  of 
the  anterior  chamber.  Our  visual  results  fol- 
low pretty  well  the  pattern  established  else- 
where. The  results  in  keratoconus  were  ex- 
cellent, the  results  in  corneal  dystrophy  were 
about  50%,  and  the  results  in  corneal  leu- 
komas in  the  neighborhood  of  70%.  In  the 
earlier  cases  we  had  to  rely  on  eyes  shipped 
in  from  New  York  and  elsewhere  and  very 
often  these  eyes  were  used  at  almost  the  end 
of  the  48 -hour  period.  In  the  later  cases 
that  we  have  done,  we  have  obtained  eyes 
locally  and  used  them  within  12  hours.  We 
found  that  the  grafts  have  remained  much 
clearer  earlier,  and  the  overall  results  are 
more  satisfactory.  The  finding,  of  course, 
applies  only  to  the  penetrating  types.  We 
have  not  noticed  any  difference  using  fresh 
eyes  or  older  eyes  in  the  lamellar  keratoplas- 
ties. 

Therapeutic  Keratoplasty 

Therapeutic  keratoplasty  is  developing  in- 
to a most  useful  and  gratifying  procedure 
in  treating  chronic  and  recurrent  diseases 
of  the  cornea.  Herpetic  infections  of  the 
cornea  have  increased  in  incidence  and  im- 
portance. It  is  now  the  most  frequent  cause 
of  visual  loss  due  to  corneal  opacities  and  is 
becoming  the  most  frequent  indication  for 
therapeutic  keratoplasty  in  this  country. 

Herpes  simplex  of  the  cornea  responds 
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poorly  to  most  treatment.  In  our  practice, 
the  number  of  severe  cases  with  deep  stromal 
involvement  has  increased  over  the  last  two 
years.  In  the  recurrent  cases,  the  only  satis- 
factory method  is  the  total  removal  of  the 
involved  cornea  by  keratoplasty. 

In  Herpes,  the  transplants  were  done  for 
several  reasons.  Usually,  the  transplants  are 
indicated  in  recurrent  episodes  of  superficial 
keratitis  either  diffuse  or  circumscribed,  or 
deeper  lesions  recurring  over  many  months. 
In  active  cases  with  deep  stromal  involve- 
ment with  threatened  perforation,  grafting 
is  definitely  indicated.  The  removal  of  the 
diseased  tissues  has  a beneficial  effect  through 
several  suggested  ways.  It  removes  the  in- 
fecting virus  and  the  necrotic  tissue  asso- 
ciated with  it.  The  graft  possibly  introduces 
fixed  antibodies  to  the  host  cornea  also. 
Felatov  believes  the  introduction  of  new  tis- 
sue has  a beneficial  biological  effect.  Vas- 
cularity is  also  reduced  which  brings  about 
a diminution  of  the  allergic  reaction.  Thera- 
peutic grafting  has  been  beneficial  in  certain 
types  of  perforating  ulcers  (bacterial  and 
fungal)  and  at  times  this  technique  may  be 
an  outright  emergency.  The  technique  fol- 
lowed in  our  cases  is  basically  the  same  as 
the  perforating  keratoplasties  except  only  a 
partial  thickness  of  the  cornea  is  removed 
(0.5  to  0.6mm).  The  postoperative  recov- 
ery period  is  much  shorter  and  most  of  these 
people  can  return  to  work  within  2-3  weeks. 

Corticalsteroids  are  contraindicated  in 
herpes  simplex;  however,  steroids  are  a great 
therapeutic  tool  in  corneal  grafting.  They 
have  been  used  in  three  of  the  cases  done  in 
the  series  with  beneficial  effect  and  as  yet  no 
untoward  effects. 

Probably  some  of  the  most  satisfying  sur- 
gery that  we  have  done  has  been  in  the  field 
of  therapeutic  keratoplasties: 

Case  # 1 : Mr.  H.,  age  50,  who  had  had 
a bilateral  cataract  extraction  which  had  re- 
sulted in  a Bullous  Keratitis  with  almost  in- 
tractable pain  in  his  left  eye.  He  had  the 
choice  of  having  his  left  eye  removed  or 
trying  a therapeutic  keratoplasty.  His  vision 
in  this  eye  before  surgery  was  light  percep- 


tion and  hand  movements.  We  explained  to 
the  patient  that  chances  of  his  getting  a 
satisfactory  result  through  keratoplasty  were 
not  good,  but  with  the  other  alternative,  he 
was  anxious  to  try  the  corneal  graft.  A 7 
mm.  penetrating  keratoplasty,  with  direct 
appositional  sutures,  was  done.  The  patient 
had  an  uneventful  recovery,  the  sutures  were 
removed  on  the  twenty-first  day.  The  graft 
remained  semi-transparent;  however,  his  vis- 
ion was  improved  to  count  fingers  at  /z 
meter.  The  most  remarkable  thing  in  this 
case  is  that  he  had  complete  relief  of  pain 
and  this  has  continued  over  the  last  year. 
How  long  it  will  continue,  we  do  not  know; 
however,  the  patient  is  well  satisfied  and 
we  have  not  had  to  remove  his  eye  as  yet. 

Case  #2,  Mr.  E.,  age  64,  who  was  ad- 
mitted here  with  a perforated  corneal  ulcer, 
had  ulceration  of  his  cornea  and  had  been 
on  ophthalmic  solutions  which  combined 
antibiotics  and  steroids  for  three  weeks  be- 
fore being  seen.  When  admitted,  the  ulcer 
had  already  perforated  and  we  thought 
probably  that  the  ulcer  had  been  due  to  a 
mycotic  infection.  No  bacteria  could  be  cul- 
tured from  it  and  no  fungi  were  cultured. 
We  debated  whether  the  eye  should  be  re- 
moved because  an  early  endophthalmitis  was 
present.  We  had  at  this  time  an  extra  eye, 
left  over  from  another  corneal  transplant, 
which  was  three  days  old  and  had  exceeded 
the  suggested  time  limit.  A 7 mm.  penetrat- 
ing graft  was  done  which  completely  re- 
moved the  corneal  ulcer  and  during  the  oper- 
ation the  prolapsed  and  adherent  iris  was 
excised.  The  graft,  to  our  surprise,  took  very 
satisfactorily;  it  did  not  remain  perfectly 
clear,  it  was  semi-transparent;  however,  the 
general  condition  of  his  eye  improved  and 
the  infection  subsided.  He  does  not  have  any 
useful  vision  in  his  eye  at  present  and  after 
eight  months  it  is  still  injected  and  probably 
the  safest  course  to  follow  would  be  to  enu- 
cleate the  eye. 

Case  #3,  Mr.  T.  D.,  age  40,  had  a chem- 
ical burn  to  his  left  eye  which  resulted 
in  a symblepharon,  approximately  the  5 
o’clock  position.  This  had  recurred  despite 
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several  removals.  The  inferior  cul-de-sac  had 
been  restored  by  a conjunctival  graft  but  he 
still  had  an  adhesion  on  to  the  cornea.  He 
was  admitted  and  an  elliptical  piece  of  cor- 
nea containing  the  symblepharon  was  re- 
moved. A similar  elliptical  piece  of  donor 
cornea  was  grafted  in  its  place.  The  thick- 
ness of  the  cornea  that  was  grafted  was  ap- 
proximately % the  corneal  thickness.  It  was 
held  in  place  by  direct  appositional  sutures 
to  the  cornea  and  to  the  sclera.  His  vision 
before  surgery  was  20/30  and  after  two 
months  his  vision  was  20/25.  The  important 
thing  here  is  that  the  symblepharon  has  not 
recurred  and  the  lamellar  graft  has  remained 
perfectly  clear.  We  feel  that  this  is  an  ideal 
procedure  for  this  type  of  injury  and  also  in 
recurrent  pterygiums.  It  is  relatively  free 
of  complications  and  does  not  carry  the  dan- 
ger of  a penetrating  graft. 

Case  #4,  Mr.  W.,  age  30,  who  had  had  a 
corneal  dystrophy,  O.  D.,  since  birth  and 
apparently  had  had  a congenital  rupture  of 
Descemets  membrane  which  had  resulted  in 
a chronic  Bullous  keratitis.  He  had  gotten 
along  fairly  well  up  until  one  year  before 


the  operation,  at  which  time  he  started  hav- 
ing repeated  erosions  of  the  corneal  epithe- 
lium and  ulceration.  This  resulted  in  severe 
pain  and  over  the  last  three  months  the 
patient  had  been  unable  to  work.  He  had 
light  perception  and  hand  movements  only 
in  this  eye.  Vision  in  his  left  eye  was  20/20. 
He  was  advised  that  he  might  benefit  from 
a keratoplasty;  however,  the  chances  of  its 
improving  his  vision  were  not  good,  but  it 
might  result  in  relief  of  pain.  He  had  an  8 
mm.  penetrating  graft  and  he  made  an  un- 
eventful recovery.  To  our  surprise,  the 
graft  gradually  cleared  and  at  the  present 
time  his  vision  is  20/400  in  this  right  eye. 
He  had  a dramatic  relief  of  pain  and  at  the 
end- of  six  months  has  had  no  ulceration. 

Case  #5,  Mr.  T.  S.  D.,  age  65,  had  had 
repeated  violent  infections  of  the  corneas  of 
the  right  eye.  These  were  herpetic  and  re- 
sulted eventually  in  a disciform  keratitis  of 
a severe  nature  which  resulted  in  complete 
opacification  of  the  superficial  layers  of  the 
cornea,  actually  the  outer  half  of  the  cornea. 
He  kept  having  repeated  ulcerations  and 
pain.  Because  of  this,  we  advised  him  to  have 


THERAPEUTIC  GRAFTS 


Patient 

Age 

Indications 

Type  of  Graft 

Pre-Op  Visn. 

Post-Op  Vision 
With  Correction 

Overall  Result 

T.  D. 

40 

Symblepharon  recur- 
rent 

6 mm.  lamellar  ker- 
atoplasty, eccen- 
trically placed 

20/30 

20/25 

No  recurrence 

Improved 

S.  W. 

30 

Congenital  corneal 
dystrophy,  rupture 
of  descemets  mem- 
brane 

Recurrent  ulceration 

8 mm.  penetrating 
graft,  O.  D. 

O.D. 

L.  P’s. 

20/400 

Improved 

T.  S. 

65 

Disciform  keratitis 
severe,  recurrent 
ulcerations 

8 mm.  lamellar  graft 

L.  P’s. 

Count  fingers 
No  recurrence 
(5  mos.) 

Improved 

M.  C. 

39 

Disciform  keratitis 
(18  mos.  duration) 

7 mm.  lamellar  graft, 
O.  D. 

L.  P’s.  and  hand 
movements 

20/70  (6  wks.) 
No  recurrence 

Improved 

C.  G. 

30 

Repeated  attacks, 
herpetic  keratitis 
O.  D.  for  5 years 

8 mm.  lamellar  graft, 
O.  D. 

Count  fingers 
O.  D. 

20/70  (7  wks.) 

Improved 

II.  H. 

50 

Bullous  keratitis  O.  S. 
Post  cataract 
Intractable  pain 

7 mm.  penetrating 
keratoplasty 

L.  P’s.  and  hand 
movements 

Count  fingers 
H M. 

Relief  of  pain  one 
year 

Improved 

C.  E. 

64 

Perforated  corneal 
ulcer,  O.  S. 

7 mm.  penetrating, 
O.  S. 

L.  P’s. 

L.  P’s. 

Temporary 

improvement 
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a keratoplasty.  An  8 mm.  lamellar  kera- 
toplasty was  done,  held  in  place  with  direct 
appositional  sutures.  His  vision  before  sur- 
gery was  light  perception  only  and  he  made 
an  uneventful  recovery,  his  cornea  has  clear- 
ed remarkably,  at  the  present  time  he  counts 
fingers  and  at  the  end  of  four  months  has 
had  no  recurrence  of  his  ulceration  and  no 
recurrence  of  his  pain.  Over  the  next  few 
months  the  graft  will  probably  clear  even 
more  and,  if  his  eye  stays  quiet,  we  plan  to 
do  a penetrating  keratoplasty  to  improve  his 
vision. 

Case  #6,  Mrs.  M.  C.,  age  69,  had  a severe 
disciform  keratitis,  O.  D.,  for  1 /z  years  and 
in  spite  of  various  treatments  here  and  else- 
where, no  relief  could  be  obtained.  She  had 
intractable  pain  which  had  made  it  impos- 
sible for  her  to  work  or  carry  out  her  duties. 
She  was  admitted  to  the  hospital  and  a 7 mm. 
lamellar  keratoplasty  was  done,  completely 
removing  the  disciform  ulceration.  Her  vis- 
ion before  surgery  was  light  perception  and 
hand  movements,  and  at  the  end  of  two 
months  her  vision  is  20  70.  The  cornea  has 
healed  nicely  and  she  is  completely  free  of 
pain. 


Fig.  V.  Case  #6,  Recurrent  herpetic  keratitis,  O.  D.  (5 
years) 


Case  #7,  Mr.  G.,  age  30,  had  repeated  at- 
tacks of  herpetic  keratitis  involving  his  right 
eye  over  five  years  time.  Over  the  last  year 
he  had  had  six  attacks  of  herpetic  keratitis 
which  necessitated  his  stopping  work,  and 
even  with  conventional  treatment  he  still 
had  pain  which  at  times  required  narcotics. 
He  was  advised  to  have  a keratoplasty  and 


was  admitted  to  the  hospital.  An  8 mm. 
lamellar  keratoplasty  was  done.  His  vision, 
before  surgery,  was  count  fingers  in  his  right 
eye  and  20/20  in  his  left.  At  the  end  of  six 
weeks,  his  vision  is  20/70  and  improving.  He 
has  had  a dramatic  relief  of  pain  and  is 
back  to  his  old  occupation.  His  cornea  is 
completely  free  of  ulceration  and  in  the 
patient’s  own  words:  "It  is  the  first  time  in 
five  years  that  my  eye  has  felt  like  a normal 
eye. 

The  common  indication  in  our  series  was 
herpetic  keratitis.  We  found  this  a most  use- 
ful tool  in  the  treatment  of  these  diseases  and 
the  only  satisfactory  one  we  have  at  the  pres- 
ent time.  Improvement  of  vision  was  not 
remarkable  in  these  cases,  but  the  relief  of 
pain  was,  and  these  patients  are  probably 
the  most  satisfied  of  any  of  the  keratoplasty 
patients  we  have  had.  Some  of  these  cases 
in  the  therapeutic  series  were  done  because 
the  only  alternative  was  enucleation  and  we 
feel  that  we  have  rescued  several  eyes  which 
otherwise  would  have  been  removed. 

The  complications  in  keratoplasty  are  fre- 
quent, especially  in  the  penetrating  type  of 
graft.  Clouding  of  the  graft  is  a constant 


Fig.  VI.  Case  #6.  8 mm.  lamellar  graft  (therapeutic)  re- 
placing the  involved  tissue. 


worry  and  seems  unrelated  to  surgical  tech- 
nique, although  if  the  graft  edges  are  sharp 
and  in  good  apposition,  the  incidence  of 
clouding  is  decreased. 

In  our  early  cases  we  had  some  difficulty 
with  the  edges  bulging  in  parts  of  the  graft. 
We  were  removing  the  sutures  on  the  four- 
teenth day  and  were  using  60  black  silk. 
Since  using  virgin  silk  and  leaving  the  sutures 
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in  for  twenty-one  days,  we  have  not  been 
plagued  by  this  difficulty. 

In  one  case,  secondary  glaucoma  developed 
which  was  controlled  by  iridectomy  but  the 
graft  has  remained  cloudy. 

In  the  treatment  of  herpetic  keratitis  the 
complications  were  nil  and  the  results  in 
these  cases  are  second  only  to  the  results  in 
keratoconus. 

In  the  one  case  of  perforated  ulcer,  the 
patient  has  maintained  his  eye  but  it  has  re- 
mained irritated  and  probably  will  be  enu- 
cleated in  the  future. 
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Less  TB  and  Increasing  Lung  Cancer 


A decline  in  deaths  due  to  tuberculosis 
has  been  suggested  as  a factor  in  the  increas- 
ing occurrence  of  lung  cancer. 

Writing  in  the  December  31st  Journal  of 
the  American  Medical  Association,  Drs. 
Broda  O.  Barnes,  Denver,  and  Max  Ratzen- 
hofer,  Graz,  Austria,  said  more  persons  were 
surviving  TB  early  in  life  only  to  contract 
lung  cancer  in  their  later  years.  They  pre- 
dicted that  "a  large  increase”  in  lung  cancer 
could  be  expected  as  tuberculosis  deaths  con- 
tinue to  decline. 

Their  conclusions  were  based  on  data  from 
26,546  autopsies  performed  during  the  past 
1 5 years  at  the  University  of  Graz. 

The  study  showed  that  "a  great  reduction 
in  tuberculosis  is  occurring  in  Graz,  as  else- 
where.” It  also  showed  that  the  average  age 
of  patients  who  died  from  tuberculosis  was 
rising. 

"In  1944,  the  average  age  at  death  was  38 
years,  while  in  1957  it  was  54  years.  In  other 
words,  the  tubercular  patient  was  approach- 
ing the  'cancer  age’  before  death.” 

A further  indication  was  that  TB  and 


lung  cancer  are  not  found  frequently  in  the 
same  person  at  the  same  time. 

It  appears  "that  there  are  two  diseases 
competing  for  the  same  person:  tuberculosis 
at  an  early  age  and  bronchogenic  carcinoma 
as  he  grows  older.” 

"It  should  be  expected  that  countries  with 
a high  incidence  of  tuberculosis  would  have 
a low  incidence  of  bronchogenic  carcinoma 
and  vice  versa,  unless  other  factors  are  pres- 

4-  55 

ent. 

"Our  data  indicate  that  a large  increase 
in  bronchogenic  cancer  can  be  expected  as 
the  death  rate  from  tuberculosis  decreases. 

"At  the  turn  of  the  century,  the  United 
States  had  about  200  deaths  per  100,000 
from  tuberculosis.  If  the  same  proportion  of 
the  population  is  susceptible  to  tuberculosis 
today,  and  if  20  per  cent  of  this  same  popu- 
lation is  susceptible  to  bronchogenic  car- 
cinoma, then  40  per  100,000  might  succumb 
to  lung  cancer  when  tuberculosis  is  eradi- 
cated. This,  of  course,  is  conjecture,  but  it 
illustrates  that  a further  increase  in  broncho- 
genic carcinoma  may  be  expected.” 
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Kartagener’s  Syndrome 


A case  of  this  unusual  syndrome  is 
reported.  The  patient  was  treated 
surgically  with  considerable  im- 
provement. 


KARTAGENER’S  SYNDROME  refers 
to  a congenital  bronchiectasis  with  situs 
inversus  and  chronic  sinusitis.  It  is  interest- 
ing to  note  that  about  fifteen  to  twenty  per 
cent  of  the  congenital  dextrocordias  are  as- 
sociated with  bronchiectasis,  which  is  an  in- 
cidence infinitely  greater  than  usually  pres- 
ent in  our  general  population.1 

This  combination  of  dextrocardia,  bron- 
chiectasis, and  sinusitis  was  first  described 
by  Kartagener  in  1933.  Since  that  time  ap- 
proximately fifty  cases  have  been  so  de- 
scribed and  reviewed.2,3 

There  is  a clear  association  between  mu- 
coviscoidosis  of  congenital  cystic  pancreatitis 
origin  and  infant  bronchiectasis.  However, 
the  Kartagener’s  Syndrome  does  not  seem 
to  be  associated  with  mucoviscoidosis.  There 
is  rather  a congenital  and  extremely  early 
appearing  basilar  pulmonary  infection  asso- 
ciated with  saccular  bronchiectasis  and  se- 
vere recurrent  pulmonary  infections.  This 
triad  is  so  unusual  in  actual  occurrence  that 
this  author  thought  it  noteworthy  to  report 
an  interesting  case  with  description  of  sur- 
gical lobectomy  and  dramatic  improvement. 

Case  History 

D.  M. — A ten  year  old  white  male  who 
had  been  chronically  ill  since  infancy,  with 
poor  development  and  recurrent  severe  pul- 
monary infections. 

This  patient  had  an  older  sister  who  also 
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suffered  from  situs  inversus,  chronic  sinusitis 
and  bronchiectasis.  The  sister  was  operated 
upon  approximately  four  years  earlier,  but 
did  not  survive  the  surgery. 

The  bronchograms  revealed  basilar  bron- 
chiectasis on  the  right  side,  confirmed  by 
the  auscultatory  findings  of  poor  breath 
sounds,  wheezes,  and  rhonchi  at  the  right 
base.  The  findings  of  complete  situs  inversus 
with  the  air  bubble  on  the  right  side,  the  liver 
on  the  left  side,  and  the  heart  in  the  right 
chest  indicated  a reversal  of  the  pulmonary 
anatomy. 

Because  of  the  discrete  localization  of 
bronchiectasis  in  the  right  lower  lobe  (ana- 
tomical left  lower  lobe)  a lower  lobectomy 
was  done  through  the  right  chest  and  a com- 
pletely destroyed  atelectatic  and  bronchiec- 


Fig.  I.  Bronchogram  revealing  extremely  poor  filling  on 
the  right  with  beading  of  the  bronchi. 


tatic  left  lower  lobe  was  removed  from  the 
right  chest.  Following  surgery  the  patient 
did  well  with  an  uneventful  recovery  and 
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is  now  one  year  post-operative.  There  has 
been  adequate  wound  healing  and  a disap- 
pearance of  the  chronic  pulmonary  infec- 
tions. The  child  has  now  returned  to  school, 
is  gaining  weight,  and  carries  on  usual  child- 
hood activities  for  his  age. 

Discussion 

The  occurrence  of  the  pan  sinusitis  in 
Kartagener’s  Syndrome  makes  it  impossible 
to  say  whether  the  sinusitis  or  the  bronchiec- 
tasis comes  first.  Both  may  be  a manifesta- 
tion of  an  increased  susceptibility  to  infec- 
tions for  reasons  unknown  to  us  at  the  pres- 
ent time.  It  is  known  that  reduced  suscep- 
tibility to  a disease  does  occur  in  congenital 
malformations  as  in  the  Fanconi  Syndrome, 
and  certainly  it  is  also  recognized  that  bron- 
chiectasis has  been  observed  in  other  debili- 
tating diseases,  such  as  congenital  heart  dis- 
ease, Kilppel-Feil  Deformity,  and  Poly- 
dactyly/’ It  is  probable  that  the  usual  causes 
of  bronchiectasis,  that  is,  chronic  infection, 


Fig.  II.  Postoperative  x-ray  with  catheter  in  position.  Note 
the  heart  in  the  right  chest.  A left  lower  lobectomy  has 
been  performed  through  the  right  chest. 


with  gross  destruction  of  bronchial  walls, 
and  obstruction  with  a mechanical  narrow- 
ing of  the  bronchial  lumen  produce  the  end 
result  of  bronchiectasis.  Why  these  children 


with  situs  inversus  are  more  susceptible  is 
entirely  unknown,  and  probably  falls  some- 
where in  the  realm  of  poor  "ground  sub- 
stance” or  weak  protoplasm.  These  general 
terms  do  not  adequately  or  scientifically  ex- 
press a clear  understanding  of  the  deficiency, 
but  to  the  knowledge  of  this  author  there  is 
no  further  adequate  explanation.  Probably 
the  answer  to  this  problem  lies  in  the  deter- 
mination of  serum  protein  abnormalities  and 
correct  evaluation  of  amino  acid  and  fibrino- 
gen synthesis  in  the  determination  of  ground 
substance  quality. 


Fig.  III.  Chest  x-ray  one  year  postoperatively  revealing 
essentially  clear  lung  fields.  Note  that  the  heart  is  re- 
tracted further  into  the  right  chest. 


Summary 

1.  A description  of  Kartagener’s  Syn- 
drome is  given  with  a case  illustration 
in  which  a successful  resection  of  the 
bronchiectatic  lobe  was  performed. 

2.  A brief  discussion  of  the  syndrome  is 
presented  with  a review  of  available 
information. 

3.  It  is  felt  that  significant  relief  from 
this  congenital  abnormality  can  be  ob- 
tained if  there  is  adequate  localization 
of  the  bronchiectasis  affording  an  op- 
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portunity  for  resection  and  removal 
of  the  diseased  portion  of  the  lung. 
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Fights  Congestive  Heart  Failure 


The  mechanical  kidney  has  become  a 
weapon  against  heart  disease.  An  article  in 
the  December  24th  Journal  of  the  American 
Medical  Association  describes  the  role  of  the 
artificial  kidney  in  saving  the  life  of  a 45- 
year-old  woman  suffering  severe  congestive 
heart  failure. 

It  marks  another  triumph  for  the  mechan- 
ical kidney,  originally  designed  to  substitute 
for  malfunctioning  kidneys  and  later  found 
to  be  useful  in  treating  poisoning  victims. 
The  artificial  kidney,  which  duplicates  the 
work  of  the  kidney  by  filtering  waste  prod- 
ucts from  the  blood,  can  remove  poisons 
from  the  body  much  faster  than  the  human 
kidney. 

Drs.  William  M.  Lemmon,  Teruo  Hirose, 
Robert  A.  O’Connor,  and  Charles  P.  Bailey, 
New  York  Medical  College,  Metropolitan 
Hospital  Center,  said  the  "intentional  use 
of  the  artificial  kidney  for  the  treatment  of 
congestive  cardiac  failure,  per  se,  has  not 
been  described  previously.” 


Congestive  heart  failure  is  a disorder  of 
the  heart’s  function  characterized  by  the 
accumulation  of  blood  and  fluids  at  various 
sites  in  the  body.  Surgical  intervention  is 
not  possible  unless  the  excess  water  can  be 
removed.  While  this  can  be  accomplished 
with  most  patients  by  using  normal  pro- 
cedures, occasionally  there  are  patients  who 
do  not  respond.  Death  "not  infrequently” 
is  the  inevitable  result  among  these  patients. 

The  patient  in  the  case  reported  fell  into 
this  category.  The  failure  to  remove  the 
excess  fluid  prevented  an  operation  to  cor- 
rect her  heart  defect  (mitral  stenosis).  It 
was  then  decided  to  try  the  artificial  kidney. 
They  found  that  several  pounds  of  fluid 
could  be  removed  through  use  of  the  de- 
vice and  that  after  its  use  the  patient  be- 
came responsive  to  previously  ineffective 
measures. 

Following  the  success  of  this  treatment,  an 
operation  was  performed  and  the  patient 
"was  cured  completely.” 
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Alcoholism 


The  following  article  is  the  first  of  a scries  of  articles 
to  be  written  by  the  members  of  the  Committee  on 
Alcoholism . This  committee  consists  of  Dr.  William 
S.  Sloan,  Chairman,  Dr.  Ebbe  C.  Hoff,  Dr.  William 
F.  Gibbs,  Dr.  James  Asa  Shield,  Dr.  John  J.  Jofko. 

Office  Treatment  of  the  Alcoholic 
Do-It-Yourself  Medicine-Alcohol 

The  trend  toward  "do-it-yourself”  is  noth- 
ing new  for  the  alcoholic.  He  has  long  been 
treating  his  personality  problem  by  dosing 
himself  with  alcohol.  Just  as  when  the  home 
do-it-yourself  fan  paints  himself  into  the 
corner  and,  finally,  has  to  call  in  a profes- 
sional painter,  so  the  alcoholic,  figuratively 
speaking,  finds  himself  in  such  a position  that 
eventually  he,  too,  seeks  professional  help. 

When  the  alcoholic  presents  himself  for 
treatment,  it  is  imperative  that  we  as  doc- 
tors accept  him  as  a sick  person  suffering 
from  a serious,  debilitating  disease  which 
interferes  with  his  functioning  capacity. 

His  alcoholism  must  be  considered  to  be 
only  a small  part  of  the  personality  disorder 
he  presents.  Alcoholic  addiction  is  treatable, 
but  it  is  a medical  problem  of  increasing 
frequency,  and  should  be  viewed  with  alarm 
by  industry  and  the  general  public. 

Often,  in  the  first  interview  we  learn  that 
the  alcoholic  began  drinking  in  college  or 
in  that  age  group.  Probably,  he  was  a little 
ill  at  ease  at  parties  or  gatherings,  and  after 
the  first  drink  he  became  more  comfortable. 
So,  he  begins  to  "self-medicate”  himself  with 
alcohol,  and  at  this  age,  we  find  him  drink- 
ing a little  more  than  the  other  boys  and 
getting  a little  drunker  more  frequently. 

In  this  first  interview  and  in  subsequent 
interviews,  he  does  not  tell  you  all.  He  him- 
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self  does  not  understand  all  about  the  socio- 
logical, the  psychological,  and  biological 
reasons  for  his  addiction.  Furthermore,  he 
does  not  understand  how  the  culture  of  his 
family  backround,  the  actions,  and  the  reac- 
tions within  his  family  revolving  around  him 
towards  others,  and  others  towards  him  have 
contributed  to  his  feeling  of  being  accepted, 
loved,  rejected,  or  just  put  up  with. 

The  therapy  requires  understanding  of 
the  patient  as  he  has  evolved  through  his  life 
experiences:  the  culture  into  which  he  was 
born,  the  people  with  whom  he  has  lived, 
loved,  and  by  whom  he  has  been  loved  or 
rejected  have  much  to  do  with  his  present 
emotions.  The  alcoholic’s  illness  is  almost 
certainly  emotionally  motivated.  His  emo- 
tional reactions  have  affected  his  past  ad- 
justments and  his  present  feelings  about  the 
society  through  which  he  has  evolved,  and 
is  living  with  at  present. 

When  we  say  that  the  physician  must  treat 
the  whole  individual  and  not  just  his  disease, 
it  is  not  just  a trite  phase.  It  is  a reality  that 
the  physician  today  must  accept.  This  de- 
mands that  we  approach  the  complaint  of 
alcoholism  as  merely  a symptom,  and  turn 
to  the  basic  disorder  and  study  it  in  a com- 
prehensive manner;  physically,  calling  on 
all  the  biological  medical  aids;  psychologi- 
cally, making  use  of  testing  techniques,  such 
as  the  Rorschach  and  other  personality  tests, 
that  help  in  the  appraisal  of  the  patient’s 
psychological  reactions,  and  studying  the 
patient’s  adjustment  from  year  to  year,  and 
making  use  of  any  other  sociological  back- 
ground data  that  is  available  through  inter- 
views with  the  patient,  his  family,  and  other 
friends. 
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Cancer  Trends 


ARNOLD  M.  SALZBERG,  M.D. 


Malignant  Neoplasms  of  Infancy  and 

Childhood  in  Virginia. 

I.  Incidence  hy  Mortality 

It  is  proposed  to  evaluate  cancer  in  chil- 
dren in  Virginia  in  a series  of  brief  commu- 
nications in  order  to  ascertain  the  role  of  this 
disease  in  the  child-health  complex  on  a 
local  level. 

Mortality  statistics  as  a guide  to  the  inci- 
dence of  malignant  neoplasms,  including 
those  of  lymphatic  and  hematopoietic  tissues, 
will  obviously  under-estimate  the  true  in- 
cidence for  a variety  of  reasons.  Neverthe- 
less, this  approach  can  furnish  some  insight 
into  its  prevalence.3 

The  relative  importance  of  cancer  as  a 
cause  of  death  in  infants  and  children  has 
increased  with  the  decline  in;  death  rates 
from  more  preventable  and  curable  illnesses. 
In  addition,  a certain  percentage  of  lives  so 
prolonged  develop  cancer  so  that  an  actual 
increase  may  also  have  occurred.1,3 

In  Virginia,  in  195  8 and  1959,  cancer 
ranked  fourth  as  a cause  of  death  in  the  one 
through  four  year  age  group.  It  accounted 
for  65  patients,  or  8%  of  the  total  deaths 
and  was  exceeded  by  accidents,  influenza- 
pneumonia  and  congenital  malformations. 
Between  five  and  fourteen  years,  malignant 
neoplasms  are  the  second  most  frequent  cause 
of  death,  surpassed  only  by  accidents.  (Table 
I)  These  orders  of  frequency  in  both  age 
groups  are  duplicated  on  a national  level.4 

In  1957  and  1958,  163  infants  and  chil- 
dren from  one  through  fourteen  died  of  can- 
cer, including  leukemia,  in  this  state.  This 
accounted  for  10%  of  the  total  deaths  in  this 
age  group.  (Table  II)  Again,  this  agrees 
rather  well  with  the  national  death  rate  of 

From  the  Pediatric  Surgical  Service,  Department  of 
Surgery,  Medical  College  of  Virginia  Hospitals,  Rich- 
mond, Virginia. 


9%  due  to  malignant  neoplasms  in  this  age 
period.1 

TABLE  I 


Mortality  According  to  Age  of  Four  Leading 
Causes  of  Death  in  Virginia,  1958  and  1959 


Rank 

Age  Group  and 
Cause  of  Death 

Number 

07 

/C 

1-4  Years 

All  Causes 

850 

100 

1 

Accidents 

237 

28 

2 

Influenza  and  Pneumonia 

137 

16 

3 

Congenital  Malformations. 

95 

11 

4 

Malignant  Neoplasms 

65 

8 

Other  Causes 

316 

37 

5-14  Years 

All  Causes 

713 

100 

1 

Accidents 

263 

37 

2 

Malignant  Neoplasms 

91 

13 

3 

Congenital  Malformations. . . . 

50 

7 

4 

Influenza  and  Pneumonia 

37 

5 

Other  Causes 

272 

38 

TABLE  II 


Number  of  Deaths  From  Malignant  Neoplasms  in 
Children  Compared  to  Total  Deaths  in  Children 
From  All  Causes  in  Virginia,  1957  and  1958 


N umber  of  Deaths 

% 

Age  Group 

Due  to 

All 

Malignant 

Malignant 

Causes 

Neoplasms 

Neoplasms 

1-4 

853 

67 

8% 

5-9 

395 

53 

13% 

10-14 

314 

43 

14% 

Total 

1.562 

163 

10% 

There  were  8902  deaths  from  cancer  in 
all  age  groups  in  1957  and  195  8,  of  which 
172  or  slightly  below  2%,  occurred  between 
birth  through  fourteen  years.  (Table  III) 
This  is  higher  than  the  1.4%  reported  from 
New  York  City  in  1957. 2 

It  is  apparent  that  childhood  cancer  com- 
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prises  a small  segment  of  the  total  cancer 
problem,  but  a reasonably  large  segment  of 

TABLE  III 

Mortality  From  Childhood  Cancer  as  a Percentage 
of  Total  Deaths  From  Cancer  in  Virginia, 


1957  and  1958 

Age  Groups 

Deaths  From 
Cancer 

No. 

% 

All  Ages 

0-4 

5-9 

10-14 

8,902 

76 

53 

43 

100 

Total  Under  15  years  of  Age 

172 

2 

the  mortality  within  its  own  age  group. 


The  assistance  of  Mr.  Deane  Huxtable,  State  Reg- 
istrar, and  Miss  Mary  Boozer,  Statistician,  Virginia 
Bureau  of  Vital  Statistics,  is  gratefully  acknowledged. 
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Heart  Month 


Once  again  February,  the  Month  of 
Hearts,  is  here.  For  the  people  of  Virginia 
and  throughout  the  nation,  this  month 
brings  to  mind  two  heart  symbols,  the  V al- 
entine  and  the  Heart  and  Torch  emblem  of 
the  Heart  Fund  Campaign. 

During  the  entire  month  of  February,  the 
Heart  Fund  Campaign  is  in  progress.  At 
this  time,  the  public  is  being  asked  to  con- 
tribute to  the  support  of  the  programs  of 
heart  research,  education,  and  community 
service  which  are  supported  by  the  Heart 
Fund.  Virginia  Heart  Association,  and  its 
chapters  and  councils,  which  are  sponsoring 
the  campaign  in  Virginia,  have  set  a com- 
bined goal  of  $415,000. 


Part  of  the  funds  raised  in  the  Virginia 
campaign  will  be  used  to  continue  and  ex- 
pand heart  research  which  is  under  way  at 
the  Medical  College  of  Virginia  and  at  the 
University  of  Virginia  School  of  Medicine, 
and  to  assist  with  heart  research  sponsored 
by  American  Heart  Association.  Also,  a 
portion  of  the  donations  to  the  Heart  Fund 
will  be  used  to  develop  further  the  programs 
of  heart  education  and  various  community 
services  throughout  Virginia. 

Contributions  may  be  sent  to  the  Virginia 
Heart  Association,  812  West  Franklin  St., 
Richmond  20,  Va.,  to  the  local  Heart  chap- 
ter, or  to  "Heart,”  c o Local  Postmaster. 
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JULIAN  G.  HANLON 


Social  Service  Responsibilities  in  a State 

Hospital 

This  is  a broad  topic  which  has  been 
assigned  to  me  today,  and  it  seems  that  I have 
given  this  talk  many  times  before  in  many 
different  places.  Each  time  my  paper  has 
had  to  be  rewritten  because  the  responsibili- 
ties of  social  service,  like  every  other  depart- 
ment in  a state  hospital,  are  constantly 
changing,  and  it  is  necessary  to  revise  one’s 
concepts  of  these  responsibilities  from  day 
to  day  and  month  to  month. 

My  invitation  to  speak  on  social  service 
responsibilities  has  generally  come  from  one 
of  two  sources.  On  occasion  I have  been 
invited  into  a hospital  by  a Superintendent 
or  Clinical  Director  who  was  vaguely  dissat- 
isfied with  his  Social  Service  program.  My 
assignment  then  was  to  "jack  up”  the  Social 
Service  staff.  Sometimes  the  invitation  has 
come  from  the  Social  Work  Department 
which  felt  that  it  wasn’t  "understood  or 
appreciated.”  My  assignment  here  was  view- 
ed as  that  of  a special  pleader  or  interpreter 
for  the  Social  Work  group.  I do  not  regard 
my  appearance  here  as  serving  either  of  these 
purposes,  since  I have  been  invited  both  by 
the  Superintendent  and  the  Chief  of  Social 
Service.  I will,  therefore,  try  to  take  a posi- 
tion somewhere  between  these  two  extremes 
and,  hopefully,  make  a contribution  in  both 
areas. 

Actually,  I believe  that  most  hospital  So- 
cial Work  departments  do  need  "jacking 
up”,  or,  to  put  it  into  more  professional 
terms,  critically  evaluated,  now  and  then. 

Hanlan,  Julian  G.,  U.  S.  Public  Health  Service, 
DHEW , Charlottesville,  Virginia. 

Presented  at  Professional  Staff  Meeting,  Eastern 
State  Hospital,  Williamsburg,  Virginia,  March  24, 
1960. 

Approved  for  publication  by  Commissioner,  De- 
partment Mental  Hygiene  and  Hospitals. 


In  a large  institution  such  as  a state  hospital, 
with  its  terrific  pressures  on  everyone  and 
where  there  is  always  more  work  than  a 
Social  Work  department  can  handle,  it  is 
very  easy  to  feel  justified  by  busyness.  In  so 
doing,  a department  excuses  itself  from  ever 
taking  a hard  look  at  its  on-going  social  work 
practice  or  the  goals  which  the  department 
is  striving  towards. 

There  is  also  something  to  the  idea  that 
social  work  is  not  adequately  understood  or 
valued  by  other  disciplines  in  the  hospital 
community.  Please  note  that  I deliberately 
omitted  the  word  "appreciated”,  for  I am 
inclined  to  suspect  the  maturity  of  any  de- 
partment that  yearns  too  desperately  for 
appreciation.  Appreciation  comes  following 
performance  rather  than  before.  I realize 
also  that  this  problem  of  more  complete 
understanding  is  not  the  problem  of  Social 
Service  alone.  One  can  hear  the  same  plaint 
from  clinical  psychologists,  from  nurses, 
from  therapists,  occupational  and  physical, 
and,  yea,  even  from  physicians.  All  of  these 
groups  periodically  have  the  feeling  that  life 
could  be  beautiful  and  therapeutic  success 
greater  if  only  the  skills  of  their  particular 
profession  were  fully  recognized  and  used  to 
the  maximum. 

At  the  root  of  much  of  this  trouble,  I 
believe,  is  our  pious  dedication  to  the  concept 
of  teamwork  and  our  actual  preoccupation 
with  problems  of  our  own  discipline  and 
the  advancement  of  our  own  viewpoint 
which  may  take  us  afield  from  the  best  inter- 
est of  the  people  we  are  supposed  to  be  serv- 
ing. We  struggle  for  personnel  to  fill  posi- 
tions in  our  hospitals  but  do  not  work  as 
hard  on  maximum  utilization  of  these  indi- 
viduals for  the  benefit  of  patients.  In  a sense 
we  have  a tendency  to  take  our  eye  off  the 
patient,  and  if  any  of  you  are  golfers  and 
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I may  draw  a parallel,  you  are  well  aware 
that  this  can  lead  to  trouble  and  poor  results. 

And  now  back  to  social  work!  It  wasn’t 
too  long  ago  that  as  I went  my  round  from 
state  to  state  as  a Regional  or  Area  Consul- 
tant, I seemed  to  be  waging  warfare  on  the 
concept  of  the  social  worker  as  an  odd-job 
person.  If  the  patient  lost  his  baggage,  then, 
naturally,  Social  Service  was  to  look  for  it. 
If  it  was  decided  that  a bulky,  twenty-year- 
old  medical  record  be  abstracted,  then  the 
social  worker  did  this.  Letter  writing  for 
illiterate  patients  was  also  appropriate  utili- 
zation of  social  work  time.  Many  social 
workers  who  had  invested  heavily  in  profes- 
sional education,  equipped  with  hard-earned 
Master’s  Degrees  and  progressive  field  ex- 
perience which  had  brought  them  finally 
into  psychiatric  social  work,  had  the  feeling 
that  their  contribution  to  patient  care  and 
rehabilitation  could  be  on  a higher  level.  I 
recall  that  gradually  some  of  these  routine 
tasks  began  to  be  sloughed  off,  and  one  saw 
the  social  worker  emerging  in  the  state  hos- 
pital as  a professional  person.  The  social 
worker  began  to  appear  at  staff  meetings, 
not  just  to  copy  down  the  diagnosis  which 
was  then  reported  back  to  the  department. 
She  began  to  participate  in  staffing,  and 
through  her  contribution  helped  to  delineate 
the  patient’s  difficulty  and  contributed  to 
the  formulation  of  a diagnosis  and  treatment 
plan.  She  began  to  be  heard  with  increasing 
respect  when  discharge  plans  were  formu- 
lated. At  this  point  all  of  this  descriptive 
development  sounds  fine,  laudable,  and, 
above  all,  reasonable.  When  and  where  this 
happened  it  was  all  of  these.  But  this  was 
spotty  and  ever  so  gradual.  I suspect  that  at 
certain  hospitals  many  social  workers  are 
still  performing  in  the  old  way,  due,  to  a 
great  extent,  to  their  own  lack  of  clarity  as 
to  their  major  role  within  the  hospital  as 
well  as  the  inability  of  certain  administrators 
and  medical  staff  to  see  or  accept  them  in 
any  other  way. 

In  some  areas  this  change  was  even  more 
dramatic.  I have  heard  this  age  not  so  face- 
tiously referred  to  in  social  work  circles  as 


the  "age  of  seduction”.  Social  workers  began 
to  work  more  directly  with  patients  on  a 
face-to-face,  one-to-one  basis.  Since  social 
workers  in  their  training  had  for  years  been 
prepared  through  social  case  work  techniques 
to  operate  in  this  way,  this  should  not  have 
been  a surprising  development.  However, 
it  was  not  without  its  problems,  some  of 
which  still  exist  with  us  today. 

During  the  "age  of  seduction”  in  social 
work  we  became  enchanted  by  the  oppor- 
tunity to  work  so  closely  with  psychiatry. 
The  social  work  field  moved  very  rapidly 
towards  becoming  "psychiatric”.  The  at- 
tachment of  a psychiatric  label  to  the  social 
worker  became  a symbol  of  prestige,  and  I 
think  deservedly  so.  On  the  other  hand,  it 
was  not  uncommon  for  many  social  workers 
to  add  this  psychiatric  title  merely  because 
they  were  filling  jobs  in  a psychiatric  setting 
rather  than  because  of  any  special  training 
which  gave  them  a right  to  style  themselves 
in  this  fashion.  I believe  it  was  about  this 
time  that  one  began  to  hear  the  words  "jun- 
ior psychiatrists”  applied  to  social  workers 
somewhat  derisively  or  else  used  by  respon- 
sible social  workers  in  affirming  the  separate- 
ness of  social  work  and  in  protesting  that 
"junior  psychiatry”  was  not  the  goal  of  their 
profession.  There  was  some  concern  ex- 
pressed in  the  ranks  of  psychiatry  over  social 
workers’  aggressiveness,  although,  if  my  psy- 
chology friends  will  permit,  I do  not  believe 
they  were  considered  as  threatening  as  clin- 
ical psychology  by  our  psychiatric  colleagues. 
There  was  a feeling  that  basically  we  "knew 
our  place”  in  the  hierarchy. 

On  the  other  hand,  it  is  true  that  we  found 
social  workers  on  occasion  taking  over  the 
title  of  therapists,  with  the  blessing  of  many 
psychiatrists,  I might  add,  but  also  with 
some  misgivings  on  the  part  of  other  social 
workers.  My  impression  is  that  this  did  not 
happen  with  any  frequency  in  state  hos- 
pitals but  was  more  than  likely  confined  to 
psychiatric  out-patient  clinics.  This  was 
due,  I suppose,  to  the  fact  that  the  level  of 
social  work  training  in  state  hospital  staffs 
at  that  time  was  considerably  lower,  but  an 
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even  more  important  factor,  in  my  opinion, 
was  that  the  realities  of  life  in  a state  hospital 
and  the  pressures  of  the  job  did  not  permit 
the  luxury  of  "intensive  therapy”  for  social 
workers  or  anyone  else  on  the  hospital  staff. 

One  must  admit  that  many  of  these  indi- 
viduals were,  and  still  are,  skilled  therapists, 
able  to  understand  and  utilize  teaching  of 
their  psychiatric  mentors  and  even  contrib- 
ute something  to  the  psychiatrist’s  under- 
standing. They  were  able  to  use  themselves 
with  discipline  in  a helping  relationship  with 
patients  and  perfectly  capable  of  providing 
help  to  disturbed  people. 

I have  skimmed  lightly  over  this  historical 
development  because  I did  not  intend  it  to 
be  my  major  theme,  nor  do  I wish  to  give 
the  impression  that  these  days  are  completely 
behind  us.  I do  believe,  however,  that  today 
we  have  a greater  development  of  the  social 
worker’s  role  in  relation  to  the  psychiatric 
patient  and  considerably  more  clarity  as  to 
the  areas  in  which  the  social  worker  operates 
most  effectively.  Much  of  this  clarity  has 
come  out  of  the  work  of  social  service  de- 
partments in  large  federal  and  state  hospitals. 
I think  this  was  because  in  these  hospitals 
one  was  able  to  see  all  the  complexities  of 
a patient’s  problem  and  one  was  forced  to 
grapple  with  that  large  area  of  patients’ 
needs  beyond  "therapy”  in  a narrow  sense. 
I am  convinced  that  no  matter  how  jaun- 
diced or  prejudiced  one  feels  about  the  con- 
cept of  teamwork,  a tour  of  duty  in  a state 
hospital  impresses  upon  one’s  mind  that  a 
therapeutic  program  for  patients  cannot  be 
the  province  of  any  one  professional  group 
and  that  a good  job  cannot  be  done  without 
teamwork  in  its  finest  sense.  It  is  in  this  kind 
of  setting,  where  many  dedicated  people 
were  groping  for  answers,  that  psychiatric 
social  work,  I believe,  has  been  able  to  plant 
its  feet  most  firmly  on  the  ground.  I cannot 
imagine  any  place  that  would  be  a greater 
challenge  to  a social  worker  or  where  there 
is  a greater  opportunity  for  effective  service 
than  in  a large  hospital  such  as  this. 

I would  like  to  comment  briefly  on  the 
social  work  role  at  various  points  in  the 


patient’s  hospital  life,  in  the  hope  that  these 
remarks  may  stimulate  comments,  or  at  least 
some  self-exarnination  as  to  the  way  things 
are  at  present  here  at  Eastern  State. 

Pre-admission.  At  one  time,  if  you  men- 
tioned pre-admission  social  service  in  the 
state  hospital,  your  suggestions  would  be 
waived  aside  as  being  visionary  or  at  least 
of  dubious  value.  I no  longer  find  this  to 
be  true.  Many  hospital  social  service  depart- 
ments are  moving  out  to  meet  the  patient 
and  his  family  in  the  community  before 
hospitalization  is  necessary.  I think  this  has 
several  purposes,  all  of  them  sound.  First 
of  all,  it  gives  an  opportunity  for  better 
interpretation  of  the  hospital,  its  functions, 
and  its  limitations,  which,  I believe,  may 
bring  about  more  appropriate  admissions, 
minimize  the  number  of  emergency  admis- 
sions, and  smooth  the  way  for  easier  admis- 
sions where  this  is  indicated.  In  many  cases 
through  this  service  it  is  possible  for  the 
patient  to  participate  in  his  own  hospital 
admission.  It  certainly  provides  an  excellent 
opportunity  for  establishing  a beginning  re- 
lationship with  the  family  which  will  enable 
them  to  maintain  a positive,  non-rejecting 
attitude  throughout  the  period  of  care  and 
ultimately  help  them  to  receive  the  patient 
back  with  more  understanding  and  readiness. 
Such  services  have  proved  themselves  ex- 
tremely helpful  in  institutions  for  the  re- 
tarded, where  the  specter  of  a long  waiting 
list  hangs  over  the  hospital  staff  and  forces 
them  to  work  with  a sense  of  urgency  be- 
cause of  the  real  and  fancied  pressure  from 
the  community.  I think  we  need  to  examine 
this  phase  of  social  service  work  more  closely, 
and  I would  like  to  see  some  small  descriptive 
research  projects  which  would  outline  some 
of  the  problems  and  strengths  when  one  adds 
this  to  the  social  service  program. 

Admission.  Second,  and  in  logical  se- 
quence, is  the  time  of  intake.  Hospitals  have 
made  much  progress  in  this  area,  I believe, 
through  humanizing  their  admission  pro- 
cedures, providing  early  workups  of  patients, 
and  moving  them  quickly  into  treatment 
programs  where  this  is  indicated.  For  the 
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social  worker,  early  work  with  the  family  at 
this  point  is  quite  important,  and  by  this 
I do  not  mean  merely  grabbing  the  harassed 
relative  and  extracting  history  information 
from  them  at  admission.  It  seems  to  me  it 
might  be  far  sounder  if  we  could  devote  our 
time  to  more  sympathetic  attention  to  the 
problem  the  relative  may  have  in  hospitaliz- 
ing the  patient.  Some  awareness  that  this 
relative’s  life  may  be  dislocated  at  this  point 
and  that  the  problems  he  faces  after  he  leaves 
the  patient  may  be  more  burdensome  than 
any  the  patient  will  have  to  grapple  with 
for  the  next  few  months.  Our  treatment  of 
the  relative  at  this  point  sets  the  tone  for 
what  he  may  expect  from  the  hospital  in  the 
future.  I see  this  as  an  area  requiring  ex- 
tremely skillful  handling.  I feel  certain  that 
it  pays  dividends  at  later  periods. 

I cannot  leave  this  area  without  a few 
words  about  social  histories.  I confess  to 
somewhat  unreasonable  personal  feeling 
about  this,  since  as  a younger  social  worker 
I did  many  social  histories  which  involved 
slavish  adherence  to  a very  complete  life 
history  outline,  much  of  which,  as  I look 
back,  was  not  used  by  anyone  for  the  pa- 
tient’s benefit.  I like  to  think,  then,  that 
histories  done  by  the  social  worker,  or  se- 
cured by  them  from  community  agencies, 
will  be  more  than  factual  information  on 
a piece  of  paper.  History  taking  should  be 
considered  part  of  the  treatment  process  and 
calls  for  great  skill  and  sensitivity  on  the  part 
of  a well-trained  social  worker.  The  product 
should  be  a clear  delineation  of  the  patient’s 
difficulty  in  his  social  setting,  the  circum- 
stances which  led  to  his  hospitalization,  and 
the  positive  and  negative  factors  in  his  life 
which  will  have  to  be  considered  as  the  hos- 
pital plans  with  him  for  his  future.  I think 
we  have  actually  moved  far  away  from  the 
day  when  social  workers  routinely  did  these 
studies  on  every  patient,  only  to  find  that 
the  patient  had  been  discharged  when  the 
material  was  written  up,  an  indication  of 
how  little  importance  was  attached  to  the 
exhaustive  life  history  by  the  physician. 

Social  Service  During  Hospifal  Care. 


What  is  the  social  worker’s  role  within  the 
hospital  and  before  a clear-cut  plan  for  dis- 
charge is  set  up?  Somehow  it  seems  to  me 
that  once  a patient  is  admitted,  and  particu- 
larly where  longer  term,  continued  treat- 
ment is  agreed  upon,  the  patient  may  well 
fall  into  a void  as  far  as  social  service  is  con- 
cerned. Social  workers  move  on  to  become 
involved  with  new  cases  and  may  not  hear 
much  about  the  patient  until  months  later 
when  discharge  is  thought  about. 

This  may  have  been  all  right  when  turn- 
over in  our  hospitals  was  at  a minimum,  but 
I question  whether  it  is  a satisfactory  situa- 
tion today.  More  patients  are  leaving  the 
hospitals  and  we  know  they  are  not  all  well 
when  they  leave.  Has  there  been  continuous 
work  with  the  family  during  this  period  to 
correct  those  factors  in  the  environment 
which  may  have  contributed  to  hospitaliza- 
tion? Is  it  recognized  that  the  patient,  even 
while  under  treatment  for  his  illness,  might 
be  able  to  work  with  the  social  worker,  plan- 
ning in  the  healthy  area  of  his  life?  I think 
this  can  work  out  if  there  is  professional 
respect  between  physician  and  social  worker 
and  sufficient  clarity  as  to  both  their  roles 
to  enable  them  to  work  together  for  the 
patient’s  interest.  For  most  patients  dis- 
charge planning  should  start,  if  not  at  admis- 
sion, at  least  as  close  to  it  as  is  psychiatrically 
sound.  Relatives  must  be  kept  related  to  the 
patient’s  progress  or  lack  of  it.  Many  dis- 
ciplines within  the  hospital  can  and  should 
work  directly  with  the  patient  without 
infringing  on  the  medical  responsibility  of 
the  physician,  but  at  the  same  time  with  full 
knowledge  and  awareness  of  the  hospital’s 
goal  for  this  particular  patient.  There  are 
practical  tangible  things  that  families  must 
do  when  a patient  goes  away  or  is  preparing 
to  come  home.  The  wife  may  ask,  "Should 
we  move  into  a smaller  house  if  my  husband 
is  to  be  away  for  six  months  or  for  years?” 
"Should  I seek  employment?”  I think  the 
hospital,  through  its  social  service  depart- 
ment, has  the  responsibility  to  be  close 
enough  to  these  relatives  to  give  them  avail- 
able and  necessary  information  or  to  see  that 
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it  is  made  available  to  them  through  inter- 
ested and  informed  community  agencies.  On 
continued  treatment,  then,  there  is  a place 
for  the  social  worker.  It  may  not  involve 
major  responsibility  for  the  patient,  but  it 
does  mean  an  awareness  of  the  patient’s 
progress  and  constant  availability  to  make 
the  proper  social  work  contribution  when- 
ever and  wherever  this  is  indicated. 

Discharge.  I have  touched  briefly  on  pre- 
trial visit  planning  already,  but  I would  like 
to  speak  to  this  point  directly.  Over  the 
years  hospitals  have  been  criticized  for  what 
appears  to  outsiders  as  haphazard,  careless 
discharge  policies.  Much  of  this  criticism 
is  unfounded,  but  this  does  not  free  us  from 
examining  our  ways  of  working  to  see  where 
we  might  be  failing. 

At  one  time  the  pet  peeve  of  many  outside 
the  hospital  was  the  impulsive  discharge  on 
visiting  day  which  appeared  to  ignore  plan- 
ning for  the  patient  already  under  way  or 
failed  to  take  into  account  that  discharge 
may  involve  more  than  the  patient’s  readi- 
ness. I do  not  think  all  these  releases  were 
bad,  but  I wonder  how  many  readmissions 
spring  from  failure  to  properly  assay  the 
community’s  and  the  family’s  readiness  to 
receive  the  patient  back  and  to  offer  him  a 
stable  environment  where  he  has  a reasonable 
chance  of  adjusting  successfully. 

The  answer  to  these  complaints  has  quite 
often  been  a haughty  "We  must  discharge 
when  the  patient  can  no  longer  benefit  from 
hospitalization.  We  cannot  wait  for  the  per- 
fect moment  or.  for  the  slow  wheels  of  wel- 
fare or  other  community  agencies  to  start.” 
"The  community  cannot  dictate  who  comes 
and  goes  to  the  hospitals”,  and  "The  fault 
lies  in  the  community’s  unwillingness  to  re- 
ceive our  patients  back  once  they  have 
maneuvered  us  into  admitting  them.” 

I do  not  believe  the  community  wants  to 
dictate  hospital  discharges,  and  I suspect  that 
when  the  hospital  takes  the  time  to  explain 
its  reasoning,  most  communities  are  under- 
standing and  acceptant.  But  you  do  owe 
them  that  explanation!  It  is  all  right  to  have 
doubts  as  to  a patient’s  chances  for  adjust- 


ment following  release.  It  is  not  all  right 
to  base  discharge  planning  solely  on  the 
patient’s  adjustment  to  the  hospital  with  no 
knowledge  of  the  factors  he  will  have  for 
him  and  against  him  when  he  leaves  the 
hospital  environment. 

The  social  work  department  with  its  lines 
into  the  community  should  be  prominent  in 
drawing  this  picture  for  the  staff  which 
jointly  must  make  these  decisions. 

After-Care.  This  is  the  area  of  our  work 
which  seems  to  be  receiving  the  greatest 
amount  of  attention  today.  We  attribute 
many  things  to  the  influence  of  new  drugs, 
but  I think  we  are  safe  in  saying  that  they 
have  played  a prominent  part  in  forcing  us 
to  think  about  what  happens  to  the  patient 
who  no  longer  needs  hospitalization  or  who 
can  manage  even  marginally  in  the  com- 
munity following  a stay  in  the  hospital.  In- 
terest in  this  area  is  certainly  interdiscipli- 
nary, and,  as  a well  known  comedian  used  to 
say,  "Everybody  wants  to  get  into  the  act.” 
Thus  we  find  increased  interest  on  the  part 
of  rehabilitation  counsellors,  public  health 
nurses,  welfare  departments,  and,  what  is 
probably  most  welcome,  the  private  physi- 
cian, who  is  more  and  more  involving  himself 
with  ex-hospital  patients.  The  out-patient 
clinics,  many  of  whom  have  successfully 
avoided  these  patients  for  years,  are  being 
pressed  to  include  them  as  recipients  of  their 
service.  At  this  hospital  you  have  had  for 
a number  of  years  your  own  follow-up 
clinics,  and  Western  State  is  about  to  em- 
bark on  a follow-up  program  supported  by 
a federal  grant  which  will  include  group 
therapy  sessions  prior  to  and  after  release 
in  the  patient’s  home  community  and  a resi- 
dent social  worker  in  the  Northern  Virginia 
area  to  serve  as  liaison  with  community 
agencies  on  behalf  of  hospital  patients. 

In  the  area  of  after-care,  I suppose  the 
community  really  asks  the  impossible  of  us. 
In  effect  they  say,  "If  you  are  going  to  re- 
lease patients,  it  is  up  to  you  to  see  that 
they  are  supervised  and  helped  or,  in  its  most 
negative  form,  to  see  that  they  don’t  cause 
any  trouble.” 


Volume  88,  February,  1961 


109 


Our  problem,  then,  boils  down  to  the 
question  as  to  whether  we  can  develop  a 
system  where  we  can  be  comfortable  about 
our  released  patients,  a system  that  would 
give  us  a little  more  assurance  as  to  the 
patient’s  later  adjustment  and  less  crossing 
of  our  lingers  as  we  apprehensively  release 
them  without  clearly  defined  plans  for  giv- 
ing them  the  help  they  may  require. 

I think  this  is  more  possible  than  our  cur- 
rent success  would  indicate.  Undoubtedly 
we  have  to  first  reach  the  point  where  every 
readmission  is  not  regarded  as  an  index  of 
failure,  particularly  if,  when  the  patient  was 
discharged,  a plan  for  his  placement  in  the 
community  was  carefully  thought  through 
rather  than  haphazardly  backed  into.  I pose 
these  questions  for  you:  Where  drugs  are 
necessary  for  a patient,  has  a plan  been 
worked  out  which  is  clear  to  the  patient, 
his  family,  and  the  hospital  as  to  how  he 
will  receive  his  drugs  after  the  initial  supply 
has  been  exhausted?  Has  the  family  phy- 
sician, who  once  was  interested  in  the  pa- 
tient, been  invited  to  involve  himself  again 
in  his  after-care,  with  adequate  knowledge  of 
the  course  of  his  hospital  treatment?  Where 
some  kind  of  continuing  support,  either  psy- 
chological or  financial,  is  indicated  for  a 
patient,  have  you  succeeded  in  finding  a 
community  resource  which  will  cover  the 
patient’s  need?  How  many  patients  have 
been  placed  in  foster  homes,  or  have  you 
managed  to  push  aside  such  a program  as 
being  too  expensive  in  time  and  money  for 
only  a small  group  of  patients?  When  you 
do  place  patients  in  foster  homes,  is  it  a ques- 
tion of  merely  finding  a place  for  them  to 


live  or  is  the  placement  viewed  by  the  pa- 
tient, his  family,  and  the  caretaker  as  a 
continuation  of  hospital  treatment?  Are  you 
so  conscious  of  the  joy  of  decreasing  patient 
loads  that  you  rush  patients  into  the  com- 
munity without  supervision  or  help?  Are 
you  placing  (I  almost  said  "railroading”) 
patients  into  poor  nursing  homes  and  other 
questionable  facilities  so  that  their  second 
lot  may  not  be  any  improvement  over  pro- 
longed hospital  stay. 

Let  me  not  give  the  impression  that  after- 
care is  the  exclusive  responsibility  of  social 
service.  It  certainly  is  not.  I do  know,  how- 
ever, that  if  the  social  service  program  is 
weak,  inadequate,  and  has  a limited  horizon, 
an  after-care  program  will  certainly  fall 
down.  A hospital  should  be  able  to  count 
on  the  social  worker  to  develop  a network 
of  community  facilities,  fully  aware  of  the 
hospital’s  mission  and  ready  to  do  their  part 
in  needed  service  to  hospital  patients  where 
this  is  appropriate.  This  means  social  work- 
ers who  think  in  terms  of  broad  community 
planning  and  responsibility  and  it  also  means 
something  as  narrow  as  having  a car  available 
when  the  social  worker  needs  to  go  outside 
the  hospital  walls.  It  means  social  workers 
who  are  imaginative,  not  stodgy,  who  are 
confident  that  their  social  work  skills  are 
needed  if  the  hospital  is  doing  a complete 
job.  Along  with  this  confidence  goes  a real 
respect  for  the  contribution  of  everyone, 
from  the  gatekeeper  to  the  superintendent, 
and  a conviction  that  teamwork  can  be  more 
than  a cliche,  bandied  about  by  visiting  lec- 
turers. 
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Pre-Paid  Medical  Care 


Edited  by 

RICHARD  J.  ACKART,  M.D. 


Medicine  and  Bine  Shield 

The  A.M.A.  Clinical  Meeting  held  in 
Washington,  D.  C.,  November  28  through 
December  1,  may  ultimately  prove  to  have 
influenced  the  future  of  Blue  Shield  more 
profoundly  than  any  other  single  event  in 
the  history  of  the  Plans.  A resolution  adopt- 
ed by  the  House  of  Delegates  specifically 
committed  the  A.M.A.  to  take  the  initiative 
in  organizing  and  implementing  a program 
of  effective  action  to  stimulate  . . maxi- 
mum development  of  the  voluntary  non- 
profit prepayment  concept  to  provide  health 
care  for  the  American  people.” 

To  establish  the  national  organization  re- 
quired to  accomplish  this  goal,  the  A.M.A. 
resolution  calls  for  participation  by  the 
American  Hospital  Association,  the  Blue 
Cross  Association,  the  National  Association 
of  Blue  Shield  Plans,  and  the  American  Med- 
ical Association  in  developing  a basis  for 
joint  action  aimed  at  overcoming  the  ob- 
stacles standing  in  the  way  of  extending  the 
scope  of  Blue  Cross  and  Blue  Shield  to  meet 
maximum  public  need. 

The  text  of  the  A.M.A.  resolution  on  pre- 
payment Plan  development  follows: 

"Whereas,  It  has  been  widely  recognized 
that  voluntary  health  insurance  is  the 
primary  alternative  to  a compulsory 
governmental  program:  and 
"Whereas,  The  public  has  shown  its 
confidence  in  this  voluntary  system; 
and 

"Whereas,  Current  social,  political  and 
economic  developments  compel  a new 
and  revitalized  effort  to  make  voluntary 
health  insurance  successful;  and 
"Whereas,  The  American  Medical  Asso- 
ciation has  consistently  pledged  itself 


to  make  available  the  highest  type  of 
medical  care;  therefore  be  it 

" Resolved , That  the  House  of  Delegates 
direct  the  Board  of  Trustees  and  the 
Council  on  Medical  Service  to  assume 
immediately  the  leadership  in  consoli- 
dating the  efforts  of  the  American  Med- 
ical Association  with  those  of  the  Na- 
tional Association  of  Blue  Shield  Plans, 
the  American  Hospital  Association  and 
the  Blue  Cross  Association  into  maxi- 
mum development  of  the  voluntary 
non-profit  prepayment  concept  to  pro- 
vide health  care  for  the  American  peo- 
ple; and  be  it  further 

" Resolved , That  similar  leadership  be 
undertaken  to  coordinate  the  efforts  of 
private  insurance  carriers  through  con- 
ference with  their  national  organiza- 
tions; and  be  it  further 

" Resolved , That,  where  feasible,  efforts 
be  made  to  cooperate  with  representa- 
tives of  other  types  of  medical  care 
plans,  other  professional  groups,  and 
representatives  of  industry,  labor  and 
the  public  at  large.” 

Commenting  editorially  on  this  resolution, 
the  Washington  (D.C.)  Evening  Star  ob- 
served that  the  physicians  who  ".  . . stimu- 
lated the  A.M.A.  action  and  who  are  working 
toward  its  fulfillment,  harbor  no  illusions 
that  any  single  new  plan  can  be  developed 
or  even  proposed  which  would  satisfy  all 
the  various  medical  care  needs  which  cur- 
rently are  being  discussed.  But  they  do  be- 
lieve that  drastic  improvements  can  be  made 
in  existing  voluntary  Blue  Cross  and  Blue 
Shield  plans,  in  coordination  later  with  com- 
mercial prepayment  programs,  which  would 
decrease  the  need  for  government  interven- 
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tion;  and  this  is  the  goal  toward  which  they 
are  working.” 

Concluding,  The  Evening  Star  observed 
that  "These  efforts  . . . can  produce  nothing 
but  good.  The  medical  voluntary  prepay- 
ment movement  since  World  War  II  has 
made  phenomenal  advances,  and  that  fact 
too  often  is  obscured  by  criticism  of  its  de- 
ficiencies. What  is  important  now  is  that 
these  shortcomings  are  being  given  the  atten- 
tion they  deserve.  . . 

In  a report  accepted  by  the  House  of  Dele- 
gates of  the  A.M.A.,  the  following  observa- 
tions concerning  the  present  and  the  future 
of  Blue  Shield  were  made: 

"The  medically  sponsored  Blue  Shield 
Plans,  which  now  provide  coverage  for  med- 
ical care  benefits  to  more  than  45  million 
persons,  represent  the  most  convincing  evi- 
dence available  of  medicine’s  capacity  to 
meet  the  nation’s  health  needs  through  pri- 
vate initiative.  Indeed,  through  the  phy- 
sician sponsored  Blue  Shield  program,  our 
profession  has  demonstrated  its  capacity  to 


provide  both  the  leadership  and  enlighten- 
ment necessary  to  solve  the  economic  prob- 
lem of  providing  health  care  without  sacri- 
ficing the  individual  and  professional  free- 
doms on  which  high  quality  care  depends.” 

"It  is  not  possible  to  discuss  the  future 
of  Blue  Shield  without  reference  to  the  prin- 
cipal resource  the  Blue  Shield  Plans  have 
available  to  apply  in  shaping  their  future. 
This  resource  is  the  medical  profession  which 
has  been  responsible  for  the  organization  of 
Blue  Shield.  The  doctors  of  the  nation  alone 
hold  the  key  to  Blue  Shield’s  future,  and 
their  leadership,  or  lack  of  it,  will  inevitably 
determine  whether  the  Plans  are  prepared 
to  respond  to  the  opportunities  that  lie 
ahead.” 

Here  in  Virginia  The  Medical  Society  of 
Virginia  has  accepted  the  responsibility  of 
leading  Blue  Shield  toward  even  more  effec- 
tive service  to  the  people  of  the  State.  In 
this  effort  the  Society  will  need  the  sugges- 
tions and  the  cooperation  of  each  and  every- 
one of  its  members. 


Aids  Mild  Diabetics 


A drug  designed  to  fight  mental  depres- 
sions, imipramine  hydrochloride,  has  been 
found  to  benefit  persons  with  mild  diabetes. 
Results  obtained  in  five  patients  are  reported 
by  four  Cincinnati  physicians  in  a prelim- 
inary communication  in  the  October  1st 
Journal  of  the  American  Medical  Associa- 
tion. 

The  effect  of  the  drug  was  noted  when  it 
was  prescribed  for  several  mild  diabetics  who 
were  also  depressed.  Administration  of  the 
drug  was  followed  by  a decrease  in  the 
amount  of  sugar  excreted.  A high  level  of 
sugar  excretion  is  a symptom  of  diabetes, 
which  is  a disorder  that  prevents  the  body 


from  utilizing  sugar  normally. 

Each  subject’s  response  to  the  drug  and  to 
discontinuance  of  it  was  tested  several  times. 
However,  it  was  stressed  that  their  findings 
were  not  conclusive  because  of  the  small 
number  of  patients  studied. 

Further  investigation  is  warranted  because 
it  is  important  to  study  any  agent  that  dem- 
onstrates an  effect  on  the  clinical  course 
of  diabetes. 

The  authors  are  Drs.  Stanley  M.  Kaplan, 
James  W.  Maas,  John  M.  Pixley,  and  W. 
Donald  Ross,  who  was  associated  with  the 
University  of  Cincinnati  College  of  Medi- 
cine and  the  Cincinnati  General  Hospital. 
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QwvwiL  QuhJxsmiA, 

WHITE  HOUSE  CONFERENCE:  The  big  news,  as  this  issue  goes  to  press,  is  the 
White  House  Conference  on  Aging  which  has  just  concluded  with  the  recommenda- 
tion for  a Social  Security  health  care  plan  similar  to  the  one  favored  by  President  Ken- 
nedy. The  Income  Maintenance  Section,  which  dealt  with  this  issue,  voted  in  favor 
of  the  recommendation  170  to  99.  A minority  report  was  released  which  declared  that 
incorporating  medical  insurance  under  Title  II  of  the  Social  Security  Act  "would  inter- 
fere with  the  physician-patient  relationship;  that  it  is  unnecessary  because  of  the  poten- 
tial growth  of  voluntary  insurance,  and  that  all  needy  aged  can  be  cared  for  by  public 
assistance  through  the  recently  enacted  Federal  program  of  health  care  for  the  low 
income  aged.”  The  minority  report  pointed  out  that  the  majority  report  was  not  in 
accord  with  the  official  expression  of  the  majority  of  state  conferences  on  aging. 

Most  observers  agree  that  the  Kennedy  administration  will  use  the  report  of  the  Income 
Maintenance  Section  to  further  the  compulsory  social  security  approach  to  health  care 
of  the  aged,  notwithstanding  the  results  of  the  state  conferences  or  the  minority  report. 
AMA  points  out  that  while  the  results  of  the  Conference  were  not  totally  unexpected, 
they  do  not  presage  certain  passage  of  the  compulsory  social  security  approach  to 
health  care  of  the  aged  in  the  87th  Congress. 

KENNEDY  BILL:  The  new  so-called  Kennedy  bill  will  most  likely  have  been  intro- 
duced by  the  time  you  read  this  issue  of  Current  Currents.  Advance  reports  indicate 
that  it  will  be  limited  to  hospital  and  nursing  home  care.  It  will  probably  not  include 
physicians.  The  bill  is  expected  to  cover  some  14  million  persons.  It  will  provide  for 
anyone  who  receives  OASDI  benefits,  including  2/z  million  persons  under  65,  notably 
children  of  beneficiaries. 

HR  10:  Senator  Eugene  J.  Keogh  (D.,  N.Y.),  has  introduced  HR  10,  which  like  its 
predecessor  of  the  86th  Congress,  provides  a retirement  program  for  the  self-employed. 
A similar  bill,  S.5  9,  has  been  introduced  in  the  Senate  by  Florida  Democrat  George  A. 
Smathers. 

HR  10  would  amend  the  pension  plan  provisions  of  the  Internal  Revenue  Code  by 
adding  a two  step  requirement  for  all  plans  and  special  requirements  for  the  self-em- 
ployed. If  an  employer  has  three  or  more  workers,  they  must  be  covered  and  have  a 
vested  interest  in  the  plan.  The  self-employed  would  be  able  to  deduct  ten  percent  of 
income  or  $2,5  00,  whichever  is  smaller,  from  the  self-employment  earnings  of  the 


business  for  which  the  plan  would  be  established.  No  benefits  would  be  paid  before  age 
5 9*4,  unless  there  is  death  or  disability,  but  would  have  to  begin  at  age  71. 


PHYSICIAN  CONTRIBUTION  TO  FREE  CARE:  AMA  has  reported  that  United 
States  physicians  are  annually  providing  free  medical  care  amounting  to  65  8 million  dol- 
lars. These  figures  were  obtained  from  a survey  conducted  by  the  magazine  New  Medi- 
cal Materia.  It  was  brought  out  that  more  than  98  percent  of  our  physicians  give  free 
medical  care,  and  that  60  percent  contribute  10  percent  or  more  of  their  working  hours 
to  this  free  service. 

NEW  BOOKLET:  Members  will  wish  to  make  good  use  of  a new  illustrated  booklet 
just  published  by  the  American  Medical  Association.  Its  title  is  "The  Cost  of  Medical 
Care”  and  it  contains  information  everyone  should  have.  Did  you  know,  for  example, 
that  the  average  American  spends  6^  of  his  consumer  dollar  for  health?  This  compares 
with  27C  for  housing,  22f  for  food,  10^  for  clothing,  12<*  for  travel,  6<t~  for  recreation, 
U'  for  tobacco  and  liquor  and  12^  for  all  other  items. 

The  booklet  also  reports  the  spectacular  progress  made  by  medical  science  during  the  last 
20  years.  A child  born  today  can  expect  to  live  10  years  longer  than  one  born  20  years 
ago;  new  antibiotic  drugs  prevent  pneumonia  that  used  to  kill  one  in  every  three  or 
four  persons  it  attacked.  Low  cost  vaccines  now  offer  protection  against  many  serious 
illnesses;  the  danger  of  infection  through  surgery  has  been  greatly  reduced;  today’s 
average  stay  in  the  hospital  for  an  appendectomy  is  four  days,  compared  with  fourteen 
days  20  years  ago. 

The  booklet  reports  that  physicians  average  sixty  hours  of  work  each  week  and  see  more 
patients  than  20  years  ago.  Their  fees,  however,  have  gone  up  much  less  than  the  aver- 
age price  of  all  "consumer  goods  and  services”. 

Copies  of  this  booklet  may  be  obtained  by  contacting  the  State  Office  of  The  Medical 
Society  of  Virginia. 

A SPECIAL  SALUTE:  Dr.  Vincent  W.  Archer,  Past  President  of  The  Medical  So- 
ciety of  Virginia  and  currently  a member  of  the  AMA  House  of  Delegates,  has  been 
designated  the  recipient  of  the  Gold  Medal  of  the  American  College  of  Radiology.  The 
presentation  will  be  made  during  special  ceremonies  at  the  Drake  Hotel,  Chicago,  on 
Lebruary  10.  The  Medal  is  being  awarded  "for  distinguished  and  extraordinary  serv- 
ice to  the  American  College  of  Radiology  and  the  profession  for  which  it  stands”. 

DID  YOU  KNOW?  According  to  Insurance  Economics  Surveys,  the  average  American 
consults  his  physician  approximately  five  times  a year.  This  American  can  also  choose 
between  some  1,200  organizations  currently  providing  health  insurance  for  the  public. 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


Sylvatic  Rabies  Control  in  Virginia 

Every  year  hundreds  of  persons  in  Vir- 
ginia receive  anti-rabies  treatment  because 
of  contact  with  or  exposure  to  animals  which 
have  been  proved  to  be  rabid  or  which  have 
escaped  capture  and  there  is  doubt  as  to  free- 
dom from  infection.  In  many  instances  the 
contact  or  exposure  has  not  been  such  that 
infection  of  the  individual  has  taken  place. 
However,  it  is  a fact  that  once  developed, 
there  is  no  treatment  for  rabies;  prevention 
is  the  necessary  measure.  It  happens  often 
that  the  animal  is  not  available  for  exami- 
nation or  the  history  is  not  sufficiently  clear 
to  determine  the  intimacy  of  contact  or 
exposure.  In  such  cases  there  is  but  one  de- 
cision— treat  the  human  being,  do  not  take 
chances  with  his  life. 

Rabies  in  animals  is  a continuing  problem 
in  Virginia  and  involves  particularly  the 
entire  western  border  of  the  State  and,  to  a 
lesser  degree,  its  northern  border.  While 
there  has  been  an  annual  decrease  in  the  total 
number  of  positive  animals  during  the  past 
five  years,  the  incidence  of  rabies  in  wildlife 
still  causes  concern. 


Table  I 


Year 

Total 

Heads 

Positive 

' 

In  Wildlife 

In 

Docs 

No.  % 

No. 
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1955 

373 

208  55.8 

101 

27.1 

1956 

299 

1+2  47.5 

64 

21.4 

1957 

318 

232  73.0 

21 

6.6 

1958 

252 

153  60.7 

29 

11.5 

1959 

168 

102  60.7 

25 

14.9 
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referable  to  wi 

ildlife  and  to  dogs 

each  of  these  years. 

Successful  dog  vaccination  programs  un- 
doubtedly have  played  the  most  important 
role  in  reducing  the  incidence  of  rabies  in 
the  canine  population.  A build-up  of  popu- 


lations, combined  with  a high  natural  sus- 
ceptibility of  foxes  to  the  disease,  plays  a 
part  in  the  rise  in  incidence  of  rabies  among 
animals  in  wildlife.  This  changing  picture 
is  nationwide  as  is  evidenced  by  the  fact  that 
during  the  past  ten  years  (1948-5  8)  the 
number  of  reported  cases  of  rabies  in  wild 
animals  has  doubled. 

Although  the  number  of  positive  dog 
heads  may  approach  closely  the  actual  num- 
ber of  cases  in  the  canine  population,  this  is 
not  true  in  other  species.  In  wildlife  it  is  the 
animal  that  comes  to  the  attention  of  man — 
the  suspicious  animal,  the  one  which  is  acting 
abnormally,  or  the  attacking  animal — which 
is  destroyed  and  examined.  Those  sick  and 
dying  in  their  natural  habitat  are  not  dis- 
covered. It  is  estimated  that  only  1 % of 
the  actual  number  of  cases  of  rabies  which 
occur  in  predatory  animals  in  the  forests 
are  brought  to  laboratories  for  examination. 

The  occurrence  of  rabies  in  his  domestic 
livestock  is  of  vital  concern  to  the  farmer. 
During  the  past  five  years  (1955-59)  274 
farm  animals  have  been  diagnosed  as  infected 
with  rabies.  One  hundred  and  fifty  of  these, 
54.7%,  have  been  in  the  18  counties  west 
of  Roanoke.  Here  again,  the  number  of 
positive  heads  reported  is  a poor  indication  of 
the  actual  number  of  cases.  The  cow’s  head 
is  large  and  difficult  to  handle.  If  several 
animals  present  the  same  chain  of  symptoms, 
the  head  of  one  which  has  died  is  examined 
and  it  is  presumed  that  the  others  were  in- 
fected with  the  same  disease.  A conservative 
estimate  would  be  that  for  every  head  of  a 
horse,  cow,  or  sheep  which  is  examined  and 
found  positive,  four  other  cases  exist  but 
remain  unexamined  and  unreported  for 
various  reasons.  Furthermore,  unless  there 
has  been  a human  exposure,  the  veterinarian’s 
clinical  diagnosis  (in  cases  seen  by  a veteri- 
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narian)  is  usually  accepted  by  the  owner  and 
the  animal  is  destroyed  before  human  ex- 
posure can  take  place. 

Sylvatic  rabies  epizootics  seem  to  follow 
a geographic  pattern:  the  disease  moves  into 
a county  from  an  adjacent  county  where  an 
epizootic  has  been  prevailing.  There  appears 
to  be  a population  threshold  which,  when 
exceeded,  provides  a sufficient  number  of 
animals  to  sustain  the  virus  and  an  epizootic 
results.  There  may  be  a yet  undiscovered 
synergistic  action  between  rabies  and  another 
disease  and  the  susceptibility  to  rabies  of  a 
certain  animal  may  be  affected  by  the  pres- 
ence of  this  second  disease.  Conceivably,  the 
season  of  the  year  or  the  temperature  may 
influence  the  range  of  the  susceptible  animals 
or  may  effect  their  food  supplies.  The  viru- 
lence of  the  virus  may  play  a part  in  deter- 
mining the  final  population  necessary  for 
the  development  of  an  epizootic  state.  While 
the  flexibility  and  intangibility  of  this  pop- 
ulation threshold  are  recognized,  there  are 
indications  that  such  a threshold  exists. 

Following  the  occurrence  of  an  epizootic 
of  rabies  in  a county,  there  is  a period  during 
which  few  cases  are  encountered.  There  is 
no  clear-cut  reason  for  this  sudden  drop  in 
cases  but  we  believe  that  reduction  of  the 
susceptible  population  is  the  chief  cause.  The 
disease  is  a fatal  one  and  kills  out  those  ani- 
mals that  acquire  it.  It  may  be  that  the 
entire  susceptible  population  does  not  meet 
the  virus  because,  before  this  can  happen,  it 
is  carried  out  of  the  area  by  means  of  one 
of  the  factors  mentioned  above.  Reports 
show  that  year  after  year  sylvatic  rabies 
moves  from  county  to  county  in  southwest- 
ern Virginia. 

Trapping  of  predatory  animals  in  areas 
where  there  are  indications  that  their  popu- 
lations are  high,  has  demonstrated  that  the 
spread  of  rabies  can  be  controlled  in  wildlife. 

The  General  Assembly  of  1954,  recogniz- 
ing the  need  for  control  of  rabies,  adopted 
a section  (29-213.1)  providing  that  "when- 
ever the  State  Health  Commissioner  is  in- 
formed that  an  outbreak  of  rabies  has 


occurred  in  a county  or  city,  he  may,  after 
consulting  with  the  Commissioner  of  Agri- 
culture and  Immigration  and  the  Executive 
Director  of  the  Commission  of  Game  and 
Inland  Fisheries,  adopt  a regulation  declaring 
the  existence  of  rabies  in  such  a county  or 
city  and  containing  such  requirements  as 
are  hereinafter  set  forth.  Such  regulations 
shall  be  prominently  displayed  throughout 
the  county  or  city  and  shall  be  published 
therein  by  signs  or  otherwise  call  attention 
of  the  public  to  the  existence  of  such  an 
outbreak.” 

Under  provisions  of  the  same  General  As- 
sembly, the  Commission  of  Game  and  Inland 
Fisheries  was  directed  to  "employ  and  make 
available  to  local  governing  bodies  on  re- 
quest, a person  skilled  in  the  control  of  wild 
animals  capable  of  spreading  rabies.” 

The  procedure  has  been  for  the  State 
Commissioner  of  Health,  on  hearing  of  an 
increase  in  incidence  of  rabies  in  wild  animals 
in  any  area,  to  request  the  Executive  Direc- 
tor of  the  Commission  of  Game  and  Inland 
Fisheries  to  institute  measures  to  trap  preda- 
tory animals  in  that  area.  This  has  been 
followed  by  consultation  on  the  part  of  the 
"person  skilled  in  the  control  of  wild  animals 
capable  of  spreading  rabies”  with  the  Board 
of  Supervisors  of  such  a county  and  an  offer 
by  him  to  train  individuals  they  might  desig- 
nate in  the  art  of  trapping  and  to  purchase 
the  needed  traps  at  the  expense  of  the  coun- 
ty. It  is  needless  to  say  that  persons  trained 
in  such  a way  are  not  as  skillful  as  those  who 
are  constantly  trapping.  Another  factor  has 
been  that  initiation  of  such  control  has  come 
from  outside  the  county. 

In  June,  1960,  the  Public  Health  Veteri- 
narian proposed  to  the  Commissioner  of 
Health  that  full-time  trappers  be  employed 
and  that  these  men  be  made  available  to  any 
area  upon  request  of  the  governing  body  of 
the  area.  These  trappers  would  function 
in  the  area  until  a wildlife  census,  conducted 
by  their  supervisor,  indicated  that  the  num- 
ber of  animals  concerned  was  likely  to  be 
below  the  population  necessary  to  sustain 
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rabies  in  such  animals.  This  would  be  con- 
firmed by  a reduction  in  the  number  of 
rabies  cases  reported. 

The  use  of  full-time  trappers  has  been 
carried  on  in  several  States.  The  proposal  for 
their  use  in  Virginia  is  slightly  different.  In 
other  States  the  trappers  ordinarily  go  into 
an  area  after  the  epizootic  has  developed  to 
prevent  further  spread  among  wildlife  and 
to  reduce  the  risk  of  exposure  of  the  live- 
stock of  the  area.  In  Virginia  the  Health 
Director  of  a county  would  note  that  rabies 
in  wildlife  has  prevailed  in  an  adjoining 
county.  He  would  then  report  this  fact  to 
his  Board  of  Supervisors  and  would  urge 
them  to  request  that  trappers  be  sent  in  to 
reduce  the  population  of  the  predatory  ani- 
mals of  the  county  before  the  introduction 
of  rabies  therein.  This  would  be  a control 
measure  to  prevent  the  establishment  of 
rabies  within  the  county  and  thereby  pre- 
vent danger  of  exposure  of  humans  and  loss 
of  livestock. 

The  Commissioner  of  Health  requested  a 
meeting  with  the  Commissioner  of  Agricul- 
ture and  the  Executive  Director  of  the  Com- 
mission of  Game  and  Inland  Fisheries.  The 
Public  Health  Veterinarian  of  the  Depart- 
ment of  Health,  the  State  Veterinarian  of 
the  Department  of  Agriculture,  and  the 
Assistant  District  Agent  of  the  U.  S.  Fish 
and  Wildlife  Service,  Predator  and  Rodent 
Control  Branch,  were  also  present.  This 
program  was  unanimously  adopted  and  each 
department  agreed  to  furnish  one-fourth  of 
the  cost  of  carrying  out  the  program  up  to 
a certain  sum,  to  present  the  program  to  the 
Governor  for  his  approval,  and  to  request 
him  to  make  available  one-fourth  of  the 
cost  of  the  program  up  to  a certain  sum. 
The  Governor  looked  favorably  on  the  pro- 
gram and  agreed  to  make  the  requested  sum 
available. 

The  details  of  operation  have  been  worked 
out.  The  position  of  Predator  Trapper  has 
been  defined  and  set  up  in  the  State  Person- 
nel Office.  The  funds  are  being  placed  with 
the  State  Treasurer  in  such  a manner  that 


they  can  be  drawn  upon  on  authorization  of 
the  State  Department  of  Health.  The  ad- 
ministration of  the  program  is  under  the 
joint  supervision  of  the  Public  Health  Vet- 
erinarian and  the  Assistant  District  Agent, 
U.  S.  Fish  and  Wildlife  Service,  Predator 
and  Rodent  Control  Branch.  The  predator 
trappers  are  considered  employees  of  the 
State  Department  of  Health  while  the  Mam- 
mal Control  Supervisor,  under  whom  they 
work,  is  an  employee  of  the  Virginia  Com- 
mission of  Game  and  Inland  Fisheries. 

This  is  a beautiful  example  of  the  recog- 
nition by  three  of  the  Departments  of  the 
State  of  Virginia  of  the  need  to  protect  the 
lives  of  its  inhabitants  and  the  economy  of 
its  citizens  and  of  their  willingness  to  band 
together  to  work  in  a common  cause. 

This  program  becomes  effective  immedi- 
ately. On  being  informed  by  the  local  Health 
Director  of  the  imminence  of  a possible 
rabies  outbreak  within  the  county,  the  Board 
of  Supervisors  should  request  the  Public 
Health  Veterinarian,  sending  a copy  to  the 
Regional  Health  Director,  to  proceed  with 
the  above-outlined  control  measures.  Because 
of  previously  described  epidemiologic  pat- 
terns, counties  in  southwestern  Virginia  have 
been  designated  priority  areas.  It  is  in  these 
counties  that  the  Health  Directors  are  now 
urging  their  Boards  of  Supervisors  to  request 
initiation  of  this  program.  Two  of  these 
counties  have  already  sent  requests  from 
their  Boards  of  Supervisors  for  the  predator 
trappers  to  work  within  their  confines. 

Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 
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0 

33 

27 

Diphtheria 

3 

2 

40 

13 

Hepatitis  (infectious) 

81 

42 
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Meningococcal  Infections 

6 

10 

60 

88 
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3 

— 

45 

— 

Poliomyelitis 

11 

6 

57 
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6 
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0 

0 

39 

38 

Streptococcal  Infects. 
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Tularemia 

5 

2 

38 

20 

Typhoid  . 

_ - 0 

2 

22 

27 

Volume  88,  February,  1961 


115 


Editorial 


War  on  the  Staphylococcus 

T3  ECENT  SEJRGICAL  LITERATURE  contains  many  reports  of  an 
increasing  incidence  of  postoperative  wound  infection,  due  chiefly 
to  staphylococcus  aureus,  coagulase  positive.  Epidemiologic  explanations, 
some  of  which  are  based  on  careful  bacteriologic  studies  and  phage  typing, 
indicate  the  complex  nature  of  the  problem,  but  fail  to  show  any  single 
common  denominator,  unless  it  be  an  increasing  virulence  of  the  organism 
in  question.  Contrary  conclusions  have  sometimes  been  drawn  at  differ- 
ent institutions;  in  many  instances  these  diverse  opinions  are  entirely 
valid  and  result  from  environmental  and  personnel  problems  peculiar 
to  a particular  hospital.  The  only  real  and  lasting  protection  lies  in 
shutting  off  as  completely  as  possible  all  avenues  of  bacterial  contamina- 
tion, while  at  the  same  time  reemphasizing  the  proper  care  of  the  wound. 

The  experience  of  a single  surgeon  and  his  team  performing  all  opera- 
tions in  the  same  room  may  prove  educational.  Over  a two  and  a half 
year  period,  between  1957  and  1959,  six  fatal  staphylococcus  compli- 
cations were  encountered.  In  all  six  cases  positive  blood  cultures  were 
obtained.  Three  of  these  occurred  in  the  year  1959.  The  grief  and  devas- 
tating effect  on  morale  can  scarcely  be  imagined.  In  five  of  the  six  cases, 
cardiac  operations  were  performed,  three  of  which  were  open  heart  pro- 
cedures. The  sixth  operation  consisted  of  a lobectomy  for  bronchiectasis. 
The  pertinent  facts  concerning  these  cases  are  as  follows.  An  anterior 
mediastinal  hematoma  undoubtedly  provided  a nidus  for  infection  in  one 
case  of  congenital  aortic  stenosis  and  rupture  of  the  aortotomy  occurred. 
In  another  patient,  a space  remaining  after  resection  of  a large  ventricular 
aneurism  allowed  a collection  of  fluid,  later  shown  to  be  infected,  and 
rupture  of  the  suture  line  followed.  A ventriculotomy  incision  became 
infected  in  a third  patient.  The  locus  feeding  a staphylococcus  septicemia 
was  not  definitely  established  following  repair  of  an  interventricular 
septal  defect  in  a patient  upon  whom  autopsy  was  not  performed. 
Staphylococcus  wound  infection,  empyema,  osteomyelitis  of  the  sternum 
and  toxic  nephritis  occurred  in  one  patient  following  decortication  for 
constrictive  pericarditis.  A massive  wound  infection  and  empyema,  even- 
tuating in  contralateral  staphylococcus  pneumonia,  occurred  after  the 
lobectomy.  Although  staphylococcus  infection  is  not  confined  to  any 
branch  of  surgery’  it  is  especially  hazardous  in  relation  to  cardiovascular 
operations. 

A description  of  how  this  situation  was  brought  under  control  will 
allow  me  to  emphasize  specific  measures  in  the  prophylaxis  of  postopera- 
tive staphylococcus  infections.  Many  important  features  in  the  overall 
control  of  infection  such  as  sterilization  of  routine  and  special  equipment, 
general  housekeeping  and  isolation  of  infected  patients  will  be  omitted 
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from  this  discussion,  and  only  those  features  mentioned  over  which  we, 
as  surgeons,  were  able  to  exercise  immediate  control. 

A consideration  of  certain  unfavorable  environmental  conditions  which 
might  have  contributed  to  this  grievous  experience  focused  our  attention 
on  the  following: 

The  possibilities  of  heavy  airborne  contamination  were  great.  Always 
a large  number  of  personnel,  at  times  totaling  15,  either  professional 
or  technical,  participated  in  or  supported  the  open  heart  procedures.  In 
a volumetric  sense,  because  of  the  low  ceiling,  the  room  is  small.  Con- 
versation at  times  was  excessive.  The  operating  room  is  located  adjacent 
to  a disposal  room  used  for  both  clean  and  septic  waste  materials  and 
across  the  hall  from  a busy  ENT  operating  room.  It  was  frequently 
necessary  for  an  anesthesiologist  in  a supervisory  capacity  to  float  between 
the  two  operating  rooms.  Partly  because  of  a centralization  of  supplies 
outside  the  operating  room,  and  partly  owing  to  legitimate  activity,  traffic 
in  and  out  of  the  room  has  at  times  been  alarmingly  heavy.  The  geometry 
of  the  operating  suite  is  such  that  intimate  contact  with  the  outside  world 
is  constantly  renewed. 

As  much  as  possible  was  done  to  restrict  sharply  this  traffic.  Since  truly 
effective  control  of  traffic  and  significant  decongestion  of  personnel 
and  equipment  remain  a dream  until  more  appropriate  and  commodious 
quarters  are  provided,  and  until  more  uniform  measures  are  established, 
the  decision  was  taken  to  install  continuous,  direct  ultraviolet  irradiation. 
The  method  used  so  successfully  by  Hart  at  Duke  University  Hospital 
was  closely  followed.  The  results  seem  to  have  justified  this  decision, 
although  no  illusion  exists  that  we  have  acquired  a panacea  for  all  our 
ills.  Admittedly,  the  donning  of  protective  hood,  glasses  and  eyeshield 
constitutes  a mild  nuisance  to  the  surgeon,  but  these  measures  also  serve 
as  a reminder  of  the  grave  responsibility  entrusted  to  him  in  the  preserva- 
tion of  an  aseptic  environment.  Limited  bacteriologic  studies  showed  an 
impressive  reduction  in  bacterial  fallout.  Perhaps  without  justification 
I continue  to  harbor  some  apprehension  about  the  possible  ill  effects  of 
2600  Angstrom  radiation  upon  the  tissues  of  the  patient.  Even  a shallow 
film  of  saline  will  protect,  but  this  has  not  been  continuously  achieved 
in  the  case  of  the  exposed  heart.  Ultraviolet  irradiation  was  also  installed 
in  the  contaminated  disposal  room  nearby,  and  the  assurance  of  air  sterility 
here  was  most  comforting. 

A recheck  of  the  standards  used  for  sterilization  of  the  pump  oxygena- 
tor by  ethylene  oxide  failed  to  disclose  any  breaks  in  technique,  and  the 
extracorporeal  circuit  could  not  be  incriminated,  except  possibly  in  one 
instance.  Nevertheless,  the  conditions  of  assembly  and  transport  of  equip- 
ment to  the  operating  room  appeared  to  be  suboptimal. 

Constant  vigilance  and  personal  discipline  must  remain  the  key  factors 
in  the  never-ending  battle  against  the  staphylococcus.  All  personnel  with 
respiratory  infections  have  been  firmly  excluded  from  the  operating 
room.  The  massive  inoculation  of  bacteria  which  can  occur  by  this 
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route  has  been  documented  by  others.  In  one  of  the  fatal  cases  cited 
above  a student  nurse  with  a respiratory  infection  assisted  at  the  operating 
table.  Her  infectious  condition  was  only  discovered  when  she  voluntarily 
departed  because  of  severe  nasopharyngeal  congestion. 

Other  measures  adopted  to  reduce  airborne  infection  included  double 
masking  and  the  application  of  clean  booties  over  special  operating  room 
shoes.  The  wearing  of  booties  appears  to  be  the  only  possible  solution 
to  the  universal  contamination  of  shoes.  The  masking  of  the  patient 
was  seldom  well  carried  out  and  attention  has  been  directed  to  this 
matter.  The  problem  of  nasal  carriers  is  too  complicated  and  too  poorly 
understood  for  discussion  here.  We  would  certainly  discourage  the  dress- 
ing of  infected  wounds  by  any  surgeon  before  coming  to  the  operating 
room. 

Mindful  of  the  potentiality  for  infection  tracking  in  along  phlebotomy 
catheters,  we  have  insisted  on  rigid  aseptic  precautions  for  the  insertion 
of  these  and  have  withdrawn  them  as  soon  as  practical  following  surgery. 

The  patient’s  own  skin  as  a source  of  contamination  has  been  empha- 
sized and  deemphasized  by  various  authors.  We  consider  the  matter 
of  sufficient  importance  to  initiate  preparation  of  the  skin  with  a hexa- 
chlorophene  soap  at  least  forty-eight  hours  before  operation.  Soap  con- 
tinuously concentrates  in  suds  the  bacteria  from  the  deep  layers  of  the 
skin  even  after  many  minutes  of  scrubbing.  This  is  a matter  of  great 
practical  importance  in  the  preparation  of  the  surgeon’s  hands  and  arms 
as  well  as  of  the  patient’s  skin.  If  not  adequately  removed  by  thorough 
rinsing,  a residue  of  bacterial  contamination  remains. 

We  do  not  share  the  opinion  which  has  been  too  frequently  expressed 
that  the  hands  of  surgeons  and  nurses  do  not  constitute  an  epidemiologic 
factor  in  postoperative  wound  infection.  The  importance  of  this  source 
undoubtedly  varies  from  month  to  month  and  from  person  to  person.  In 
a carefully  conducted  study  Haupt  cultured  staphylococci  from  90% 
of  surgeons’  gloves  and  in  14%  the  organisms  were  coagulase  positive. 
At  the  end  of  several  hours  in  a poorly  air  conditioned  room,  we  have 
often  found  the  surgeon’s  previously  gloved  hands  heavily  contaminated, 
no  matter  how  thorough  the  initial  scrub.  The  problem  is  magnified 
during  the  summer  months  because  of  sweating.  Sweating  through 
the  sleeves  of  operating  room  apparel  signals  a gross  break  in  technique 
which  is  difficult  to  control  other  than  by  improved  air  conditioning. 
During  a long  operative  procedure  we  have  encouraged  a second  scrub 
and  change  of  mask  and  gown.  Each  surgeon  should  conscientiously 
care  for  the  skin  of  his  hands.  The  resident  bacterial  population  in  the 
deeper  layers  of  the  skin  may  change  from  time  to  time.  There  is  less 
chance  of  invasion  by  pathogens  in  the  absence  of  any  breaks  in  the  integu- 
ment. A hexachlorophene  soap  or  detergent  should  be  used  daily  at  home 
as  well  as  at  work.  In  my  own  experience,  Gamophen  soap  has  proved 
extremely  kind  to  the  skin. 

An  educational  campaign  has  yielded  rewarding  results  in  reducing  the 
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number  of  breaks  in  the  glove  barrier.  This  campaign  has  included  an 
insistence  upon  properly  fitting  gloves.  The  use  of  small  arterial  needles 
held  between  the  fingers  had  led  to  an  alarming  increase  in  the  number  of 
punctured  gloves,  both  among  surgeons  and  nurses.  A new  method  of 
grasping  even  the  smallest  needles  has  been  adopted.  If  the  needle  is 
held  upside  down  at  the  junction  of  suture  with  shaft,  the  point  of  the 
needle  is  displayed  well  away  from  the  fingertips  and  the  needleholder  can 
be  easily  applied. 

We  have  found  the  battery-powered  Week  hole  detector  a useful  in- 
strument. However,  this  method  requires  the  surgeon  to  step  aside  and 
voluntarily  test  his  gloves  by  dipping  in  a basin.  We  have  modified  the 
instrument  to  incorporate  a buzzer  signal.  A basin  connected  to  the  cir- 
cuit provides  the  scrub  nurse  with  saline  into  which  she  dips  bimanually 
each  time  a suture  is  passed.  More  recently  the  surgeons  at  the  table  have 
been  conveniently  included  in  this  detector  system,  the  details  of  which 
will  be  published  elsewhere.  Thus,  prompt  recognition  of  glove  holes 
has  been  achieved.  Until  Underwriter’s  approval  has  been  obtained,  this 
system  has  been  restricted  to  cases  in  which  nonflammable  anesthetics  are 
used.  A striking  improvement  has  resulted  from  this  battle  against  breaks 
in  the  glove  barrier,  and  holes  occur  much  less  frequently. 

Renewed  attention  has  been  paid  certain  matters  of  wound  toilet. 
Thorough  irrigation  with  saline  of  the  pericardial  and  pleural  cavities  and 
the  mediastinal  and  subcutaneous  spaces  has  served  to  reduce  the  bacterial 
contamination  of  these  areas.  Among  the  open  heart  cases  there  have  been 
occasional  patients  with  a bleeding  tendency  at  the  time  of  closure.  A 
special  effort  has  been  made  to  eliminate  dead  space.  Appropriate  tube 
drainage  of  the  pericardium  and  anterior  hilar  region  has  aided  in  the  pre- 
vention of  sanguineous  collections  in  the  anterior  mediastinum. 

The  results  obtained  by  this  campaign  against  the  staphylococcus  have 
more  than  justified  the  effort  expended.  Among  the  cases  performed  dur- 
ing the  thirteen  months  since  the  adoption  of  these  measures  and  among 
the  cases  protected  by  these  measures,  we  have  not  experienced  any  serious 
staphylococcus  infections.  Only  three  small  superficial,  infected  hema- 
tomas were  observed. 

The  everpresent  danger  exists  that  success  will  lead  to  a relaxation  of 
vigilance.  The  "surgical  conscience”  should  not  yield. 

L.H.B. 
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News  Notes 


• • • • 


New  Members. 

Since  the  list  published  in  the  January 
issue  of  the  Monthly,  the  following  new 
members  have  been  admitted  into  The  Med- 
ical Society  of  Virginia: 

Charles  C.  Ashby,  M.D.,  Dinwiddie 
Bruce  Cramer  Banning,  M.D.,  Arlington 
Rogelio  Menendez  Borrell,  M.D.,  Wil- 
liamsburg 

Robert  G.  Bullock,  M.D.,  Arlington 
Max  Carlton  Feinman,  M.D.,  Lynchburg 
Albert  Andrew  Fratrick,  M.D.,  Appomat- 
tox 

Herbert  Claiborne  Jones,  Jr.,  M.D.,  Char- 
lottesville 

Reginald  Paul  McManus,  M.D.,  Arlington 
John  G.  Novak,  M.D.,  Lynchburg 
Ramon  B.  Perez,  M.D.,  Wise 

Local  Committee  on  Arrangements. 

For  the  Annual  Meeting  of  The  Medical 
Society  of  Virginia  to  be  held  in  Richmond, 
October  8-11,  1961,  the  following  commit- 
tee on  arrangements  has  been  appointed: 
Chairman — Dr.  M.  M.  Pinckney 
Hotels  and  Halls — Dr.  William  H.  Harris 
Scientific  Exhibits — Dr.  Frank  M.  Blan- 
ton 

Technical  Exhibits — Dr.  Daniel  D.  Talley, 
III 

Press  and  Publicity — Dr.  William  H.  Hig- 
gins, Jr. 

TV  and  Motion  Pictures — Dr.  Elam  C. 
Toone,  Jr. 

Golf — Dr.  A.  L.  Herring,  Jr. 
Entertainment — Dr.  Thomas  W.  Murrell, 

Jr; 

Auxiliary — Mrs.  Wyndham  B.  Blanton, 

Jr. 

The  State  Board  of  Medical  Examiners 

Held  its  winter  meeting  on  November 
28  th  at  the  Hotel  Richmond,  Richmond, 
with  all  sixteen  members  present.  Dr.  Charles 
J.  Irvin,  Roanoke,  was  present  as  a new 


member  of  the  Board.  The  Reciprocity 
Committee  recommended  licensure  of  49 
doctors  by  endorsement  of  credentials  from 
other  states  (reciprocity).  These  doctors 
held  licensure  in  sixteen  other  states  or  from 
The  National  Board  of  Medical  Examiners. 
These  were  all  accepted  by  the  Board. 

The  examinations  were  given  during  the 
next  four  days.  The  grading  results  of  these 
examinations  were  published  a few  weeks 
after  the  Board  meeting.  These  were  107 
doctors  who  passed  the  examinations  and 
received  their  license  certificates.  Of  this 
number  there  were  only  three  who  were 
graduates  of  American  medical  schools  and 
104  graduates  of  foreign  medical  schools. 

Dr.  Greiner  Honored. 

Dr.  A.  B.  Greiner,  Rural  Retreat,  has  been 
cited  for  teaching  the  adult  Bible  class  of 
Grace  Lutheran  Church  for  fifty  years.  He 
was  given  a doctor’s  satchel  containing  fifty 
one-dollar  bills.  Dr.  Greiner  is  eighty-six 
years  of  age  and  still  practicing.  He  has  been 
at  Rural  Retreat  for  fifty-seven  years. 

Dr.  Mack  I.  Slianlioltz, 

Richmond,  is  the  new  president  of  the 
Association  of  State  and  Territorial  Health 
Officers. 

Symposium  on  Diabetes  Mellitus. 

A one-day  symposium  on  Recent  Ad- 
vances in  Diabetes  Mellitus  will  be  held  at 
Georgetown  University  Medical  Center, 
Washington,  D.  C.,  on  March  8th.  The  fol- 
lowing program  will  be  presented:  The 
Treatment  of  Diabetic  Acidosis  by  Dr.  James 
B.  Field,  Senior  Investigator,  National  Insti- 
tutes of  Health,  Bethesda;  Vascular  Disease 
in  the  Diabetic  Patient  by  Dr.  Charles  A. 
Hufnagel,  Professor  of  Experimental  Sur- 
gery, Georgetown  University;  Ocular  Mani- 
festations of  Diabetes  by  Dr.  Henry  Keen, 
Investigator,  National  Institutes  of  Health; 
Diabetic  Neuropathy  by  Dr.  Malcolm  M. 
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Martin,  Assistant  Professor  of  Medicine, 
Georgetown  University;  Disordered  Lipid 
Metabolism  in  Diabetes  by  Dr.  Robert  H. 
Williams,  Professor  of  Medicine,  University 
of  Washington,  Seattle;  Hypolipemic  Agents 
Used  in  Diabetic  Patients  by  Dr.  Edgar  A. 
Haunz,  Associate  Professor  of  Medicine, 
University  of  North  Dakota;  Podiatric  Care 
of  the  Diabetic  by  Dr.  Edward  L.  Tarara, 
Podiatrist,  Mayo  Clinic,  Rochester;  Insulin 
Hypoglycemia  by  Dr.  Sidney  A.  Tyroler, 
Instructor  in  Medicine,  Georgetown  Univer- 
sity; The  Treatment  of  Diabetes  with  In- 
sulin by  Dr.  Haunz;  The  Use  of  the  Sul- 
fonylurea Drugs  by  Dr.  L.  Harvey  Hamff, 
Clinical  Associate  Professor  of  Medicine, 
Emory  University,  Atlanta;  Phenformin  in 
Diabetic  Management  by  Dr.  Robert  H. 
Williams;  Dietary  Treatment  of  Obese  Dia- 
betics by  Dr.  DeWitt  E.  DeLawter,  Clinical 
Assistant  Professor  of  Medicine,  Georgetown 
University.  A panel  discussion  and  answer 
to  all  questions  will  be  held  in  the  afternoon. 

This  symposium  is  sponsored  in  part  by  a 
grant  from  Charles  Pfizer  and  Company  and 
all  physicians  are  invited.  There  will  be  no 
registration  fee. 

Obituaries .... 

Dr.  John  Mason  Williams, 

Prominent  physician  of  Petersburg,  died 
January  4th  at  the  age  of  seventy-nine.  He 
was  a native  of  Prince  George  County  and 
had  practiced  in  Petersburg  for  more  than 
fifty-five  years.  Dr.  Williams  graduated 
from  the  University  College  of  Medicine  in 
1904  and  practiced  in  Disputanta  for  sev- 
eral years.  He  served  as  surgeon  for  the 
Norfolk  and  Western  Railroad. 

Dr.  Williams  had  been  a member  of  The 
Medical  Society  of  Virginia  for  fifty-six 
years  and  was  made  a Life  Member  in  1954. 

His  wife,  three  daughters  and  two  sons 
survive  him. 

Dr.  William  Joshua  Sturgis, 

Beloved  physician  of  Nassawadox,  died 


Fairfax  Hospital  Staff. 

Dr.  J.  D.  Zylman,  Arlington,  has  been 
elected  president  of  the  Fairfax  County  Hos- 
pital medical  staff.  Dr.  Thomas  B.  McCord, 
Fairfax,  is  vice  president;  Dr.  John  C.  Bauer, 
Arlington,  secretary-treasurer;  and  Drs.  Jo- 
seph Beinstein,  Arlington,  and  Frances  Ayres, 
Falls  Church,  members-at-large  of  the  ex- 
ecutive committee. 

Equipment  for  Sale. 

One  Burdick  Short  Wave  Diathermy; 
Mediquartz  Cold  Quartz  light;  Pelton  in- 
strument sterilizer.  All  are  late  models  and 
in  new  condition.  Also  small  instruments. 

Available  for  Locum  Tenens  in  general 
practice  or  industrial  surgery. 

Address  "Doctor”,  1033  Winchester  Ave- 
nue, Martinsburg,  West  Virginia.  ( Adv .) 

Situations  Wanted. 

E.E.N.T.  man,  preceptorship  trained, 
good  refractionist,  desired  permanent  asso- 
ciation with  ophthalmologist  and/or  oto- 
laryngologist. Reply  to  Box  950,  care  Vir- 
ginia Medical  Monthly,  4205  Dover  Road, 
Richmond  21,  Virginia.  (Adv.) 


December  20th  following  a short  illness.  He 
was  eighty-two  years  of  age  and  a graduate 
of  the  Medical  College  of  Virginia  in  1903. 
Dr.  Sturgis  had  been  a member  of  The  Med- 
ical Society  of  Virginia  since  1909. 

The  following  resolutions  were  passed  by 
the  members  of  the  Northampton-Accomac 
Memorial  Hospital  and  the  Northampton 
County  Medical  Society: 

The  people  of  The  Eastern  Shore  of  Virginia  were 
greatly  saddened  on  December  20,  1960,  by  the  death 
of  Dr.  William  J.  Sturgis,  Sr.,  of  Nassawadox,  Vir- 
ginia. Dr.  Sturgis  was  born  in  1 878.  His  college 
work  was  done  at  The  College  of  William  and  Mary, 
and  in  1903  he  was  graduated  in  medicine  from  The 
Medical  College  of  Virginia.  Returning  to  his  home 
community,  he  began  the  practice  of  his  profession. 
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He  soon  realized  the  extreme  need  for  a community 
hospital  where  those  who  were  sick  and  in  distress 
could  obtain  the  best  care.  While  there  were  many 
others  who  gave  of  their  time  and  talent,  it  was  largely 
through  his  effort  that  on  August  17,  1928,  The 
Northampton-Accomack  Memorial  Hospital  was  for- 
mally opened.  Throughout  the  remaining  years  of  his 
life,  his  supreme  interest  was  in  the  continued  progress 
and  improvement  of  this  hospital  in  order  that  it 
might  continue  to  be  better  equipped  to  serve  the 
people  of  The  Eastern  Shore  of  Virginia. 

He  was  a member  of  The  Medical  Society  of  Vir- 
ginia and  The  American  Medical  Association;  medical 
officer  in  The  United  States  Public  Health  Service; 
member  of  The  Northampton  County  Medical  So- 
ciety; and  for  a number  of  years  served  as  Chairman 
of  The  Board  of  Trustees  of  The  Northampton-Ac- 
comack Memorial  Hospital.  At  a meeting  of  The 
Northampton  Ruritans,  on  his  79th  birthday,  he  was 
selected  as  the  "Northampton  Citizen  of  the  Year”. 
He  was  a member  of  the  Red  Bank  Baptist  Church, 
serving  for  many  years  as  a member  of  The  Board  of 
Deacons. 

He  is  survived  by  his  widow,  Mrs.  Mary  Sturgis; 
a daughter,  Mrs.  Douglas  H.  Crockett;  and  two 
sons,  Dr.  William  J.  Sturgis,  Jr.,  and  Mr.  John  Ed- 
ward Sturgis.  His  older  son,  Dr.  William  J.  Sturgis, 
Jr.,  is  a member  of  the  hospital  surgical  staff.  He 
leaves  also  a sister,  Miss  Addie  Sturgis. 

The  members  of  the  hospital  staff  submit  this  trib- 
ute to  his  memory,  realizing  that  the  measure  of  a 
life  is  not  its  duration,  but  its  donation.  He  will  be 
greatly  missed.  Yet,  his  works  will  live  after  him  to 
bless  humanity. 

Dr.  W.  T.  Green,  Jr. 

Dr.  J.  Fred  Edmunds 
Committee 


Whereas:  God,  in  His  infinite  wisdom,  has  taken 
unto  Himself  His  servant,  our  fellow  physician,  Dr. 
William  J.  Sturgis,  Sr.,  and 

Whereas:  We  recall  with  humility  the  unselfish 
motives  which  characterized  his  medical  practice  and 
devotion  to  the  welfare  of  the  entire  Eastern  Shore 
community,  and 

Whereas:  We  wish  to  honor  his  memory,  there- 
fore 

Be  It  Resolved:  That  we  bow  in  humble  submis- 
sion to  the  will  of  the  Almighty,  that  we  strive  to 
emulate  his  example,  and  that  we  cause  this  expression 
of  our  regard  to  be  spread  upon  the  permanent  rec- 
ords of  the  Northampton  County  Medical  Society,  of 
The  Medical  Society  of  Virginia,  and  that  a copy  be 
sent  to  his  bereaved  family. 

John  R.  Hamilton 
H.  L.  Denoon,  Jr. 

W.  Carey  Henderson,  Chairman 


Dr.  Greenville  Ramsey  Berkeley, 

Well  known  physician  of  Norfolk,  died 
December  7th.  He  was  seventy-seven  years 
of  age  and  received  his  medical  degree  from 
the  Jefferson  Medical  College  in  1960.  He  lo- 
cated in  Norfolk  the  following  year.  Dr. 
Berkeley  was  formerly  medical  examiner  and 
city  jail  physician.  He  retired  from  active 
practice  in  1954,  as  a result  of  a fractured 
pelvis  received  the  year  before  which  proved 
a severe  handicap  to  him. 

Dr.  Berkeley  had  been  a member  of  The 
Medical  Society  of  Virginia  since  1912. 

He  is  survived  by  a son  and  a daughter. 

Dr.  Thomas  Nathaniel  Spessard, 

Norfolk  neuro-psychiatrist,  died  Decem- 
ber 14th.  He  was  fifty-seven  years  of  age 
and  graduated  from  the  Medical  College  of 
Virginia  in  1927.  Dr.  Spessard  was  a cap- 
tain in  the  U.  S.  Navy  Reserve  Medical 
Corps.  He  had  been  a member  of  The  Med- 
ical Society  of  Virginia  for  thirty-one  years. 

His  wife  and  two  daughters  survive  him. 

Dr.  Thomas  Edward  Jones, 

Charlottesville,  died  December  19th,  at 
the  age  of  seventy-five.  He  was  a graduate 
in  medicine  from  the  University  of  Virginia 
in  1909.  Before  he  came  to  Charlottesville, 
Dr.  Jones  practiced  in  Sioux  Falls,  South 
Dakota,  and  Lynchburg.  He  had  been  in 
Charlottesville  for  twenty  years.  Dr.  Jones 
was  a member  of  The  Medical  Society  of 
Virginia,  having  joined  in  1938. 

He  is  survived  by  two  daughters  and  one 
son. 

Dr.  Janies  Terrell  May,  Jr. 

Norfolk,  died  December  11th,  death  be- 
ing due  to  asphyxiation  during  a fire  in  his 
apartment.  He  was  forty-one  years  of  age 
and  a graduate  of  the  Medical  College  of 
Virginia  in  1945.  Dr.  May  was  a member 
of  The  Medical  Society  of  Virginia. 

He  is  survived  by  his  wife,  two  daughters 
and  four  sons. 
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does  the  bowel  take  kindly  to  no-bulk  diets? 


The  bowel,  designed  to  operate  best  under  the  stimulus  of  a bolus  of  waste,  is 
seldom  at  rest  under  normal  conditions.  But  the  new  bulkless  liquid  diets 
which  have  taken  the  country  by  storm,  although  they  may  be  a useful 
road  to  weight  loss,  may  also  lead  to  constipation  or  bowel  irregularities. 

Metamucil  adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal 
peristalsis  and  also  retain  water  within  the  stools  to  keep  them  soft  and 
easy  to  pass.  Thus  Metamucil,  with  an  adequate  water  intake,  will  avert 
or  correct  constipation  in  the  dieting  patient.  Metamucil  also  promotes 
regularity  through  “smoothage”  in  all  types  of  constipation. 


SEARLE 


Metamucil 

brand,  of  psyllium  hydrophilic  mucilloid 


Available  as  Metamucil  powder  in  4,  8 and  16  oz.  cans, 
or  as  the  new  lemon-flavored  Instant  Mix  Metamucil  in 
cartons  of  16  or  30  measured-dose  packets. 


ST.  ELIZABETH’S  HOSPITAL 


RICHMOND  20,  VIRGINIA 


ESTABLISHED  1912 

Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

J.  Shelton  Horsley,  III,  M.D. 
General  Surgery  and  Gynecology 

J.  Edward  Hill,  M.D. 

Urology 

Elmer  S.  Robertson,  M.D. 

Internal  Medicirt 

W.  Kyle  Smith,  Jr.,  M.D. 

Internal  Medicine 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 


/'JK  Y y ' Y If  Established  1916 

^ppalacl)tan  jfy&li  • Asheville,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 
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How 

do 

Filmtab9 

coated 

vitamins 

stack 

up? 


Up  until  the  moment  we  put  the  coatings  on  the  Optilets*  be- 
low, the  tablets  were  all  the  same.  Now,  consider  the  differences. 

The  column  on  the  left  contains  125  Optilets  with  a con- 
ventional sugar  coating. 

The  column  on  the  right — 125  Optilets  with  a Filmtab 
coating. 

How  do  they  stack  up? 

Well  it’s  easy  to  see  that  the  column  on  the  right  is  much 
shorter.  That’s  because  the  Filmtab  coating  cuts  tablet  bulk 
up  to  30%.  The  result  is  a small,  streamlined  vitamin  that’s 
easy  to  swallow — the  most  compact  tablet  of  its  kind. 

And  when  it  comes  to  protecting  potency  (the  main  function 
of  a coating),  the  Filmtab  is  in  a class  by  itself.  Sugar  coatings, 
by  their  very  nature,  are  aqueous  solutions.  Yet  every  measure 
must  be  taken  to  keep  moisture  out  of  the  vital  tablet  core, 
necessitating  “seal”  coats  which  also  increase  bulk.  The  Filmtab 
operation,  on  the  other  hand,  is  essentially  an  anhydrous 
procedure.  Seal  coats  are  neither  used  nor  needed.  The  chances 
of  moisture  being  trapped  inside  the  tablet  are  infinitesimal. 

No  chipping  or  breaking,  no  vitamin  tastes 
or  odors,  no  wasted  vitamins — thanks  to  the 
Filmtab  coating.  | 

Only  the  Abbott  Filmtab  offers  so  much  in  ■ abbott  I 
so 


Filmtab— Film-sealed  Tablets,  Abbott. 

© I960,  ABBOTT  LABORATORIES  101031A 


Abbott 
Vitamins 
Stay 
On  the 
Table 


MAINTENANCE  FORMULAS 


DAYTEENS™  To  help  insure  optiomal  nutrition 
in  growing  teenagers 
Each  Filmtab ® represents: 


Vitamin  A (5000  units)  1.5  mg. 

Vitamin  D (1000  units)  25  meg. 

Thiamine  Mononitrate  (Bi) 2 mg. 

Riboflavin  (B2) 2 mg. 

Nicotinamide 20  mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 5 mg. 

Ascorbic  Acid  (C) 50  mg. 

Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 0.15  mg. 

Iodine  (as  calcium  iodate) 0.1  mg. 

Manganese  (as  sulfate) 0.05  mg. 

Magnesium  (as  oxide) 0.15  mg. 

Calcium  (as  phosphate) 250  mg. 

Phosphorus  (as  calcium  phosphate) 193  mg. 

In  table  bottles  of  100,  bottles  of  250  4 1000 


DAYALETS®  Extra-potent  maintenance  formu- 
las, ideal  for  the  nutritionally  "run-down" 

Each  Filmtab ® represents: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate 

Riboflavin 

Nicotinamide 

Pyridoxine  Hydrochloride 
Cobalamin  (Vitamin  B12). 

Calcium  Pantothenate 

Ascorbic  Acid 


3 mg.  (10,000  units) 
25  meg.  (1000  units) 

5 mg. 

5 mg. 

25  mg. 

2 mg. 

2 meg. 

5 mg. 

100  mg. 


In  table  bottles  of  100,  bottles  of  50,  250  4 1000 


DAYALETS-M®  Each  Filmtab  represents  all  the 
vitamins  of  Dayalets  plus  the  following: 


Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 1 mg. 

Iodine  (as  calcium  iodate) 0.15  mg. 

Cobalt  (as  sulfate) 0.1  mg. 

Manganese  (as  sulfate) 1 mg. 

Magnesium  (as  oxide) 5 mg. 

Zinc  (as  sulfate) 1.5  mg. 

Molybdenum  (as  sodium  molybdate). ...  0.2  mg. 

In  table  bottles  of  100  4 250,  bottles  of  1000 


...in  attractive  claily-remincler  table-bottles 

THERAPEUTIC  FORMULAS 


OPTILETS®  Therapeutic  formulas  for  more 
severe  deficiencies— illness,  infection,  etc. 

Each  Filmtab ® represents: 


Vitamin  A 

Vitamin  D 

Thiamine  Hydrochloride. 

Riboflavin 

Nicotinamide 

Pyridoxine  Hydrochloride 
Cobalamin  (Vitamin  B12)  . 

Calcium  Pantothenate 

Ascorbic  Acid 


7.5  mg. (25,000  units) 
25  meg.  (1000  units) 

10  mg. 

5 mg. 

100  mg. 

5 mg. 

6 meg. 

20  mg. 

200  mg. 


In  table  bottles  of  30  4 100,  bottles  of  1000 


OPTILETS-M®  Each  Filmtab  represents  all  the 
vitamins  of  Optilets  plus  the  following: 


Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 1 mg. 

Iodine  (as  calcium  iodate) 0.15  mg. 

Cobalt  (as  sulfate) 0.1  mg. 

Manganese  (as  sulfate) 1 mg. 

Magnesium  (as  oxide) 5 mg. 

Zinc  (as  sulfate) 1.5  mg. 

Molybdenum  (as  sodium  molybdate) 0.2  mg. 


In  table  bottles  of  30  4 100,  bottles  of  1000 


SUR-BEX®  WITH  C Therapeutic  B-complex 
with  C,  for  convalescence,  stress,  post-surgery. 
Each  Filmtab ® represents: 


Thiamine  Mononitrate 6 mg. 

Riboflavin 6 mg. 

Nicotinamide 30  mg. 

Pyridoxine  Hydrochloride 2.5  mg. 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 10  mg. 

Ascorbic  Acid 150  mg.  I 

Desiccated  Liver,  N.F 150  mg.  1 

Liver  Fraction  2,  N.F 150  mg.  | 

Brewer's  Yeast  Dried 150  mg.  j 


In  fable  bottles  of  60,  bottles  of  100,  500  4 1000 


TABLE  BOTTLES  AT  NO  EXTRA  COST 

VITAMINS  BY  ABBOTT 

• FILMTAB—  FILM-SEALED  TABLETS.  ABBOTT  TM—  TRADEMARK 

©I960,  ABBOTT  LABORATORIES  101031B 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital 

Roanoke,  Virginia 
Announces  to  the  Profession 

THIRTY-FOURTH  ANNUAL  SPRING  CONGRESS 

in 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

April  3 through  April  8,  1961 

GUEST  SPEAKERS 


Rudoi.f  Aebli,  M.D New  York,  N.  Y. 

Allen  Barker,  M.D Roanoke,  Va. 

Windsor  S.  Davies,  M.D Detroit,  Mich. 

R.  M.  Fasanella,  M.D New  Haven,  Conn. 

Robert  L.  Goodale,  M.D Boston,  Mass. 

Thomas  R.  Hedges,  Jr.,  M.D.__Philadelphia,  Pa. 

Chevalier  L.  Jackson,  M.D Philadelphia,  Pa. 

George  M.  Knauf,  Colonel,  USAF,  MC 

Patrick  Air  Force  Base,  Fla. 
Arthur  Linksz,  M.D New  York,  N.  Y. 


George  W.  Murgatroyd,  Jr.,  M.D. .Baltimore,  Md. 


Donald  F.  Proctor,  M.D Baltimore,  Md. 

James  E.  Purnell,  M.D New  York,  N.  Y. 

Bernard  Schwartz,  M.D Brooklyn,  N.  Y. 

Ben  H.  Senturia,  M.D St.  Louis,  Mo. 

Benjamin  H.  Shuster,  M.D._.Philadelphia,  Pa. 

Harold  Syrop,  D.D.S Richmond,  Va. 

Frederick  H.  Theodore,  M.D New  York,  N.  Y. 

William  P.  Tice,  M.D Roanoke,  Va. 

Henry  P.  Wagener,  M.D Rochester,  Minn. 


For  further  information  write: 

Superintendent,  P.  O.  Box  1789  Roanoke,  Virginia 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 
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Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with  ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  "long  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-2483 


LURE  S HOSPITAL 

McGUIRE  CLINIC 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 


General  Surgery 


Obstetrics 


HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR..  M.D. 

JOHN  B.  CATLETT.  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 


WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 
Urology 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  I.  DODSON,  JR.,  M.D. 

Pediatrics 


W.  HUGHES  EVANS,  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D. 
Radiology 

HENRY  S.  SPENCER,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 


Neurology 

RAYMOND  A.  ADAMS,  M.D.  HUBERT  T.  DOUGAN.  M.D. 

Treasurer:  RICHARD  J.  JONES,  BS.,  C.P.A. 


ALL  ROOMS  AIR  CONDITIONED 

Free  Parking  for  Patrons 


HETH  OWEN,  JR.,  M.D. 
WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield 
Dr.  George  S.  Fultz 


Dr.  Weir  M.  Tucker 
Dr.  Amelia  G.  Wood 


RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital 
specially  constructed  for  the  treatment  of 
Eye,  Ear,  Nose  and  Throat  Diseases,  includ- 
ing Laryngeal  Surgery,  Bronchoscopy  and 
Plastic  Surgery  of  the  Nose. 

Professional  care  offered  a limited  num- 
ber of  charity  patients. 


ADDRESS:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 
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• Understanding  Care  • 


Your  Patients  Get  the  Skilled  Care  They  Deserve 


Health  Approved 


— Intermediate  Care 


Inspection  Invited 


AGED  . TERMINAL  CASES  • CHRONICALLY  ILL 


• Round  the  Clock  Skilled  Care 

• Highest  Ethical  Operating  Standards 


Dial 


• R.N.  Supervision  and  M.C.V.  Extern 

• Trained  Dietitian  • Male  Orderlies 
Bernard  Maslan 

Administrator 


MIltoh  3-2777 

Terrace  Hill  Nursing  Home 


Inc. 


67  Simmons  Hospital  Bed  Capacity 
Automatic  Litter-Size  Elevator 
Rates  Start  From  $60  Weekly 
Private  and  Multiple  Rooms — toilets 

2112  Monteiro  Ave. 
Richmond  22,  Va. 


• Sprinkler  and  "Atmo"  System  Equipped  • 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

RICHMOND, 

VIRGINIA 

Medicine: 

Surgery: 

Manfred  Call,  III,  M.D. 

A.  Stephens  Graham,  M.D. 

M.  Morris  Pinckney,  M.D. 

Charles  R.  Robins,  Jr.,  M.D. 

Alexander  G.  Brown,  III,  M.D. 

Carrington  Williams,  M.D. 

[ohn  D.  Call,  M.D. 

Richard  A.  Michaux,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 

Carrington  Williams,  Jr.,  M.D. 

Frank  M.  Blanton,  M.D. 

Armistead  M.  Williams,  M.D. 

John  W.  Powell,  M.D. 

Urological  Surgery: 

Obstetrics  and  Gynecology: 

Frank  Pole,  M.D. 

Wm.  Durwood  Suggs,  M.D. 

J.  Edward  Hill,  M.D. 

Spotswood  Robins,  M.D. 

Oral  Surgery: 

David  C.  Forrest,  M.D. 

Guy  R.  Harrison,  D.D.S. 

Joseph  C.  Parker,  M.D. 

Plastic  Surgery: 

Orthopedics: 

Hunter  S.  Jackson,  M.D. 

Beverley  B.  Clary,  M.D. 

Roentgenology  and  Radiology: 

James  B.  Dalton,  Jr.,  M.D. 

Fred  M.  Hodges,  M.D. 

Pediatrics: 

L.  0.  Snead,  M.D. 

Charles  P.  Mangum,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 

Edward  G.  Davis,  Jr.,  M.D. 

William  C.  Barr,  M.D. 

Ophthalmology,  Otolaryngology: 

Pathology: 

W.  L.  Mason,  M.D. 

James  B.  Roberts,  M.D. 

J.  Warren  Montague,  M.D. 

Physiotherapy: 

Anesthesiology: 

Miss  Etheleen  Dalton 

William  B.  Moncure,  M.D. 

Director: 

Heth  Owen,  Jr.,  M.D. 

Charles  C.  Hough 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

it  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mf.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  1955  H.N.  Alford,  Atlanta,  Go. 
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ST. 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

o|o 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


in  very  special  cases 
a very  superior  brandy 
specify 

★ ★ ★ 


COGNAC  BRANDY 


84  Proof  Schieffelin  & Co.,  New  York 


f\RE  Qo 


for  your  complete  insurance  needs  . . . 


cUry 


☆ PROFESSIONAL 
If  ☆ PERSONAL 

☆ PROPERTY 


CHOICE  OF  THE  MEDICAL 
SOCIETY  OF  VIRGINIA 
FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


Virginia  Head  Office 
721  American  Building 
Richmond  4,  Virginia 
Phone  Ml  3-0340 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR 
COMMUNITY  AS  CLOSE  AS  YOUR  PHONE 


HOME  OFFICE:  385  WASHINGTON  ST.,  ST.  PAUL,  MINN. 
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Virginia’s  leading  and  largest  hotel,  The  John  Marshall,  located  in  the 
heart  of  downtown  Richmond,  offers  you  the  finest  facilities  available. 

Spacious,  tastefully  decorated  rooms  and  excellent  food  prepared  by 
master  hotel  chefs  will  make  your  stay  at  The  John  Marshall  one  to  be 
pleasantly  remembered.  Your  family  too  will  enjoy  The  John  Marshall’s 
hospitality,  a part  of  our  generous  family  plan. 

We  welcome  the  opportunity  of  making  your  visit  a pleasant  one. 


For  information  and  reservations  contact  Director  of  Sales,  Dept.  VM,  Richmond  Hotels,  Incorporated,  Richmond,  Va. 


cardiograms? 


A house  call  ecg  test  demands  a lightweight, 
yet  rugged  and  accurate  instrument  you 
can  carry  anywhere.  The  Sanborn  “ 300  Visette” 
weighs  18  pounds  complete,  is  little  larger  than 
your  briefcase,  performs  accurately  trip  after  trip. 

...  In  your  office  or  laboratory,  a 2-speed, 
highly  versatile  ECG  can  be  one  of  your  most 
valuable  diagnostic  tools.  The  Sanborn  “100 
Viso”  records  at  25  or  50  mm/ sec.,  at  any  of  3 
sensitivities,  accepts  non-ECG  inputs  and  output 
monitoring  equipment. 


And  in  clinic  or  hospital  use,  an  ECG  with  all 
its  accessories  that  can  be  rolled  effortlessly  from 
place  to  place  saves  time,  lets  one  instrument 
answer  many  calls.  The  Sanborn  “100M  Viso” 
— a mobile  cabinet  version  of  the  “100  Viso”  — 
provides  complete  mobility  in  a precision  ECG. 

Call  or  write  your  nearby  Sanborn  Branch 
Office  or  Service  Agency  for  complete  instru- 
ment information  and  details  of  the  15-day  trial 
plan  and  convenient  time  payment  purchase 
arrangement. 


MEDICAL  DIVISION 

SAN  BORN  '/{  COM  P AN  Y 

175  Wyman  Street  Waltham  54,  Massachusetts 

Bethesda  Branch  Office  8118  Woodmont  Ave. 

Oliver  6-5170  and  6-5171 

Richmond  Resident  Representative  .‘301  E.  Franklin  St..  Milton  9-1108 
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minimize  care  and  eliminate  despair  with 

‘MTTTUU’TM?  TTVTTP’* 

lVLUi  X -L/JriXl\  Hi 

brand  Methamphetamine  Hydrochloride 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine  . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized 
or  entirely  absent.”1  Literature  available  on  request. 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

1 Douglas,  H.  s.:  West.  J.  Surg.  59:238  (May)  1951. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe.  New  York 


Volume  88,  February,  1961 


Flavorful  fare  your  patient  will  welcome! 

The  secret  of  a successful 
high  protein  diet  is  acceptance 


The  acceptance  of  any  diet  de- 
pends on  its  appetite  appeal. 
Your  high  protein  diet  patients 
should  find  these  dishes  both 
tempting— and  economical  . . . 
like  the  fluffy  omelet  above, 
folded  over  penny-sliced  frank- 
furters. Ground  meat,  flaked 
fish  or  cheese  are  also  rich  (but 
inexpensive)  sources  of  protein. 


A mixed  green  salad  topped  gen- 
erously with  thinly  sliced  shoe- 
strings of  meat  and  cheese  is  a 
delicious  dish,  as  is  cottage 
cheese,  served  as  a salad  or 
spread  on  dark  bread.  And  egg 
white  whipped  into  fruit  juice 
makes  a frothy  flip — while  an 
assortment  of  fruit  and  cheese 
makes  a satisfying  dessert. 


United  States  Brewers  Foundation 

If  you’d  like  reprints  of  this  and  11  other  different  diet  menus  for  your  patients, 
write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  N.Y.  17,  N.Y. 


With  your  approval, 
a glass  of  beer  can 
add  zest  to  your 
patient’s  diet. 

Protein.  0.8  grm. ; 
calories,  104/8  02.  glass 
(Average  of  American  Beers) 
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extends  the  range  of  decongestion  in  COLDS 


• « 


N EW 


oX 


TABLETS  AND  SYRUP 


relieves  both 


upper  respiratory  congestion 
bronchial  congestion 


• effectfive  because  d-isoephedrine  combines  both  nasal 
and  bronchial  decongestant  actions'— together  with  the  histamine  blocking 
action  of  chlorpheniramine. 

• , , . clears  air  passages  in  10-20  minutes.  Relieves  stuffiness, 
swelling,  discharge.  Prevents  excessive  post-nasal  drip  and  resulting  night 
cough. 

• sa;fc  . . . Laboratory  studies  reveal  little  effect  on  CNS  or  pressor 
stimulation.2  Minimal  daytime  drowsiness  or  interference  with  sleep. 


1.  Aviado.  D.  M.  et  al:  J.  Pharmacol.  & Exper.  Therap.  122:  406-417  (Mar.)  1958.  2.  Laboratory  Report:  Research  Div., 
Chas.  C.  Haskell  & Co.,  1959. 


TABLETS  AND  SYRUP  for  adults  and  children  . . . 


COMPOSITION:  Per  tablet  Per  5 ml.  syrup 

Chlorpheniramine  maleate 4 mg.  2 mg. 

d-lsoephedrine  HCI 25  mg.  12.5  mg. 

DOSE:  Tablets:  Adults:  1 tablet  3 or  4 times  daily.  Syrup:  Children: 
3-6  yrs.  M tsp.  t.i.d.;  6-12  yrs.  1 tsp.  t.i.d.  Adults:  2 tsp.  t.i.d. 
AVAILABLE:  Tablets:  Bottles  ot  100.  Syrup:  Pint  bottles. 


CHARLES  C. 
HASKELL  & CO., 


Richmond,  Virginia 


COMPREHENSIVE 
OLD  AGE  BENEFITS 


A brightens  the  outlook 
A lightens  the  load  of 
poor  nutrition 
A heightens  tissue/ 
bone  metabolism 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  O.Ol  mg.  • Methyl  as  Calcium  Ascorbate  50  mg.  • 1-Lysine  Monohydrochloride 

Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin  25  mg.  • Vitamin  E (Tocopherol  Acid  Succinate)  10  Int.  Units  • 

A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  iron,  10  mg.) 

Vitamin  B12  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15  30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as  CaHPO,)  35  mg. 

U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo-  • Phosphorus  (as  CaHP04)  27  mg.  • Fluorine  (as  CaF2)  0.1  mg.  • 

flavin  (BJ  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B6)  Copper  (as  CuO)  1 mg.  • Potassium  (as  K2S04)  5 mg.  • Manganese 

0.5  mg.  • Calcium  Pantothenate  5 mg.  • Folic  Acid  0.4  mg.  • (as  Mn02)  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO) 

Choline  Bitartrate  25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  1 mg.  • Boron  (as  Na2B402.10H20)  0.1  mg.  Bottles  of  100.  1000. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 
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Each  of  the  babies  pictured  on  this  page 
was  borne  by  a mother  with  a documented 
previous  history  of  true  habitual  abor- 
tion, who  was  treated  with  delalutin 
during  the  pregnancy  leading  to  this  birth 

LIVING  PROOF  OF  FETAL  SALVAGE  WITH 

DELALUTIN 

Squibb  hydroxyprogesteron e caproate  Improved  Progestational  Therapy 


Lincolnwood,  111. 


Roselle,  111. 


Denver,  Colo. 


Skokie,  III. 


Denver,  Colo. 


No.  Massapequa,  L.  I.,  N.  Y. 


Seaford,  N.  Y.  Hartford,  Conn.  East  Williston,  N.  Y.  Norwich,  Vt. 


delalutin  offers  these  advantages  over  other  progestational  agents 


• long-acting  sustained  therapy  • more  effective  in  producing  and  maintaining  a 
completely  matured  secretory  endometrium  • no  androgenic  effect  • more  concen- 
trated solution  requiring  injection  of  less  vehicle  • unusually  well-tolerated,  even  in 
large  doses  • fewer  injections  required  • low  viscosity  makes  administration  easy 

Complete  information  on  administration  and  dosage  is  supplied  in  the  package  insert 

Supply : 

Vials  of  2 and  10  cc.,  each  containing  125  mg.  of  hydroxyprogesterone  caproate  in  benzyl  benzoate  and  sesame  oil. 


Also  available : DELALUTIN'  2X  in  5 cc.  multiple-dose  vials.  Each  cc.  contains  250  mg.  hydroxyprogesterone  caproate 
in  castor  oil,  preserved  with  benzyl  alcohol. 


Squibb 


Squibb  Quality  — The  Priceless  Ingredient 

'DELALUTIN'®  IS  A SQUIBB  TRADEMARK 
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NEW 


in  sinusitis,  colds 
and  upper  respiratory 
disorders 


let  your  patients 
breathe  easier! 


In  sinusitis,  colds  and  other  upper  respiratory  and 
allergic  disorders,  new  DIMETAPP  Extentabs  offer 
more  useful  decongestant  therapy.  Stuffiness,  drip 
and  other  annoying  symptoms  of  congestion  are  ef- 
fectively relieved  with  minimum  side  effects. 

I UNSURPASSED  RELIEF  OF  NASAL  CONGESTION  DIMETAPP  Ex- 
tentabs contain  an  unexcelled  antihistamine,  Dime- 
tane,  which  has  produced  good  to  excellent  results  in 
thousands  of  cases  of  allergic  respiratory  disorders.* 
In  DIMETAPP  Extentabs,  the  action  of  Dimetane  with 
two  outstanding  decongestants  — phenylephrine  and 
phenylpropanolamine  — promptly  dries  secretions  and 
reduces  edema  and  congestion  in  the  nose,  the 
sinuses,  and  the  upper  respiratory  tract. 

CLEAR  BREATHING  FOR  12  HOURS  ON  1 TABLET  Long-acting 
DIMETAPP  Extentabs  offer  up  to  12-hour  relief  on  just 
one  tablet.  Easier  to  use  than  nose  drops  or  sprays, 


DIMETAPP  reaches  into  areas  topical  decongestants 
can’t  touch  — without  rebound  congestion. 

EXCEPTIONAL  FREEDOM  FROM  SIDE  EFFECTS  With  DIMETAPP 
Extentabs,  there’s  little  problem  of  either  drowsiness 
or  overstimulation.  The  antihistamine  component, 
Dimetane,  offers  a high  percentage  of  effective  relief 
with  only  drowsiness  as  a possible  infrequent  side 
effect.*  Small,  fully  efficient  dosages  of  deconges- 
tants minimize  the  danger  of  overstimulation. 

DIMETAPP  Extentabs  contain  Dimetane®  (parabromdylamine  [brompheni- 
ramine] maleate)  1 2 mg.,  phenylephrine  HCI  1 5 mg.,  and  phenylpropanola- 
mine  HCI  15  mg.  Dependable  Extentabs  construction  assures  relief  of 
symptoms  for  up  to  12  hours  with  1 tablet. 

Dosage:  Adults  — 1 Extentab  q.  8-12  hours.  Children  over  6 — 1 Extentab  q. 
12  hours.  Administer  with  caution  to  patients  with  cardiac  or  peripheral  vas- 
cular diseases  and  hypertension,  and  to  those  sensitive  to  antihistamines. 
See  package  insert  for  further  details.  Supplied:  bottles  of  100  and  500. 
"Full  bibliography  on  Dimetane  available  on  request.  >lSfe. 

A.  H.  ROBINS  CO.,  INC.  Richmond  20,  Virginia  9^ 
Ethical  Pharmaceuticals  of  Merit  Since  1878 


COMPLETELY  STOCKED 
TO  SERVE  YOUR  PATIENTS 


UP-TO-DATE 

PRESCRIPTION  DEPARTMENTS 


We  work  closely  with  the  pharmaceutical  manufacturers  to  in- 
sure having  the  newest  drugs  in  stock  as  soon  as  you  prescribe 
them  for  your  patients.  New  drugs  are  received  in  our  prescrip- 
tion departments  at  the  rate  of  more  than  one  a day. 


Our  prescription  inven- 
tories are  carefully  checked 
every  month  to  eliminate  old 
or  outdated  drugs  from  our 
stock  for  the  protection  of 
your  patients. 


Stores  to  serve  you  in  Virginia! 
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ANNOUNCING— 

SPECIFICALLY  FOR 
INFECTIONS  DUE  TO 
•RESISTANT”  STAPHYLOCOCCI 


AN  ENTIRELY  NEW  SYNTHETIC 
‘STAPH-CIDAL”  PENICILLIN 


Staohcillin 


sodium  dimethoxyphenyl  penicillin 
FOR  INJECTION 


UNIQUE— BECAUSE  IT 
RETAINS  ANTIBACTERIAL 
ACTIVITY  IN  THE  PRESENCE  OF 
STAPHYLOCOCCAL  PENICILLINASES 
WHICH  INACTIVATE 
OTHER  PENICILLINS  j 


Bristol 


NEW  SYNTHETIC  PENICILLIN  FOR  “RESISTANT”  STAPH 


Official  Package  Circular 
November,  1960 


STAPHCILLIN™ 

( sodium  dimethoxyphenyl  penicillin) 

For  Injection 

DESCRIPTION 

Staphcillin  is  a unique  new  synthetic  parenteral  penicillin  produced 
by  Bristol  Laboratories  for  the  specific  treatment  of  stapln  lococcal 
infections  due  to  resistant  organisms.  Its  uniqueness  resides  in  its 
property  of  resisting  inactivation  by  staphylococcal  penicillinase.  It  is 
active  against  strains  of  staphylococci  which  are  resistant  to  other 
penicillins. 

Each  dry  filled  vial  contains:  1 Gm.  Staphcillin  (sodium  dimethoxy- 
phenyl penicillin),  equivalent  to  900  mg.  dimethoxyphenyl  penicillin 
activity. 

INDICATIONS 

Staphcillin  is  recommended  as  specific  therapy  only  in  infections 
due  to  strains  of  staphylococci  resistant  to  other  penicillins,  e.g.: 

Skin  and  soft  tissue  infections:  cellulitis,  wound  infections,  car- 
buncles. pyoderma,  furunculosis,  lymphangitis  and  lymphadenitis. 

Respiratory  infections:  staphylococcal  lobar  or  bronchopneumonia, 
and  lung  abscesses  combined  with  indicated  surgical  treatment. 

Other  infections:  staphylococcal  septicemia,  bacteremia,  acute  or 
subacute  endocarditis,  acute  osteomyelitis  and  enterocolitis. 

Infections  due  to  penicillin-sensitive  staphylococci,  streptococci,  pneu- 
mococci and  gonococci  should  be  treated  with  Syncillin®  or  parenteral 
penicillin  G rather  than  Staphcillin.  Treponemal  infections  should 
be  treated  with  parenteral  penicillin  G. 

DOSAGE  AND  ADMINISTRATION 

Staphcillin  is  well  tolerated  when  given  by  deep  intragluteal  or  intra- 
venous injection. 

As  is  the  case  with  other  antibiotics,  the  duration  of  therapy  should  be 
determined  by  the  clinical  and  bacteriological  response  of  the  patient. 
Therapy  should  be  continued  for  at  least  48  hours  after  the  patient  has 
hepome  afebrile,  asymptomatic  and  cultures  are  negative.  The  usual 
duration  has  been  5-7  days. 

Intramuscular  route:  The  usual  adult  dose  is  1 Gm.  every  4 or  6 hours. 
Infants’  and  children’s  dosage  is  25  mg.  per  Kg.  (approximately  12  mg. 
per  pound)  every  6 hours. 

Intravenous  route:  1 Gm.  every  6 hours  using  50  ml.  of  sterile  saline 
solution  at  the  rate  of  10  ml.  per  minute. 

* Warning:  Solutions  of  Staphcillin  and  kanamycin  should  not  be 
mixed,  as  they  rapidly  inactivate  each  other.  Data  on  the  results  of 
mixing  Staphcillin  with  other  antibiotics  are  being  accumulated. 

DIRECTIONS  FOR  RECONSTITUTION 

Add  1.5  ml.  sterile  distilled  water  or  normal  saline  to  a l Gm.  vial  and 
shake  vigorously.  Withdraw  the  clear,  reconstituted  solution  (2.0  ml.) 
into  a syringe  and  inject.  The  reconstituted  solution  contains  500  mg. 
of  Staphcillin  per  ml.  Reconstituted  solutions  are  stable  for  21  hours 
under  refrigeration. 

For  intravenous  use.  dilute  the  reconstituted  dose  in  50  ml.  of  sterile 
saline  and  inject  at  the  rate  of  10  ml.  per  minute. 

supersedes  Hint  in  the  Official  Purknge  Circular*  dated  September  and/or  October,  1960. 

(continued) 
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Official  Packace  Circular  (continued) 


MICROBIOLOGICAL  AM)  PHARMACOLOGICAL 
PROPERTIES 

l„  vitro  studies  show  that  Staphcillin  is  a bactericidal  penicillin 
with  activity  against  staphylococci  resistant  to  penicillin  G.  Strains  of 
staphylococci  so  far  tested  have  been  sensitive  to  STAPHCILLIN  in  vitro 
at  concentrations  of  1-6  meg.  per  ml.  These  levels  are  readily  attained 
in  the  blood  and  tissues  by  administration  of  Staphcillin  at  the 
recommended  dosage.  I his  unique  attribute  is  probably  due  to  the 
fact  that  Staphcillin  is  stable  in  the  presence  of  staphylococcal  peni- 
cillinase. Staphcillin  also  resists  degradation  by  B.  cerejis  penicil- 
linase. The  antimicrobial  spectrum  of  Staphcillin  with  regard  to 
other  microorganisms  is  qualitatively  similar  to  that  of  penicillin  G; 
but  considerably  higher  concentrations  of  Staphcillin  are  required 
for  bactericidal  activity  than  is  the  case  with  penicillin  G. 

Staphcillin  is  rapidly  absorbed  after  intramuscular  injection.  Peak 
blood  levels  (6-10  meg.  ml.  on  the  average  after  a 1.0  Gm.  dose)  are 
attained  within  1 hour;  and  then  progressively  decline  to  less  than 
I meg.  over  a 1 to  6 hour  period.  It  is  poorly  absorbed  from  the  gastro- 
intestinal tract.  Staphcillin  is  rapidly  excreted  by  the  kidney. 

As  shown  by  animal  studies,  Staphcillin  is  readily  distributed  in  body 
tissues  after  intramuscular  injection.  Of  the  tissues  studied,  highest 
concentrations  are  reached  in  the  kidney,  liver,  heart  and  lung  in  that 
order;  the  spleen  and  muscles  show  lower  concentrations  of  the  anti- 
biotic. Staphcillin  diffuses  into  human  pleural  and  prostatic  fluids, 
but  its  diffusion  into  the  spinal  fluid  has  not  yet  been  completely 
studied.  However,  one  patient  with  meningitis  showed  a significant 
concentration  in  his  spinal  fluid  while  on  Staphcillin  therapy. 

Toxicity  studies  with  Staphcillin  and  penicillin  G in  animals  show 
that  they  have  approximately  the  same  low  order  of  toxicity. 

Certain  staphylococci  can  be  made  resistant  to  Staphcillin  in  the 
laboratory,  but  this  resistance  is  not  related  to  their  penicillinase  pro- 
duction. During  the  clinical  trials,  no  STAPHClLLlN-resistant  strains  of 
staphylococci  were  observed  or  developed;  the  possibility  of  the  emer- 
gence of  such  strains  in  the  clinical  setting  awaits  further  observation. 

PRECAUTIONS 

During  the  clinical  trials,  several  mild  skin  reactions,  e.g..  itching, 
papular  eruption  and  erythema  were  observed  both  during  and  after 
discontinuance  of  Staphcillin  therapy.  Patients  with  histories  of  hay 
fever,  asthma,  urticaria  and  previous  sensitivity  to  penicillin  are  more 
likely  to  react  adversely  to  the  penicillins.  It  is  important  that  the 
possibility  of  penicillin  anaphylaxis  be  k ept  in  mind.  Epinephrine  and 
the  usual  adjuvants  (antihistamines,  corticosteroids)  should  be  avail- 
able for  emergency  treatment.  Because  of  the  resistance  of  Staphcillin 
to  destruction  by  penicillinase,  parenteral  B.  cereus  penicillinase  may 
not  be  effective  for  the  treatment  of  allergic  reactions.  Information 
with  regard  to  cross-allergenicity  between  penicillin  G.  penicillin  V. 
phenethicillin  (Syncillin)  and  Staphcillin  is  not  available  at  present. 
If  superinfection  due  to  Gram-negative  organisms  or  fungi  occurs 
during  Staphcillin  therapy,  appropriate  measures  should  be  taken. 

SUPPLY 

List  79502-  1.0  Gm.  dry  filled  vial. 

BRISTOL  LABORATORIES  • SYRACUSE,  NEW  YORK 

Division  of  Bristol-Myers  Company 
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UNIQUE  SYNTHETIC  “STAPH -Cl DAL”  PENICILLIN 


100. 


90. 

80. 

70. 


In  the  presence  of  staphylococcal 
penicillinase,  Staphcillin  remained  active 
and  retained  its  antibacterial  action. 

By  contrast,  penicillin  G was  rapidly 
destroyed  in  the  same  period  of  time. 

( After  Gourevitch  et  al.,  to  be  published) 
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Specifically  for  “resistant”  staph  ... 

Stanhcillin 


sodium  dimethoxyphenyl  penicillin 
FOR  INJECTION 


The  failure  of  staphylococcal  infections  to  respond  to  penicillin  therapy  is  attributed  to 
the  penicillin-destroying  enzyme,  penicillinase,  produced  by  the  invading  staphylococcus. 

Unlike  other  penicillins: 

1 Staphcillin  is  effective  because  it  retains  its  antibacterial  activity  despite  the  pres- 
ence of  staphylococcal  penicillinase. 

^2  The  clinical  effectiveness  of  Staphcillin  has  been  confirmed  by  dramatic  results  in 
a wide  variety  of  infections  due  to  “resistant”  staphylococci,  many  of  which  were  serious 
and  life-threatening. 

Like  other  penicillins: 

Staphcillin  has  no  significant  systemic  toxicity.  It  is  well  tolerated  locally,  and 
pain  or  irritation  at  the  injection  site  is  comparable  to  that  following  the  injection  of 
penicillin  G.  In  occasional  cases,  typical  penicillin  reactions  may  be  experienced. 


PROFESSIONAL  INFORMATION  SERVICE  — The  attached  Official  Package  Circular  provides  com- 
plete information  on  the  indications,  dosage,  and  precautions  for  the  use  of  Staphcillin.  If  you  desire 
additional  information  concerning  clinical  experiences  with  Staphcillin,  the  Medical  Department  of 
Bristol  Laboratories  is  at  your  service.  You  may  direct  your  inquiries  via  collect  telephone  call  to  New  York, 
Pl.aza  7-7061,  or  by  mail  to  Medical  Department,  Bristol  Laboratories,  630  Fifth  Ave.,  N.  Y.  20,  N.  Y. 


BRISTOL  LABORATORIES 


SYRACUSE.  NEW  YORK 


Division  of  Bristol-Myers  Company 


EFFECTIVE  ANTIHISTAMINE-DECONGESTANT  ACTION 


COVANAMINE 
OPENS. , 

ALL  SINUS,  NASAL,  UPPER  RESPIRATORY 

PASSAGES 


COVANAMINE’S  combination  of  two  antihistamines  and  two 
decongestants  — shrinks  swollen  turbinates  — opens  blocked 
ostia  — promotes  drainage  — reestablishes  patency  — in  the 
treatment  of  common  colds,  rhinitis,  sinusitis,  nasal  allergies 
and  post  nasal  drip. 

Constant  therapeutic  levels  are  maintained  by  COVANAMINE’S 
Sustained  Action  Tablets  which  meter  out  the  active  ingredi- 
ents . . . with  minimal  side  effects,  less  drowsiness. 


COVANAMINE 


(TM) 


Sustained  Action  Tablets 


Also  available  as  Black  Cherry  Flavored  COVANAMINE 
LIQUID;  COVANAMINE  EXPECTORANT  provides  the  liquid 
formula  plus  glyceryl  guaiacolate. 


Each  Sustained  Action  (continuous  release)  COVANAMINE  tablet  contains: 
phenylephrine  HCI  15  mg.,  phenylpropanolamine  HCI  25  mg.,  Chlorpheniramine 
maleate  4 mg.,  and  pyrilamine  maleate  25  mg. 

COVANAMINE  LIQUID  provides  V*  the  tablet  formula  in  each  5 ml.  teaspoon. 
COVANAMINE  EXPECTORANT  provides  the  liquid  formula  plus  glyceryl  guaiaco- 
late 100  mg.  per  teaspoon. 

Dosage:  Tablets:  Adults— 1 tablet  (swallowed  without  chewing)  morning,  mid-after- 
noon and  at  bedtime:  Children,  6 to  12  years— Vi  tablet.  Liquid  and  Expectorant: 
Adults— 2 teaspoonfuls  every  four  hours.  Children  6 to  12  years— 1 teaspoonful 
every  four  hours;  1 to  6 years— Vi  teaspoonful  every  four  hours;  under  1 year— 
V*  teaspoonful  every  four  hours. 


VANPELT  AND  BROWN,  INC.  Richmond,  Virginia 


Put  your  low-back  patient 
back  on  the  payroll 

Soma's  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  pa- 
tients required  an  average  of  41 
days  for  full  recovery  (range:  3 to 
90  days).  The  addition  of  Soma 
therapy  in  this  comparative  inves- 
tigation reduced  the  average  to 
11.5  days  (range:  2 to  21  days). 
With  Soma,  patients  averaged  full 
recovery  30  days  sooner. 


Doctor . . . 

What  would  paying  a bill  like'ihis' 
do  to  your  personal  finances? 


•And  what  about  additional  bills  for  your 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient  ? 


AS  A PRACTICING  PHYSICIAN  ...  

. . . knowing  that  today's  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  "catastrophic” 
hospital-nurse  insurance  for  yourself  and  your  family’s 
assured  protection. 

PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 

You  have  a choice  of  3 deductible  amounts,  assuring 
the  right'  protection  at  the  'right'  cost  for  YOU! 


r-AS  A PRACTICAL  BUSINESSMAN  . . . 

. . . knowing  that  today  it  costs  BIG  money  to  operate 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  on  duty’  — it's  only  good  business  to  obtain 
Overhead  Expense  protection. 

PLAN  2 

Professional  Overhead  Expense 

PAYS  covered  Office  Expenses  — Rent,  Employees' 
Salaries,  Heat,  etc.  — when  you  are  continuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you,  and  can  continue 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 

You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 


APPROVED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


UNDERWRITTEN  BY  AMERICAN  CASUALTY  CO.  READING,  PA. 

DAVID  A.  DYER,  Administrator 

Medical  Arts  Building  Roanoke,  Virginia 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro- 
tection for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  an 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


When  it’s  mo 


grippe  or 

“flu”thana  simple 
cold,  but  an  antibiotic 
is  not  indicated... 
prescribe  NEW 

WIN-CODIN*Tablets 


LABORATORIES 
New  York  18,  N.  Y. 


New  Win-Codin  tablets  provide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations.  New  Win-Codin  tablets  contain 
a full  complement  of  the  most  effective  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  15  mg.— to  relieve  local  and  generalized 
pain  and  control  dry  cough 

Neo-Synephrine®  10  mg.—  to  shrink  nasal  membranes  and 
open  sinus  ostia 

Acetylsalicyclic  acid  300  mg.  (5  grains)—  to  reduce  fever  and 
relieve  aching 

Chlorpheniramine  maleate  2 mg.— an  antihistamine  to  shrink 

engorged  membranes  and  lessen  rhinorrhea 

Ascorbic  acid  (vitamin  C)  50  mg.  — to  increase  resistance  to 

infectionst 

New  Win-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  colds,  influenza  or  sinusitis. 

Average  dose:  Adults,  1 or  2 tablets  three  times  daily;  children 
6 to  12  years,  from  >/2  to  1 tablet  three  times  daily. 

Available  in  bottles  of  100  (Class  B narcotic). 

‘Trademark  |For  persons  with  vitamin  C deficiency 

Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 
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when  the  need 

for  iron  is  acute  . . . 

inject 

ASTRAFER  I.V. 

(Brand  of  dextriferron) 

intravenously 


Write  for  literature  and  professional  sample 


ASTICA  PHARMACEUTICAL  PRODUCTS,  INC. 
Worcester,  Mass.,  U.  S.  A. 


The  cigarette  that  made  the  Fitter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© I 96  I P LORILLARD  CO 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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when  the  patient 
needs 

increased  bile  flow... 


AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


HOW  MAYA  PATIENT 
BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 


DECHOLIN 

(dehydrocholic  acid,  Ames) 

“Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration.” 
Source:  Popper,  H.,  and  Schaffner,  E: 
Liver:  Structure  and  Function,  New 
York,  McGraw-Hill  1957,  p.  309. 


He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cow  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K.: 

M.  Clin.  North  America  45:1133  (July)  1959. 


Available:  Decholin  Tablets:  (dehydrocholic 
acid,  Ames)  3%  gr.  (250  mg.).  Bottles  of  100, 
500,  and  1,000. 

and  for  hydrocholeresis  plus 
spasmolysis . . . 

DECHOLIN®  WITH  BELLADONNA 

(dehydrocholic  acid  with  belladonna,  Ames) 

Available:  DECHOLIN/Belladonna  Tablets: 
Decholin  (dehydrocholic  acid,  Ames)  3%  gr. 
(250  mg.)  and  extract  of  belladonna  Vo  gr.  (10  mg.). 
Bottles  of  100  and  500. 


£6260 


CONTROL  WHEN  IT 
IS  VITALLY  NEEDED: 
THORAZINE®  INJECTION 

brand  of  chlorpromazine 

‘Thorazine’  can  rapidly  control  the  severely 
agitated  patient,  preventing  him  from  harming 
himself  or  those  around  him.  Usually,  his 
belligerence,  hostility  and  excitement  are  re- 
placed by  rational,  docile  behavior,  and  he 
becomes  receptive  to  guidance  and  counselling. 

‘Thorazine’  is  so  effective  in  agitation  because 
it  provides  an  intense  tranquilizing  effect,  for 
control  of  both  emotional  and  physical  hyper- 
activity; and  a transitory  soporific  effect,  for 
added  initial  control  of  physical  hyperactivity; 


Smith  Kline  & French  Laboratories 
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teral  — 10  to  50  mg.  intravenously  or 
deeply  intramuscularly,  not  to  exceed 
400  mg.  daily.  High  doses 
may  be  required  in  acute,  gen* 
eralized  or  chronic  urticaria, 
allergic  eczema,  bronchial  , 


as  driving).  Ointment  or  Cream  should 
not  be  applied  to  extensively  denuded  or 
weeping  skin  areas.  Preparations  con- 
taining ephedrine  are  subject  to  the 
^ same  contraindications  applicable  to 
HL  ephedrine  alone. 


sulfate.  INDICATIONS:  Allergic  diseases 
such  as  hay  fever,  allergic  rhinitis,  urti- 
caria, angioedema,  bronchial  asthma, 
k serum  sickness,  atopic  dermatitis, 
contact  dermatitis,  gastrointestinal 
[HHk  allergy,  vasomotor  rhinitis,  phys- 


BENADRYL Hydrochloride  (diphen- 
hydramine hydrochloride,  Parke-Davis). 
Kapseals®  of  50  mg.;  Capsules  of  25  mg.; 
Emplets®  (enteric-coated  tablets)  of  50 
ing.;in  aqueous  solutions : 1-cc.  Ampoules, 
50  mg.  per  cc.;  10-  and  30-cc.  Steri-Vials,® 
10  mg.  per  cc.  with  1:10,000  benzetho- 
nium  chloride  as  a germicidal  agent; 
Elixir,  10  mg.  per  4 cc.;  2%  Ointment 
(water-miscible  base);  Kapseals  of  50  mg. 
BENADRYL  HC1  with  25  mg.  ephedrine 


ical  allergies,  and  allergic  transfusion  re- 
actions, also  postoperative  nausea  and  vom- 
iting, motion  sickness,  parkinsonism,  and 
quieting  emotionally  disturbed  children. 
Parenteral  administration  is  indicated 
where,  in  the  judgment  of  the  physician, 
prompt  action  is  necessary  and  oral  ther- 
apy would  be  inadequate.  DOSAGE:  Oral 
—adults,  25  to  50  mg.  three  or  four  times 
daily.  Children,  1 or  2 teaspoonfuls  of 
Elixir  three  or  four  times  daily.  Paren- 


asthma,  and  status  asthmaticus. 
PRECAUTION:  Avoid  subcutaneous  or 
perivascular  injection.  Single  parenteral 
dosage  greater  than  100  mg.  should  he 
avoided,  particularly  in  hypertension  and 
cardiac  disease.  Products  containing 
BENADRYL  should  be  used  cautiously 
with  hypnotics  or  other  sedatives;  if  atro- 
pine-like effects  are  undesirable;  or  if  the 
patient  engages  in  activities  requiring 
alertness  or  rapid,  accurate  response  (such 
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— 


when  allergy  looms  large  in  the  life  of  your  patient... 

relieves  the  symptoms  of  food  allergy  When  the  allergic  patient 
can’t  resist  eating  an  offending  food,  the  ensuing  punishment  is  often  out 
of  all  proportion  to  the  nature  of  the  “crime.”  In  such  cases,  BENADRYL 
provides  a twofold  therapeutic  approach  to  the  management  of  distressing 
symptoms. 


antihistaminic  action  A potent  histamine  antagonist,  BENADRYL 
breaks  the  cycle  of  allergic  response,  thereby  relieving  gastrointestinal 
upset,  urticaria,  edema,  pruritus,  and  coryza. 

antispasniotlic  action  Because  of  its  inherent  atropine-like  proper- 
ties, BENADRYL  affords  concurrent  relief 
of  gastrointestinal  spasm,  abdominal  pain, 
nausea,  and  vomiting. 


PARKE-DAVIS 


PARKE,  DAVIS  & COMPANY,  Detroit  32, Michigan 


BENADRYL 


antiliistaminic-antispusmodic 


cuts  most 

allergens 

down 
to 


size 
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FORMULA:  Each  15  cc.  ( tablespoon ) contains: 


Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F 225  mg. 

Kaolin  3 Gm. 

Opium  tincture  U.S.P.  ..  0.08  cc. 


(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  Vi  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 

SUPPLIED:  Bottles  of  16  ft.  oz.  (raspberry  flavor,  pink  color) 

Exempt  Narcotic.  Available  on  Prescription  Only. 
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FOR  THE 
AGING . . . 


NEW 

COMPREHENSIVE  SUPPORT 


BALANCED  HORMONE  SUPPLEMENTATION 


BROAD  NUTRITIONAL  REINFORCEMENT 


MOOD  ELEVATION 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  B,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (BJ  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B6) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate 
25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate 


50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 
(Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 
Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 
(as  Kl)  0.1  mg.  • Calcium  (as  CaHP0„)  35  mg.  • Phosphorus  (as 
CaHP0„)  27  mg.  • Fluorine  (as  CaFJ  0.1  mg.  • Copper  (as  CuO) 
1 mg.  • Potassium  (as  K2S04)  5 mg.  • Manganese  (as  MnOJ 
1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 
(as  Na2B„07.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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NEW  UNEXCELLED  TASTE 


SYRUP  OF  CHLORAL  HYDRATE 

NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 

lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
chloral-hydrate  syrup  in  each  teaspoonful 


RAPID  SEDATION  WITHOUT  HANGOVER 

JONES  and  VAUGHAN,  Inc. 


RICHMOND  26,  VA. 


' 


NOW  YOU  G A 
PUT  YOUR  PATIENT’S  MIN 
AT  EASE  ...WITH  EMfi 


stocked  by  local  drug  stoh 


Emko  Backgroun 


Emko  is  the  result  of  a philanthrop 
research  program  establishi 
to  seek  a contraceptive  that  wou 
prove  effective  in  controllii 
birth  rates  of  over-populated  are; 


For  that  reason,  it  had  to 
effective  under  the  me 
adverse  conditions  . 
acceptable  to  women  of  lc 
motivation  . . . entire 
different  from  jellies,  creai 
and  other  metho< 


Emko  Vaginal  Foam  was  develop 
for  use  in  Puerto  Rie 
This  most  successful  experier 
led  to  the  decision 
make  Emko  available  in  other  are 
including  the  United  Stat 


[ 

II 

I 


i 


I 

I 


THE  EMKO  COMP# 
7912  MANCHESTER  AVENUE  • ST.  LOUIS  17,  MISSO' 


USING  PRINCIPLES  NEVER 
BEFORE  APPLIED  TO  CONTRACEPTIVES 

THE  FIRST  AEROSOL  FOAM! 

The  volume  of  the  material  is  expanded 
ten  times  to  create  a BLOCK  OF  FOAM. 

THIS  BLOCK  SEALS  THE  CERVICAL  OS. 

Only  a FOAM  can  successfully  serve  this 
diaphragm-like  function  . . . without  inter- 
fering with  normal  intercourse  or  reducing 
sensory  contact. 

A HIGHLY  EFFECTIVE  SPERMICIDE 

quickly  renders  the  trapped  sperm 
immotile. 


MARGARET  SANGER  RESEARCH  BUREAU 

INTERIM  REPORT 

In  the  Contraception  Service  of  the  Margaret  Sanger  Research 
Bureau,  through  October  31,  1960,  Emko  had  been  used  from 
one  to  22  months  by  362  patients,  with  a total  of  12  unplanned 
pregnancies.  Seven  of  the  pregnant  patients  admitted  irregularity 
in  the  use  of  Emko. 

Two  planned  pregnancies  had  also  occurred  after  stopping  the 
use  of  Emko. 

A.  J.  sobrero,  m.d.  Research  Director 


EASIER  TO  USE  THAN  ANY  OTHER 
EFFECTIVE  CONTRACEPTIVE 

The  foam  is  placed  with  an  entirely  new 
type  of  “Touch  Control”  applicator.  It’s 
filled  automatically  by  touching  the  open 
end  to  the  top  of  the  bottle. 

• No  douching  ...  it  vanishes  after  use 

• Absolutely  no  greasiness  or  “after-mess" 

• No  diaphragm  ...  the  foam  does 
the  blocking 

• No  irritation  for  husband  or  wife 


UP-TO-DATE 

PRESCRIPTION  DEPARTMENTS 


COMPLETELY  STOCKED 
TO  SERVE  YOUR  PATIENTS 


We  work  closely  with  the  pharmaceutical  manufacturers  to  in- 
sure having  the  newest  drugs  in  stock  as  soon  as  you  prescribe 
them  for  your  patients.  New  drugs  are  received  in  our  prescrip- 
tion departments  at  the  rate  of  more  than  one  a day. 


Our  prescription  inven- 
tories are  carefully  checked 
every  month  to  eliminate  old 
or  outdated  drugs  from  our 
stock  for  the  protection  of 
your  patients. 


Stores  to  serve  you  in  Virginia! 
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ANNOUNCING— 

SPECIFICALLY  FOR 
INFECTIONS  DUE  TO 
•RESISTANT”  STAPHYLOCOCCI 


AN  ENTIRELY  NEW  SYNTHETIC 
‘STAPH-GIDAL”  PENICILLIN 


Staohcillin 


sodium  dimethoxyphenyl  penicillin 
FOR  INJECTION 


UNIOUE— BECAUSE  IT 

'V 

RETAINS  ANTIBACTERIAL 
ACTIVITY  IN  THE  PRESENCE  OF 
STAPHYLOCOCCAL  PENICILLINASES 
WHICH  INACTIVATE 
OTHER  PENICILLINS 


NEW  SYNTHETIC  PENICILLIN  FOR  “RESISTANT"  STAPH 


Official  Pack ace  Circular 
November,  I960 


LI 


STAPHCILLIN™ 

(sodium  dimethoxyphenyl  penicillin ) 

For  Injection 

DESCRIPTION 

Staphcillin  is  a unique  new  synthetic  parenteral  penicillin  produced 
by  Bristol  Laboratories  for  the  specific  treatment  of  staphylococcal 
infections  due  to  resistant  organisms.  Its  uniqueness  resides  in  its 
property  of  resisting  inactivation  by  staphylococcal  penicillinase.  It  is 
active  against  strains  of  staphylococci  which  are  resistant  to  other 
penicillins. 

Each  dry  filled  vial  contains:  1 Gm.  STAPHCILLIN  (sodium  dimethoxy- 
phenyl penicillin),  equivalent  to  900  mg.  dimethoxyphenyl  penicillin 
activity. 

INDICATIONS 

Staphcillin  is  recommended  as  specific  therapy  only  in  infections 
due  to  strains  of  staphylococci  resistant  to  other  penicillins,  e.g.: 

Skin  and  soft  tissue  infections:  cellulitis,  wound  infections,  car- 
buncles, pyoderma,  furunculosis,  lymphangitis  and  lymphadenitis. 

Respiratory  infections:  staphylococcal  lobar  or  bronchopneumonia, 
and  lung  abscesses  combined  with  indicated  surgical  treatment. 

Other  infections:  staphylococcal  septicemia,  bacteremia,  acute  or 
subacute  endocarditis,  acute  osteomyelitis  and  enterocolitis. 

Infections  due  to  penicillin-sensitive  staphylococci,  streptococci,  pneu- 
mococci and  gonococci  should  be  treated  with  Syncillin®  or  parenteral 
penicillin  G rather  than  Staphcillin.  Treponemal  infections  should 
be  treated  with  parenteral  penicillin  G. 

DOSAGE  AND  ADMINISTRATION 

Staphcillin  is  well  tolerated  when  given  by  deep  intragluteal  or  intra- 
venous injection. 

As  is  the  case  with  other  antibiotics,  the  duration  of  therapy  should  he 
determined  by  the  clinical  and  bacteriological  response  of  the  patient. 
Therapy  should  be  continued  for  at  least  48  hours  after  the  patient  has 
become  afebrile,  asymptomatic  and  cultures  are  negative.  The  usual 
duration  has  been  5-7  days. 

Intramuscular  route:  The  usual  adult  dose  is  1 Gm.  every  4 or  6 hours. 
Infants’  and  children’s  dosage  is  25  mg.  per  Kg.  (approximately  12  mg. 
per  pound ) every  6 hours. 

Intravenous  route:  1 Gm.  every  6 hours  using  50  ml.  of  sterile  saline 
solution  at  the  rate  of  10  ml.  per  minute. 

* Warning,  : Solutions  of  Staphcillin  and  kanamycin  should  not  be 
mixed,  as  they  rapidly  inactivate  each  other.  Data  on  the  results  of 
mixing  Staphcillin  with  other  antibiotics  are  being  accumulated. 

DIRECTIONS  FOR  RECONSTITUTION 

Add  1.5  ml.  sterile  distilled  water  or  normal  saline  to  a 1 Gm.  vial  and 
shake  vigorously.  Withdraw  the  clear,  reconstituted  solution  (2.0  ml.) 
into  a syringe  and  inject.  I he  reconstituted  solution  contains  500  mg. 
of  Staphcillin  per  ml.  Reconstituted  solutions  are  stable  for  24  hours 
under  refrigeration. 

For  intravenous  use,  dilute  the  reconstituted  dose  in  50  ml.  of  sterile 
saline  and  inject  at  the  rate  of  10  ml.  per  minute. 

•This  statement  supersedes  that  in  the  Ofln  ial  Package  Circulars  doted  September  and/or  October.  1900. 

( continued) 


Official  Packace  Circular  ( continued ) 


MICROBIOLOGICAL  AM)  PHARMACOLOGICAL 
PROPERTIES 

In  vitro  studies  show  that  Staphcillin  is  a bactericidal  penicillin 
with  activity  against  staphylococci  resistant  to  penicillin  (7.  Strains  of 
staphylococci  so  far  tested  have  been  sensitive  to  Staphcillin  in  vitro 
at  concentrations  of  1-6  meg.  per  ml.  These  levels  are  readily  attained 
in  the  blood  and  tissues  by  administration  of  Staphcillin  at  the 
recommended  dosage.  This  unique  attribute  is  probably  due  to  the 
fact  that  Staphcillin  is  stable  in  the  presence  of  staphylococcal  peni- 
cillinase. Staphcillin  also  resists  degradation  by  R.  cereus  penicil- 
linase. The  antimicrobial  spectrum  of  Staphcillin  with  regard  to 
other  microorganisms  is  qualitatively  similar  to  that  of  penicillin  G; 
but  considerably  higher  concentrations  of  Staphcillin  are  required 
for  bactericidal  activity  than  is  the  case  with  penicillin  G. 

Staphcillin  i>  rapidly  absorbed  after  intramuscular  injection.  Peak 
blood  levels  16-10  meg.  ml.  on  the  average  after  a 1.0  Cm.  dose!  are 
attained  within  I hour;  and  then  progressively  decline  to  less  than 
I meg.  over  a 1 to  6 hour  period.  It  is  poorly  absorbed  from  the  gastro- 
intestinal tract.  Staphcillin  is  rapidly  excreted  by  the  kidney. 

As  shown  by  animal  studies,  Staphcillin  is  readily  distributed  in  body 
tissues  after  intramuscular  injection.  Of  the  tissues  studied,  highest 
concentrations  are  reached  in  the  kidney,  liver,  heart  and  lung  in  that 
order;  the  spleen  and  muscles  show  lower  concentrations  of  the  anti- 
biotic. Staphcillin  diffuses  into  human  pleural  and  prostatic  fluids, 
but  its  diffusion  into  the  spinal  fluid  has  not  yet  been  completely 
studied.  However,  one  patient  with  meningitis  showed  a significant 
concentration  in  his  spinal  fluid  while  on  Staphcillin  therapy. 

Toxicity  studies  with  Staphcillin  and  penicillin  G in  animals  show 
that  they  have  approximately  the  same  low  order  of  toxicity. 

Certain  staphylococci  can  be  made  resistant  to  Staphcillin  in  the 
laboratory,  but  this  resistance  is  not  related  to  their  penicillinase  pro- 
duction. During  the  clinical  trials,  no  STAPiiciLLiN-resistant  strains  of 
staphylococci  were  observed  or  developed;  the  possibility  of  the  emer- 
gence of  such  strains  in  the  clinical  setting  awaits  further  observation. 

PRECAUTIONS 

During  the  clinical  trials,  several  mild  skin  reactions,  e.g..  itching, 
papular  eruption  ami  erythema  were  observed  both  during  and  after 
discontinuance  of  Staphcillin  therapy.  Patients  with  histories  of  hay 
fever,  asthma,  urticaria  and  previous  sensitivity  to  penicillin  are  more 
likely  to  react  adversely  to  the  penicillins.  It  is  important  that  the 
possibility  of  penicillin  anaphylaxis  be  kept  in  mind.  Epinephrine  and 
the  usual  adjuvants  (antihistamines,  corticosteroids)  should  be  avail- 
able for  emergency  treatment.  Because  of  the  resistance  of  Staphcillin 
to  destruction  bv  penicillinase,  parenteral  II.  cereus  penicillinase  may 
not  be  effective  for  the  treatment  of  allergic  reactions.  Information 
with  regard  to  cross-allergenicity  between  penicillin  G.  penicillin  V. 
phenethicillin  (Syncillin)  and  Staphcillin  is  not  available  at  present. 
If  superinfection  due  to  Gram-negative  organisms  or  fungi  occurs 
during  Staphcillin  therapy,  appropriate  measures  should  be  taken. 

SUPPLY 

List  79502  - 1.0  Gm.  dry  filled  vial. 

BRISTOL  LABORATORIES  • SYRACUSE,  NEW  YORK 

Division  of  Bristol-Myers  Company 
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UNIQUE  SYNTHETIC  “STAPH -Cl DAL"  PENICILLIN 


100. 


In  the  presence  of  staphylococcal 
penicillinase,  Staphcillin  remained  active 
and  retained  its  antibacterial  action. 

By  contrast,  penicillin  G was  rapidly 
destroyed  in  the  same  period  of  time. 

( After  Gourevitch  et  al.,  to  be  published) 


Specifically  for  “ resistant”  staph... 

StaDhciilin 


sodium  dimethoxyphenyl  penicillin 
FOR  INJECTION 


The  failure  of  staphylococcal  infections  to  respond  to  penicillin  therapy  is  attributed  to 
the  penicillin-destroying  enzyme,  penicillinase,  produced  by  the  invading  staphylococcus. 

Unlike  other  penicillins: 

1 Staphcillin  is  effective  because  it  retains  its  antibacterial  activity  despite  the  pres- 
ence of  staphylococcal  penicillinase. 

2 The  clinical  effectiveness  of  Staphcillin  has  been  confirmed  by  dramatic  results  in 
a wide  variety  of  infections  due  to  “resistant”  staphylococci,  many  of  which  were  serious 
and  life-threatening. 

Like  other  penicillins: 

Staphcillin  has  no  significant  systemic  toxicity.  It  is  well  tolerated  locally,  and 
pain  or  irritation  at  the  injection  site  is  comparable  to  that  following  the  injection  of 
penicillin  G.  In  occasional  cases , typical  penicillin  reactions  may  be  experienced. 


PROFESSIONAL  INFORMATION  SERVICE -The  attached  Official  Package  Circular  provides  com- 
plete information  on  the  indications,  dosage,  and  precautions  for  the  use  of  Staphcillin.  If  you  desire 
additional  information  concerning  clinical  experiences  with  Staphcillin,  the  Medical  Department  of 
Bristol  Laboratories  is  at  your  service.  You  may  direct  your  inquiries  via  collect  telephone  call  to  New  York, 
PLaza  7-7061,  or  by  mail  to  Medical  Department,  Bristol  Laboratories,  630  Fifth  Ave.,  N.  Y.  20,  N.  Y. 


BRISTOL  LABORATORIES  • SYRACUSE,  NEW  YORK 

Division  of  Bristol-Myers  Company 


The  cigarette  that  made  the  Fitter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity — with  all  the  attendant  maga- 
zine and  newspaper  stories — really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1961  P.  LORILLARD  CO 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 


Volume  88,  March,  1961 
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...the  proof  of  the  Patrician “200” 
is  in  the  radiograph! 


When  you  choose  x-ray  for  private  practice,  look 
at  performance  as  well  as  the  price  tag.  “Econ- 
omy” that  is  gained  by  short-cuts  in  table 
design  or  a reduction  in  power  may  mean  slow 
exposures,  blurred  radiographs  and  repeated 
retakes.  General  Electric’s  Patrician  “200” 
combination  is  designed  with  adequate  power 
for  private  practice  — a full  200  ma  to  stop 
anatomical  movement  sharply  and  clearly. 
Many  other  features  found  in  larger  installa- 
tions are  engineered  into  the  Patrician:  81" 
table,  independent  tubestand,  shutter  limiting 
and  automatic  tube  protection,  to  name  just 


a few.  And,  considering  its  uncompromising 
G-E  quality,  this  Patrician  “package”  is  re- 
markably low  priced. 

Rent  the  Patrician  through  the  G-E  Maxi- 
service® plan  that  provides  the  complete  in- 
stallation, including  maintenance,  parts,  tubes, 
insurance,  local  taxes  — everything  in  one 
monthly  fee.  Get  details  from  your  G-E  x-ray 
representative  listed  below. 


Progress  Is  Our  Most  Important  Product 

GENERAL  (HI  ELECTRIC 


DIRECT  FACTORY  BRANCHES 


BALTIMORE 

3012  Greenmount  Ave.  • HOpkins  7-5340 
NORFOLK 

Medical  Tower  Bldg.  • 400  Gresham  Drive 
MAdison  5-0561 
RICHMOND 

3425  W.  Leigh  St.  • ELgin  9-5059 


ROANOKE 

515  Norfolk  Ave.,  S.W.  • Diamond  3-6209 

WASHINGTON,  D.  C. 

Silver  Spring,  Md.,  8710  Georgia  Ave.,  N.W. 
JUniper  9-4355 
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IATERIA  «KI>rCA,  PHARMACY,  CHEM15YST,  4C , 


OO.irCTKS  »T 

\ ■ 

JOSKPH  BAT'KS,  M.  !>.,  A.  AdTOTCHlNS, 
an<»  K.  A.  m*DES, 


MAY,  18$©. 


MUSJTEB  A3B  TCKUSHID 

BY  TILDEN  &,  COMPANY, 

■spa-  UE8AS05,  m T. 

1869. 


K 

' * 
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FRONTISPIECE  OF  THE  FIRST  MATERIA  MEDICA. 

Printed  in  the  U.S.A.  by  the  Tilden  Company  the  oldest 
pharmaceutical  manufacturing  house  in  America, 
founded  in  1824.  (A  reproduction  of  this  antiquity 
for  your  personal  library  is  available  on  request.) 


^ /re/ca&e 
fmzctiee 


SULTUSSIN 


/re6. 


A triple  sulfa  formula  with  antihistamines,  bronchodilator 
and  expectorant  for  the  patient’s  total  management. 

Usage:  alone,  as  adjunctive  therapy  following  a course  of  antibiotics, 
or  to  prevent  secondary  bacterial  invasion  in  virus  infections. 


FORMULA 

ADVANTAGE 

Sulfadiazine 

Sulfamerazine 

Sulfamethazine 

No  serious  renal  complications-infrequent  crystallu- 
ria.  Safer,  therapeutic  blood  levels  achieved  and  main- 
tained. Fewer  sulfonamide  hypersensitivity  reactions. 

Pyrilamine  Maleate 
Phenyltoloxamine 
Dihydrogen  Citrate 

These  proven  antihistamines  provide  relief  of  allergic 
manifestations,  thus  minimizing  the  risk  of  side 
effects  encountered  with  single  preparations  of 
comparable  potency. 

Glyceryl  Guaiacolate 

This  time  tested  expectorant  of  choice,  has  prolonged 
pharmacological  action  on  secretion  production 
"for  that  hacking  dry  cough." 

Ephedrine  Sulfate 

This  bronchodilator  potentiated  by  the  antihistamines 
provides  the  much  needed  symptomatic  relief  of 
bronchial  spasm,  congestion,  dyspnea,  and  wheezing. 

DOSAGE:  Children-1  teaspoonful  or  2 tablets  every  4 hours,  or  in  accordance  with  body  weight. 

Adults-2  teaspoonfuls  or  4 tablets  every  4 hours,  or  as  determined  by  the  physician. 


FORMULA: 

Sultussin  Liquid 

Each  teaspoonful  (5  cc.)  provides: 


Sulfadiazine  . ..  0.166  Gm. 

Sulfamerazine  0.166  Gm. 

Sulfamethazine 0.166  Gm. 

Pyrilamine  Maleate  6.25  mg. 

Phenyltoloxamine 

Dihydrogen  Citrate  6.25  mg. 

Glyceryl  Guaiacolate  50.0  mg. 

Ephedrine  Sulfate 5.0  mg. 


Sultussin  Tablets 
Each  tablet  provides: 

Sulfadiazine  0.083  Gm. 

Sulfamerazine  0.083  Gm. 

Sulfamethazine  0.083  Gm. 

Pyrilamine  Maleate 3.125  mg. 

Phenyltoloxamine 

Dihydrogen  Citrate  3.125  mg. 

Glyceryl  Guaiacolate  25.0  mg. 

Ephedrine  Sulfate  2.5  mg. 


WARNING:  Constantly  supervise  patient,  as  with  all  sulfonamides,  and  prescribe  high  fluid 
intake.  Antihistamines  may  cause  drowsiness  or  other  side  effects  in  susceptible  individuals. 
Patients  should  not  drive  a car  or  operate  dangerous  machinery  while  taking  this  preparation. 
Ephedrine  sulfate  should  be  used  with  caution  in  the  presence  of  cardiac  disease,  hyperten- 
sion or  hyperthyroidism. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 


SUPPLIED:  Liquid  in  4 oz.  and  pint  bottles.  Tablets,  bottles  of  50  and  100. 
Available  at  all  pharmacies. 


um/i 


NEW  LEBANON,  N.  Y. 


A DIVISION  OF  TEXTRON  PHARMACEUTICALS. 


N C. 


THE  OLOEST  PHARMACEUTICAL  MANUFACTURING  HOUSE  IN  AMERICA 


FOUNOEO  1824 
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When  it’s  penicillin-susceptible 
and  the  patient  is  not  allergic 

Use  an  orally  maximal  penicillin 


Consistent  dependable  therapeutic  response  through 
maximal  absorption,  maximal  serum  concentration  and 
longer  duration  of  inhibitory  antibiotic  levels  for  less 
susceptible  organisms. 

Available  as  Maxipen  Tablets,  125  mg.  and  250  mg.; 
Maxipen  for  Oral  Solution,  125  mg.  per  5 cc.  of  recon- 
stituted liquid.  , .. 

Literature  on  request 


or-- 

When  you  hesitate  to  use  penicillin 

(eg.  possible  bacterial  resistance  or  allergic  patient) 

You  can  count  on 


Extends  the  Gram-positive  spectrum  of  usefulness  to 
include  many  staphylococci  resistant  to  one  or  more  of 
the  commonly  used  antibiotics  — narrows  the  spectrum 
of  side  effects  by  avoiding  many  allergic  reactions  and 
changes  in  intestinal  bacterial  balance. 

Available  as  Tao  Capsules,  250  and  125  mg.;  Tao  Oral 
Suspension,  125  mg.  per  5 cc. ; Tao  Pediatric  Drops, 
100  mg.  per  cc.  of  reconstituted  liquid;  Intramuscular 
or  Intravenous  as  oleandomycin  phosphate.  Other  Tao 
formulations  also  available:  Tao®-AC  (Tao,  analgesic, 
antihistaminic  compound)  Tablets;  Taomid®  (Tao  with 
Triple  Sulfas)  Tablets,  Oral  Suspension. 

Literature  on  request 


and  for  nutritional  support  VITERRA®  vitamins  and  minerals 

Formulated  from  Pfizer’s  line  of  fine  pharmaceutical  products 


New  York  17,  N.  Y.,  Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being ™ 
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And  a glass  of  beer 
can  add  zest  to 
your  patient's  diet. 

104  calories,  8 oz.  glass 
(Average  of  American  Beers) 


How  to  help  your  patient 
low  calorie  diet 


stick  to  a 


The  secret  ingredient  in  a successful  diet  is  acceptance. 
A low  calorie  diet  that  lets  the  patient  work  out  equiva- 
lent variations  will  win  his  approval.  A too-rigid  diet  begs 
to  be  broken.  Pictured  are  dishes  any  dieter  would  find 
appetizing:  chicken  flavored  with  garlic,  fruit-garnished 
gelatin,  grapefruit,  raw  carrot,  celery,  pepper  and  radish 
nibbles.  Variations  might  be  broiled  fish,  simple  green 
salads.  All  can  be  interestingly  seasoned,  attractively 
served,  to  keep  the  patient's  enthusiasm  from  flagging. 


Appetizing  diet  food  gives  a patient  an  incentive. 


United  States  Brewers  Foundation 

For  reprints  of  this  and  11  other  diet  menus,  write  us  at  636  Fifth  Avenue,  N.  Y.  17,  N.  Y. 
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effective,  palatable,  economical 

Cremosuxidine®[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 

Chocolate-mint  flavored. ..readily  accepted  by  patients  of  all  ages. 

Additional  information  on  CREMOSUXIDINE  is  available  to  physicians  on  request. 

MERCK  SHARP  & DOHME,  division  of  merck  & co„  Inc.,  west  point,  pa. 
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“.extraordinarily  effective  diuretic..’!1 

Efficacy  and  expanding  clinical  use  are  making  Naturetin  the 
diuretic  of  choice  in  edema  and  hypertension.  It  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.5  More  potent  than  other  diuretics, 

Naturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 

Naturetin  Natu retin eK  H. 

Squibb  Benzydroflumethiazide  Squibb  Benzydroflumethiazide  with  Potassium  Chloride 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide and  500  mg.  potassium  chloride.  Naturetin' 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y 
References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.: 
Monographs  on  Therapy  5:60  (Feb.)  1960.  2.  Ford,  R.  V.-.  Current 
Therap.  Res.  2:92  (Mar.)  1960. 
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How 

do 

Filmtabe 

coated 

vitamins 

stack 

up? 

Up  until  the  moment  we  put  the  coatings  on  the  Optilets®  be- 
low, the  tablets  were  all  the  same.  Now,  consider  the  differences. 

The  column  on  the  left  contains  125  Optilets  with  a con- 
ventional sugar  coating. 

The  column  on  the  right — 125  Optilets  with  a Filmtab 
coating. 

How  do  they  stack  up? 

Well  it’s  easy  to  see  that  the  column  on  the  right  is  much 
shorter.  That’s  because  the  Filmtab  coating  cuts  tablet  bulk 
up  to  30%.  The  result  is  a small,  streamlined  vitamin  that’s 
easy  to  swallow — the  most  compact  tablet  of  its  kind. 

And  when  it  comes  to  protecting  potency  (the  main  function 
of  a coating),  the  Filmtab  is  in  a class  by  itself.  Sugar  coatings, 
by  their  very  nature,  are  aqueous  solutions.  Yet  every  measure 
must  be  taken  to  keep  moisture  out  of  the  vital  tablet  core, 
necessitating  “seal”  coats  which  also  increase  bulk.  The  Filmtab 
operation,  on  the  other  hand,  is  essentially  an  anhydrous 
procedure.  Seal  coats  are  neither  used  nor  needed.  The  chances 
of  moisture  being  trapped  inside  the  tablet  are  infinitesimal. 

No  chipping  or  breaking,  no  vitamin  tastes 
or  odors,  no  wasted  vitamins — thanks  to  the 
Filmtab  coating. 

Only  the  Abbott  Filmtab  offers  so  much  in  I abbott  I 
so  little. 


Filmtab— Film-sealed  Tablets,  Abbott. 

© I960,  ABBOTT  LABORATORIES  101031A 


Abbott 
Vitamins 
Stay 
On  the 
Table 


MAINTENANCE  FORMULAS 


DAYTEENS™  To  help  insure  optiomal  nutrition 
in  growing  teenagers 
Each  Filmtab ® represents: 


Vitamin  A (5000  units)  1.5  mg. 

Vitamin  D (1000  units)  25  meg. 

Thiamine  Mononitrate  (Bi) 2 mg. 

Riboflavin  (B2) 2 mg. 

Nicotinamide 20  mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 5 mg. 

Ascorbic  Acid  (C) 50  mg. 

Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 0.15  mg. 

Iodine  (as  calcium  iodate) 0.1  mg. 

Manganese  (as  sulfate) 0.05  mg. 

Magnesium  (as  oxide) 0.15  mg. 

Calcium  (as  phosphate) 250  mg. 

Phosphorus  (as  calcium  phosphate) 193  mg. 

In  table  bottles  of  100,  bottles  of  250  4 1000 


DAYALETS®  Extra-potent  maintenance  formu- 
las, ideal  for  the  nutritionally  “run-down” 

Each  Filmtab ® represents: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate 

Riboflavin 

Nicotinamide 

Pyridoxine  Hydrochloride 
Cobalamin  (Vitamin  B12). 

Calcium  Pantothenate 

Ascorbic  Acid 


3 mg.  (10,000  units) 
25  meg.  (1000  units) 

5 mg. 

5 mg. 

25  mg. 

2 mg. 

2 meg. 

5 mg. 

100  mg. 


In  table  bottles  of  100,  bottles  of  50,  250  & 1000 


DAYALETS-M®  Each  Filmtab  represents  all  the 
vitamins  of  Dayalets  plus  the  following: 


Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 1 mg. 

Iodine  (as  calcium  iodate) 0.15  mg. 

Cobalt  (as  sulfate) 0.1  mg. 

Manganese  (as  sulfate) 1 mg. 

Magnesium  (as  oxide) 5 mg. 

Zinc  (as  sulfate) 1.5  mg. 

Molybdenum  (as  sodium  molybdate). ...  0.2  mg. 


In  table  bottles  of  100  4 250,  bottles  of  1000 


...in  attractive  daily-reminder  table-bottles 


THERAPEUTIC  FORMULAS 

OPTILETS®  Therapeutic  formulas  for  more 
severe  deficiencies— illness,  infection,  etc. 

Each  Filmtab®  represents: 

Vitamin  A 7.5  mg. (25,000  units) 

Vitamin  D 25  meg.  (1000  units) 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 5 mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  B12) 6 meg. 

Calcium  Pantothenate 20  mg. 

Ascorbic  Acid 200  mg. 

In  table  bottles  of  30  4 100,  bottles  of  1000 

OPTILETS-M®  Each  Filmtab  represents  all  the 
vitamins  of  Optilets  plus  the  following: 


Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 1 mg. 

Iodine  (as  calcium  iodate) 0.15  mg. 

Cobalt  (as  sulfate) 0.1  mg. 

Manganese  (as  sulfate) 1 mg. 

Magnesium  (as  oxide) 5 mg. 

Zinc  (as  sulfate) '. . . . 1.5  mg. 

Molybdenum  (as  sodium  molybdate) ....  0.2  mg. 
In  table  bottles  of  30  4 100,  bottles  of  1000 


SUR-BEX®  WITH  C Therapeutic  B-complex  i 
with  C,  for  convalescence,  stress,  post-surgery. 
Each  Filmtab®  represents: 


Thiamine  Mononitrate 6 mg.  1 

Riboflavin 6 mg. 

Nicotinamide 30  mg. 

Pyridoxine  Hydrochloride 2.5  mg.  1 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 10  mg.  i 

Ascorbic  Acid 150  mg.  ' 

Desiccated  Liver,  N.F 150  mg.  1 

Liver  Fraction  2,  N.F 150  mg.  1 

Brewer's  Yeast  Dried 150  mg.  j 


In  table  bottles  of  60,  bottles  of  100,  500  4 1000 


TABLE  BOTTLES  AT  NO  EXTRA  COST 

VITAMINS  BY  ABBOTT  I 

® FILMTAB— FILM- SEALEO  TABLETS.  ABBOTT  TM— TRADEMARK  C 

©1960,  ABBOTT  LABORATORIES  101031B 


r 


minimize  care  and  eliminate  despair  with 


brand  Methamphetamine  Hydrochloride 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine  . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized 
or  entirely  absent.”1  Literature  available  on  request. 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

1 Douglas,  H.  S.:  West.  J.  Surg.  59:238  (May)  1951. 


L 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe,  New  York  __  j 
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SQUIBB  VITAMINS  FOR  THERAPY 


For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pvridoxine  Hvdrochloride 

J * 

Calcium  Pantothenate  . . 
Vitamin  B,2 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

‘Theragran'®  is  a Squibb  trademark 
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^^nutrition... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  stated T>' 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 


disease.”2 


2.  Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 


arthritis  “ It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . .”3 


3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 


digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets.4  Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

pcpQ-rrll  nri  1 5 4.  Sebrell.  W.  H.:  Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

1 National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”*  6.  Overholser,  W.,  and  Fong,  T.C.C.  in  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.7  7 Goldsmith,  g a 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.8  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”9 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SQUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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as  salt  goes,  so  goes  edema 


a new  diuretic 
with  an 
unsurpassed 
faculty  for 
salt  excretion 


Robins’  new  NaClex  is  a potent,  oral,  non-mercurial 
diuretic  that  reduces  edema  by  applying  the  basic 
principle  that  “increased  urine  volume  and  loss  of  body 
weight  are  proportional  to  and  the  osmotic  consequences 
of  loss  of  ions.”1  NaClex  limits  the  reabsorption  of 
sodium  and  chloride  ions  in  the  renal  proximal  tubules 
with  a relative  sparing  of  potassium.  The  body’s  homeo- 
static mechanism  responds  by  increasing  the  excretion 
of  excess  extracellular  water.  Thus  the  NaClex-induced 
removal  of  salt  leads  to  a reduction  of  edema. 


NaClex  produces  diuresis,  weight  loss,  and  symptomatic 
improvement  in  edema  associated  with  various  condi- 
tions. It  also  has  antihypertensive  properties  and  may 
be  used  alone  in  mild  hypertension  or  with  other  anti- 
hypertensive drugs  in  severer  cases. 

Available  in  50  mg.  tablets.  Literature  on  request.  Sold  in 
Canada  under  the  tradename  EXNA.  1.  Pitts,  R.  F.,  Am.  J. 
Med.,  24:745, 1958. 2.  Ford,  R.  V.,Cur.  Ther.  Res.,  2:51,  I960. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  20,  VA. 


a unique  chemical  structure: 

NaClex  (benzthiazide)  is  a new  molecule  which  provides 
a “pronounced  increase  in  diuretic  potency”2  over  its 
antecedent  sulfonamide  compound.  On  a practical, 
clinical  basis  it  is  unsurpassed  in  diuretic  potency. 


NaClex 
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YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


Soma  relieves  stiffness 
— stops  pain , too 


Put  your 
low-back  patient 
back  on  the  payroll 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  (J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


(carisoprodol,  Wallace ) 


Wallace  Laboratories,  Cranbury,  New  Jersey 


get  them  out  of  bed  quickly... safely 


with  tri-sulfanyl 

sulfonamide  therapy  at  its  best 


n 


rapid,  maximum  recovery  assured... because  of 
rapid,  prolonged  high  blood  and  tissue  levels  of  triple 
sulfa  mixtures. 

worry-free  therapy... safer,  because  of  high 
urine  solubility  that  makes  risk  of  crystalluria  virtually  * 
negligible.  As  specific  as  antibiotics  in  many  infections, 
but  avoids  certain  of  their  complications.  Danger  of 
moniliasis,  gastric  upsets,  bacterial  resistance, 
sensitivity,  blood  dyscrasia,  etc.  reduced  to  a minimum. 

the  Candy-like  flavor  of  Tri-Sulfanyl  Syrup  appeals 
to  infants,  children,  women,  all  patients. 

economical... costs  far  less  than  broad  spectrum 
antibiotics  . . . more  effective  than  single  sulfas. 

Each  5 cc.  of  Tri-Sulfanyl  syrup 
(approx,  one  teaspoonful)  or  each  tablet 
contains  7xh  grains  of  sulfa  compound: 

Sulfadiazine  . . 0.162  Gm. 

Sulfamerazine 0.162  Gm. 

Sulfathiazole 0.162  Gm. 

Sodium  Citrate* 0.375  Gm. 

*not  contained  in  Tri-Sulfanyl  Tablets. 

Tri-Sulfanyl  Syrup:  4 oz.,  16  oz.,  and  gallon 
Tri-Sulfanyl  Tablets:  100  and  500 

SAMPLES  and  new  literature  on  request. 

arlington-funk  laboratories 

division  of  U.  S.  Vitamin  Corporation 
250  East  43rd  St.,  New  York  17,  N.Y. 


SURE  AS  ‘CHUTIN...’ 


IRVIN 

auto 

seat  belts... 


. . . . are  life-saving  devices  as  surely  as  parachutes. 
Irvin  Auto  Seat  Belts  are  made  by  the  Irvin  Air  Chute 
Company,  world’s  oldest  and  largest  manufacturer  of 
parachutes  and  other  survival  equipment.  Irvin  Seat 
Belts  are  check -rated  by  Consumers’  Union  and  approved 
by  the  Society  of  Automotive  Engineers. 


In  the  opinion  of  the  American  Medical  Association,  more  than  10,000  lives  could  have  been  saved  in  1960  if  the 
occupants  of  the  cars  involved  in  accidents  had  been  wearing  seat  belts.  Convinced  of  the  value  of  seat  belts,  and 
dismayed  by  their  lack  of  public  acceptance,  the  A.M.A.  in  1958  joined  the  National  Safety  Council  and  the  U.S. 
Public  Health  Service  in  a campaign  to  sell  the  seat  belt  concept.  A.M.A.  participation  in  the  project  was  sug- 
gested by  its  Committee  on  Medical  Aspects  of  Automobile  Injuries  and  Death,  a group  firmly  sold  on  the  im- 
portance of  such  belts  in  injury  reduction.  Smart  drivers  use  seat  belts  . . . how  about  you? 


SPECIAL  PRICE  TO  DOCTORS 


Reg.  $10.95 
IRVIN  AUTO 
SEAT  BELTS 
for 

$6.75 

Including 
Fed.  Tax  and 
Shipping 


Amputate  and  Mail'  " " " 

Mail  To:  GIG  HENDERSON  AGENCY  MEDICAL  DISCOUNT 

2920  Clays  Mill  Road  ORDER  BLANK 

Lexington,  Kentucky 

Please  Ship  To:  NAME 

ADDRESS 

CITY  & STATE 

The  following  Irvin  Auto  Seat  Belts: 

(Indicate  number  by  color  desired) 

BROWN FAWN BLUE GREEN GREY BLACK 

ROYAL  BLUE MAROON FLAME  RED 

I understand  that,  as  a reader  of  the  Journal,  I am  eligible  for  the  special 
discount  price  of  $6.75  ea.  for  the  regular  $10.95  Irvin  Auto  Seat 
Belt. 

Signed 

Amount  Enclosed  $ 
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UNSURPASSED  " GENERAL-PURPOSE ” CORTICOSTEROID.. . 


OUTSTANDING  FOR  “SPECIAL-PURPOSE”  THERAPY 


Triamcinolone  has  long  since  proved  its 
unsurpassed  efficacy  and  relative  safety  in  the  therapy  of  rheumatoid  arthritis, 
inflammatory  and  allergic  dermatoses,  bronchial  asthma,  and  all  other  condi- 
tions in  which  corticosteroids  are  indicated.  But  ARISTOCORT  has  also  opened  up 
new  areas  of  therapy  for  selected  patients  who  otherwise  could  not  be  given  corti- 
costeroids. Medicine  is  now  in  an  era  of  “special-purpose”  steroids.1 


One  outstanding  advantage  of  triam- 
cinolone is  that  it  rarely  produces 
edema  and  sodium  retention.1-2 

The  clinical  importance  of  this  prop- 
erty cannot  be  overemphasized  in 
treating  certain  types  of  patients. 
McGavack  and  associates3  have 
reported  the  beneficial  results  with 
ARISTOCORT  in  patients  with  existing 
or  impending  cardiac  failure,  and  those 
with  obesity  associated  with  lymph- 
edema. Triamcinolone,  in  contrast  to 
most  other  steroids,  is  not  contraindi- 
cated in  the  presence  of  edema  or 
impending  cardiac  decompensation.3 

Hollander1  points  out  the  superiority 
of  triamcinolone  in  not  causing  mental 
stimulation,  increased  appetite  and 
weight  gain,  compared  to  other  steroids 
which  produce  these  effects  in  varying 


degrees.  And  McGavack,2  in  a compar- 
ative tabulation  of  steroid  side  effects, 
indicates  that  triamcinolone  does  not 
produce  the  increased  appetite,  insom- 
nia, and  psychic  disturbances  associ- 
ated with  other  newer  steroids. 

ARISTOCORT  can  thus  be  advantageous 
for  patients  requiring  corticosteroids 
whose  appetites  should  not  be  stimu- 
lated, and  for  those  who  are  already 
overweight  or  should  not  gain  weight. 
Likewise,  ARISTOCORT  is  suitable  for 
the  many  patients  with  emotional  and 
nervous  disorders  who  should  not  be 
subjected  to  psychic  stimulation.  Fur- 
thermore, ARISTOCORT  Triamcinolone, 
in  effective  doses,  showed  a low  inci- 
dence of  side  reactions  and  is  a steroid 
of  choice  for  treating  the  older  patient 
in  whom  salt  and  water  retention  may 
cause  serious  damage.2 


References : 1.  Hollander,  J.  L. : J.A.M.A.  172 : 306  (Jan.  23)  1960.  2.  McGavack, 
T.  H.:  Nebraska  M.  J.  44:377  (Aug.)  1959.  3.  McGavack,  T.  H.;  Kao,  K.  Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Am.  J.  M.  Sc.  236:720  (Dec.) 
1958. 

Precautions : Collateral  hormonal  effects  generally  associated  with  cortico- 
steroids may  be  induced.  These  include  Cushingoid  manifestations  and  muscle 
weakness.  However,  sodium  ard  potassium  retention,  edema,  weight  gain, 
psychic  aberration  and  hypertension  are  exceedingly  rare.  Dosage  should  be 
individualized  and  kept  at  the  lowest  level  needed  to  control  symptoms.  It 
should  not  exceed  36  mg.  daily  without  potassium  supplementation.  Drug 
should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex  and 
chicken  pox. 

Supplied:  Scored  tablets  — 1 mg.  (yellow);  2 mg.  (pink);  4 mg.  (white); 
16  mg.  (white). 


LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Pain  Reliever 


Professional  confidence  in  the  uniformity, 
potency  and  purity  of  Bayer  Aspirin  is  evi- 
denced by  ever  increasing  recommendation. 
Today  Bayer  Aspirin  is  the  most  widely 
accepted  brand  of  analgesic  in  the  world. 

We  welcome  your  requests  for  samples 
of  Bayer  Aspirin  and  Flavored  Bayer  Aspirin 
for  Children. 


THE  BAYER  COMPANY.  DIVISION  OF  STERLING  DRUG  INC..  1450  BROADWAY.  NEW  YORK  18,  N.Y. 
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for  the  patient  who  is 

coughing  his  head  off 

in  upper  respiratory  infections 


« . . ♦ 

, i - * 


Charles  C. 


Haskell 


& Company 


Quiets  the  overactive  cough  reflex 
sfc  Relieves  aches  and  fever 
Sedates  the  anxious  patient 
:fc  Handy  tablet  form 


COMPOSITION:  Each  tablet  contains:  ‘ 


Acetylsalicylic  Acid 2]/2  grains 

Acetophenetidin  (Phenacetin) 2%  grains 

Phenobarbital % grain 

Codeine  Phosphate % grain 

Hyoscyamus  Alkaloids 0337  mg. 


DOSE:  One  or  two  tablets  every  3 or  4 hours,  as 
required.  Not  more  than  8 tablets  should  betaken 
in  24  hours.  WARNING:  may  be  habit  forming. 


also  HASACODE  "STRONG” 


Same  formula  as  HASACODE,  but  with  y2  grain 
codeine  phosphate.  For  use  where  relief  of  pain 
is  the  primary  target.  DOSE:  As  for  HASACODE. 


And  for  relief  of  less  severe 
type  of  respiratory  infection: 


HASAMAL® 


Same  formula  as  HASACODE,  but  without  codeine 
phosphate.  DOSE:  As  for  HASACODE. 


SUPPLIED:  All  forms  available  in  bottles  of  100 
and  500  tablets. 


HASACODE 


k 


Richmond,  Virginia 


IN  GOLDS  AND  SINUSITIS— 

THE  RIGHT  AMOUNT  OF  “INNER  SPACE” 


Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 

Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


RIGHT  AWAY 


LABORATORIES 
New  York  18,  N.  Y. 


NEO-SYNEPHRINE 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
Va%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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when  the  need 

for  i ron  is  acute . . . 


inject 

ASTRAF  E R I.V. 

(Brand  of  dextriferron) 

intravenously 


Write  for  literature  and  professional  sample 


ASTICA  PHARMACEUTICAL  PRODUCTS,  INC. 
Worcester,  Mass.,  U.  S.  A. 


EFFECTIVE  ANTIHISTAMINE-DECONGESTANT  ACTION 


COVANAMINE fl 

OPENS* 

ALL  SINUS,  NASAL,  UPPER  RESPIRATORY 


PASSAGES 


COVANAMINE’S  combination  of  two  antihistamines  and  two 
decongestants  — shrinks  swollen  turbinates  — opens  blocked 
ostia  — promotes  drainage  — reestablishes  patency— in  the 
treatment  of  common  colds,  rhinitis,  sinusitis,  nasal  allergies 
and  post  nasal  drip. 

Constant  therapeutic  levels  are  maintained  by  COVANAMINE’S 
Sustained  Action  Tablets  which  meter  out  the  active  ingredi- 
ents . . . with  minimal  side  effects,  less  drowsiness. 


COVANAMINE 


(TM) 


Sustained  Action  Tablets 


Also  available  as  Black  Cherry  Flavored  COVANAMINE 
LIQUID;  COVANAMINE  EXPECTORANT  provides  the  liquid 
formula  plus  glyceryl  guaiacolate. 

Each  Sustained  Action  (continuous  release)  COVANAMINE  tablet  contains: 
phenylephrine  HCI  15  mg.,  phenylpropanolamine  HCI  25  mg.,  Chlorpheniramine 
maleate  4 mg.,  and  pyrilamine  maleate  25  mg. 

COVANAMINE  LIQUID  provides  ' A the  tablet  formula  in  each  5 ml.  teaspoon. 
COVANAMINE  EXPECTORANT  provides  the  liquid  formula  plus  glyceryl  guaiaco- 
late 100  mg.  per  teaspoon. 

Dosage:  Tablets:  Adults— 1 tablet  (swallowed  without  chewing)  morning,  mid-after- 
noon and  at  bedtime;  Children,  6 to  12  years— 'A  tablet.  Liquid  and  Expectorant: 
Adults— 2 teaspoonfuls  every  four  hours.  Children  6 to  12  years— 1 teaspoonful 
every  four  hours;  1 to  6 years— Vz  teaspoonful  every  four  hours;  under  1 year- 
14  teaspoonful  every  four  hours. 


VANPELT  AND  BROWN,  INC.  Richmond,  Virginia 
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.ABALATE 


mutually  potentiating  nonsteroid  antirheumatics 

"superior  to  aspirin”2  and  with  a "higher  f therapeutic  index’”1 


In  each  yellow  enteric-coaled 
PABALATE  tablet: 

Sodium  salicylate  (5  gr.) 

0.3  Gm. 

Sodium  para-aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


When  sodium  should  be  avoided— 

PABALATE- SODIUM  FREE 

When  conservative  steroid  therapy  is  indicated — 

PABALATE-HC 

Pabalate  with  Hydrocortisone 


1.  Barden,  F.  VV.,  et  ah:  J.  Maine  M.  A.  46:99,  1955. 
2.  Ford,  R.  A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 


lit  each  pink  enteric-coated 

Pabalate-Sodium  Free 

tablet: 

Same  formula  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 

In  each  light  blue  enteric-coated 
PABALATE-HC  tablet: 

Same  formula  as  PABALATE- 
SODIUM  Free,  plus  hydrocor- 
tisone (alcohol)  . . . 2.5  mg. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


Making  today's  medicines  with 
integrity . . . seeking  tomorrow's 
with  persistence. 


as* 


■ See 

both  blood  picture 

and  patient  respond  to 

TRINSICON9 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable  of 
producing  in  ten  days  an  Hb  and  RBG  re- 
sponse comparable  to  that  obtained  after  a 
transfusion  of  one  pint  of  whole  blood.  For 
potent,  complete  anemia  therapy,  prescribe 
Trinsicon  . . .just  2 a day  for  all  treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose)  provide: 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor)  ....  300  mg. 

Vitamin  B12  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F.,  equivalent 

to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically  equiva- 
lent to  1 H N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 
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Guest  Editorial . . . . 


The  Aerosol  Bomb  in  Contemporary  Thought 

T N THE  SOCIAL  and  economic  upheaval  of  these  troubled  times,  the 
-*•  informed  observer  cannot  fail  to  see  a disheartening  paradox.  It  brings 
to  mind  the  imaginary  picture  of  a well-intentioned  and  compassionate 
motorist  who  comes  on  the  scene  of  a highway  accident  and  offers  to  rush 
one  of  the  victims  to  the  nearest  hospital  in  his  car.  With  single-minded 
solicitude  for  the  object  of  his  mission  of  mercy,  he  races  along,  oblivious 
to  the  damage  or  destruction  he  may  inflict  on  those  in  his  path  and, 
finally,  unable  to  control  the  vehicle,  he  crashes  into  an  abutment  and  kills 
both  himself  and  his  injured  passenger. 

The  comparison  may  seem  absurd  or  exaggerated,  yet  to  many  students 
of  the  contemporary  scene  it  is  neither.  The  unhappy  sequence  with  the 
injured  man  and  his  zealous  rescuer  might  have  consumed  twenty  min- 
utes. The  course  of  social,  economic  and  political  events  must  be  measured 
in  years.  However  commendable  their  motives  may  be,  the  spectacle  of 
impatient  reformers  inexorably  destroying  the  very  things  that  they  seek 
to  preserve  is  the  tragic  paradox  of  our  time.  Serious  students  of  the 
trends  of  today  and  of  recent  history  who  seek  to  restrain  the  headlong 
course  of  impatient  reform,  and  to  direct  its  course  into  less  destructive 
channels  are  distinctly  unpopular.  They  are  angrily  accused  of  guileful 
self-interest,  and  the  vile  epithet,  "reactionary”  is  hurled  at  them  from 
all  sides.  To  be  called  a reactionary  is  by  itself  enough,  in  most  of  the 
present  public  mind,  to  dismiss,  without  a hearing,  anything  that  such  a 
person  may  have  to  say. 

This  last  is  especially  true  if  considered  attention  to  his  words  requires 
even  a modest  personal  effort.  It  is  so  much  easier  to  repeat,  with  an  air 
of  having  originated  them  after  profound  intellectual  exertion,  the  cliches 
and  slogans  of  a generation  of  social  psychologists  and  economic  slight- 
of-hand  artists.  That  ingenious  modern  gadget,  the  "aerosol  bomb”  that 
makes  almost  anything  quick  and  easy  has,  figuratively  speaking,  become 
the  principal  medium  of  public  education  in  this  vital  field.  Much,  if 


not  most  of  popular  social,  economic  and  political  thought  is  dispensed 
in  this  way.  It  is  carefully  compounded  to  serve  some  immediate  material 
purpose,  attractively  packaged,  adroitly  advertised,  and  is  quickly  and 
easily  consumed  just  by  pressing  the  button  on  top  of  the  can!  More  of 
the  same  is  cheap,  and  easy  to  get. 

One  unhappy  result  of  preoccupation  with  this  frothy  mixture  is  that 
the  voice  of  reason  and  judgment  and  of  informed  concern  for  the  sur- 
vival of  freedom  in  the  world,  is  lost  in  the  lather  and  spray.  One  such 
voice,  with  no  political  axe  to  grind,  no  possible  suspicion  of  self-interest, 
and  no  jockeying  for  position  in  the  public  eye,  has  stated  the  case  for 
freedom,  has  analyzed  the  forces  (both  selfish  and  ingenuous)  that  are 
destroying  it,  and  has  charted  a vigorous  approach  to  its  restoration;  yet 
few  have  been  privileged  to  hear  it. 

The  essential  purpose  of  an  editorial  is  to  invite  the  attention  of  its 
readers  to  events  of  interest  and  importance.  Physicians  are  all  too  prone 
to  look  upon  the  growing  specter  of  socialized  medicine  as  the  only  aspect 
of  the  current  upheaval  that  should  or  does  concern  them.  Their  position 
is  seriously  undermined  by  this  restricted  view  because  it  is  so  easy  to  dis- 
miss it  as  mere  protective  self-interest. 

The  issues  are  much  broader  than  that  and  it  behooves  physicians,  as 
it  does  all  others,  to  be  well  informed  about  the  problem  as  a whole.  The 
event  to  which  this  editorial  wishes  to  invite  notice  is  a book  entitled 
"The  Constitution  of  Liberty”."'  Its  author  is  Friedrich  Hayek,  an  econ- 
omist of  acknowledged  authority  and  a professor  of  social  and  moral 
science  at  the  University  of  Chicago.  Its  four  hundred  pages  cannot  be 
distilled  and  concentrated,  or  dispensed  as  aerosol  spray.  It  would  do  both 
the  book  and  the  reader  an  injustice  to  attempt  a condensation  or  to  select 
a few  apt  quotations.  While  Professor  Hayek  touches  relatively  briefly 
(though  pungently)  on  socialized  medicine,  it  is  as  only  one  aspect  of 
the  more  comprehensive  and  destructive  trends  in  social  and  political 
philosophy  that  he  discusses  with  such  unemotional  brilliance  and  vivid- 
ness. A stimulating  experience  awaits  anyone  who  will  take  the  time  to 
read  his  book  with  the  attention  it  deserves.  It  is  a major  contribution  to 
contemporary  thought,  that  is  valid  for  every  free  nation  of  the  world 
and  especially  for  this  nation  to  which  so  many  look  for  leadership  in 
the  preservation  of  freedom. 

C.  Marshall  Lee,  Jr.,  M.D. 

" The  University  of  Chicago  Press  1960. 

Editor’s  Note:  Dr.  Lee  is  Assistant  Medical  Director  of  the  John  Hancock  Mutual 
Life  Insurance  Company,  Boston,  Massachusetts. 
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Erythrocillin  in  the  Treatment  of  Infections  Due 
to  Staphylococcus  Aureus 


Erythrocillin , a mixture  of  ery- 
thromycin and  penicillin , is  used 
in  the  treatment  of  staphylococcus 
infections.  Excellent  results  are 
reported. 


\/T  Y COLLEAGUES  and  I1  recently  have 

A reported  some  experimental  studies  that 
deal  with  the  combined  use  of  propionyl 
erythromycin  and  penicillin  against  Staphy- 
lococcus aureus  isolated  from  several  hun- 
dred patients  under  observation.  We  found 
a rather  surprising  enhancement  between 
propionyl  erythromycin  and  penicillin  when 
equal  amounts  of  those  two  antibiotics  were 
used  in  combination.  To  this  combination, 
consisting  of  equal  parts  of  propionyl  ery- 
thromycin and  penicillin,  we  have  ascribed 
the  name  "erythrocillin”. 

Experimental  Studies 

All  strains  of  coagulase-positive  Staphy- 
lococcus aureus  that  were  isolated  during  the 
period  of  study  were  collected  and  phage 
typed.  These  organisms  were  tested  against 
penicillin,  streptomycin,  novobiocin,  vanco- 
mycin, oxytetracycline  and  propionyl  ery- 
thromycin. Antibiotic  sensitivity  tests  were 
carried  out  on  blood  agar  streak  plates  con- 
taining serial  twofold  dilutions  of  the  anti- 
biotics. Trypticase  soy  agar  (pH  7.3)  was 

Presented  at  annual  meeting  of  The  Medical  Society 
of  Virginia,  Virginia  Beach,  Virginia,  October  11, 
1960. 

These  studies  were  made  possible  by  a grant  from 
Eli  Lilly  and  Company. 


WALLACE  E.  HERRELL,  M.D. 
Lexington,  Kentucky 

the  base  medium  used,  and  to  this  was  added 
4 per  cent  defibrinated  human  blood.  Plates 
containing  penicillin  and  oxytetracycline 
were  made  up  fresh  the  day  of  use;  those 
containing  novobiocin,  vancomycin,  pro- 
pionyl erythromycin  and  dihydrostreptomy- 
cin were  used  within  24  hours  after  they  had 
been  poured.  At  the  time  of  inoculation, 
plates  were  sectioned  with  a wax  pencil  so 
that  six  organisms  could  be  streaked  on  each 
plate.  The  inoculum  used  consisted  of  one 
loopful  (3  mm.  diameter)  from  a 24-hour 
broth  culture  of  heavy  growth,  being  trans- 
ferred to  5 cc.  of  broth.  This  was  mixed  well 
and  then  one  loopful  from  this  tube  was 
used  to  streak  on  the  blood  agar  plate.  The 
inoculum  used  consisted  of  500,000  to  750,- 
000  organisms.  Plates  then  were  incubated 
for  20  to  24  hours  at  37  C.  The  lowest 
antibiotic  concentration  showing  no  growth 
was  recorded  as  the  end-point.  Plates  con- 
taining combinations  of  antibiotics  were 
prepared  in  the  same  manner  as  described 
above,  except  that  two  antibiotics  in  equal 
quantities  were  incorporated  in  the  media. 

Results 

To  date,  sensitivity  tests  on  600  strains  of 
Staphylococcus  aureus  have  been  made.  The 
results  of  the  sensitivity  tests  are  shown  in 
tables  1 and  2.  An  organism  was  considered 
to  be  sensitive  if  it  required  3.125  meg.  or 
less  per  milliliter  to  inhibit.  From  examina- 
tion of  the  data,  it  is  evident  that  practically 
all  (99.8  percent)  strains  of  Staphylococcus 
aureus  isolated  were  sensitive  to  vancomycin. 
Likewise,  all  but  a few  strains  (95.0  per 
cent)  were  sensitive  to  novobiocin.  Although 
both  vancomycin  and  novobiocin  are  highly 
active  against  most  strains  of  Staphylococcus 
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aureus,  the  use  of  these  antibiotics  is  asso- 
ciated with  a certain  well  established  inci- 
dence of  toxicity.  Moreover,  at  the  present 


TABLE  1 

Antibiotic  Sensitivity  Tests  on  600  Strains 
of  Staphylococcus  Aureus 


Antibiotic 

1000 

or 

More 

100 

to 

500 

6 25 
to 
50 

3 125 
or 

Less 

Penicillin 

45 

218 

337 

Dihydrostreptomycin 

261 

104 

235 

Novobiocin 

30 

570 

Vancomycin 

1 

599 

Oxytetracycline 

1 

234 

27 

338 

Propionyl  erythromycin 

93 

4 

1 

502 

TABLE  2 

Staphylococcus  Aureus  (600  Strains) 


Antibiotic 

Resistant 

Sensitive* 

Penicillin 

43  8% 

56.2% 

Dihydrostreptomycin 

60.8% 

39.2% 

Novobiocin 

5.0% 

95.0% 

Vancomycin 

0.2% 

99.8% 

Oxytetracycline 

43.7% 

56.3% 

Propionyl  erythromycin 

16  3% 

83  7% 

*Growth  inhibited  by  3.125  or  less  meg.  or  units  per 
milliliter. 


time  vancomycin  can  be  administered  only 
by  the  parenteral  route.  Further  examina- 
tion of  the  data  in  table  2 reveals  that  in  our 
laboratory  erythromycin  has  retained  its  ef- 
fectiveness in  83.7  per  cent  of  strains  of 
Staphylococcus  aureus  isolated.  The  fact 
remains,  however,  that  the  remaining  16.3 
per  cent  of  strains  are  resistant  to  propionyl 
erythromycin.  Therefore,  we  directed  our 
attention  to  a study  of  87  strains  of  Staphy- 
lococcus aureus  that  were  found  to  be  re- 
sistant to  greater  than  1,000  meg.  of  pro- 
pionyl erythromycin  per  milliliter. 

We  have  been  impressed  by  the  fact  that 
resistance  and  sensitivity  to  propionyl  ery- 
thromycin both  appear  to  follow  an  almost 


"all-or-none”  pattern.  Of  the  600  strains  of 
Staphylococcus  aureus  tested,  493  required 
0.39  meg.  per  milliliter  or  less  to  inhibit, 
three  strains  required  0.78  meg.,  one  strain 
required  1.56  meg.,  and  three  strains  re- 
quired 3.125  meg.  per  milliliter.  Of  98 
strains  of  Staphylococcus  aureus  that  were 
considered  resistant  to  propionyl  erythromy- 
cin, 93  required  1,000  meg.  or  more  of  this 
antibiotic  per  milliliter  to  inhibit,  three 
strains  required  5 00  meg.,  one  strain  required 
250  meg.,  and  one  strain  required  2 5 meg. 
per  milliliter  to  inhibit. 

As  stated  above,  we  turned  our  interest  to 
a study  of  the  effectiveness  of  various  com- 
binations of  antibiotics  against  the  propionyl 
erythromycin-resistant  staphylococci. 

The  87  strains  of  Staphylococcus  aureus 
that  were  resistant  to  both  propionyl  ery- 
thromycin and  penicillin  were  tested  against 
a combination  of  equal  parts  of  propionyl 
erythromycin  and  penicillin.  The  results  of 
these  studies  are  shown  in  table  3.  All  87 


TABLE  3 

Antibiotic  Requirements  to  Inhibit  Growth  of 
87  Strains  of  Staphylococcus  Aureus 


Amount  of  Antibiotic  Required 

Number  of 
Strains  of 
Staph. 
Aureus 

Propionyl  erythromycin  >1000 

(meg. /ml.) 

87 

>100 

30 

50 

35 

(units/ml.)  25 

14 

12  5 

8 

50 

2 

6.25 

3 

and  penicillin  combined  3 125 

49 

1 56 

31 

<0.78 

2 

strains  required  greater  than  1,000  meg.  of 
propionyl  erythromycin  per  milliliter  to  in- 
hibit. The  amount  of  penicillin  required  to 
inhibit  was  greater  than  100  units  per  milli- 
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liter  for  30  strains,  50  units  for  3 5 strains, 
2 5 units  for  14  strains,  and  12.5  units  per 
milliliter  for  eight  strains. 

When  these  organisms  were  studied  by  the 
same  technic  described  above,  using  a com- 
bination of  equal  parts  of  propionyl  ery- 
thromycin and  penicillin,  82  of  the  87  strains 
were  completely  inhibited  by  3.12  5 meg.  and 
units  or  less  of  the  two  antibiotics.  Three 
strains  were  completely  inhibited  by  6.25 
meg.  and  units  of  the  two  antibiotics.  Only 
2 strains  of  Staphylococcus  aureus  required 
50  meg.  and  units  of  the  two  antibiotics  per 
milliliter  to  inhibit.  (See  table  3.)  Thus, 
a combination  of  propionyl  erythromycin 
and  penicillin  in  amounts  that  are  easily  at- 
tainable in  the  serum  of  patients  using  or- 
dinary therapeutic  doses  of  these  antibiotics 
was  found  to  be  bactericidal  for  8 5 of  87 
strains  of  Staphylococcus  aureus  tested.  This 
actually  means  that  only  two  of  600  strains 
could  not  be  inhibited  with  this  combination 
of  antibiotics. 

In  view  of  the  rather  striking  evidence 
suggesting  that  a combination  of  propionyl 
erythromycin  and  penicillin  was  bactericidal 
for  strains  of  Staphylococcus  aureus  known 
to  be  highly  resistant  to  each  of  these  anti- 
biotics, it  seemed  appropriate  to  determine 
whether  the  serum  of  patients  receiving  this 
combination  of  antibiotics  would  show  this 
effect.  Studies  were  carried  out  using  the 


tube  dilution  method  to  determine  the  anti- 
bacterial activity  of  serum  of  patients  who 
were  receiving  penicillin  alone  or  propionyl 
erythromycin  alone  or  both  of  these  anti- 
biotics simultaneously.  The  serum  of  these 
patients  was  inoculated  with  resistant  strains 
of  Staphylococcus  aureus  and  read  after  22 
to  24  hours  incubation  at  37°  C.  The  final 
volume  in  each  tube  prior  to  incubation  was 
1.0  ml.  The  first  tube  contained  undiluted 
serum.  Subsequent  dilutions  of  1:2,  1:4,  et 
cetera,  were  made  by  adding  broth.  An  or- 
ganism control  and  serum  control  were  run 
with  each  test.  The  size  of  the  inoculum  was 
identical  to  that  used  for  the  plate  method 
described  above.  The  undiluted  serum  and 
the  dilutions  that  were  read  as  clear  were 
subcultured  on  blood  agar  plates. 

In  this  series  of  experiments  the  patients 
received  two  capsules  of  erythrocillin  every 
six  hours  by  the  oral  route.  Each  capsule 
contained  125  mg.  of  propionyl  erythromy- 
cin and  12  5 mg.  of  V-Cillin  K.  After  the 
patient  had  received  multiple  doses  of  500 
mg.  of  erythrocillin  every  six  hours,  serum 
was  obtained  one  to  two  hours  after  the  last 
dose  and  the  serum  was  tested  for  antibac- 
terial activity  against  strains  of  Staphylo- 
coccus aureus  that  had  been  found  resistant 
to  both  antibiotics.  The  results  of  this  study 
are  shown  in  table  4.  It  is  evident  from  ex- 
amination of  the  data  that  good  growth 


TABLE  4 


Serum  Inhibition  of  Propionyl  Erythromycin-Resistant 
Staphylococcus  Aureus 


Case 

Staph. 

Anti- 

Serum 

Aureus 

Strain 

biotic* 

Control 

Undiluted 

1:2 

1:4 

1 

#164 

PE 

Growth 

Growth 

Growth 

Growth 

2 

#464 

PE 

Growth 

Growth 

Growth 

Growth 

Q 

#464 

P 

Growth 

Growth 

Growth 

Growth 

#477 

P 

Growth 

Growth 

Growth 

Growth 

4 

#464 

P & PE 

Growth 

No  growth 

Few  colonies 

Growth 

5 

#464 

P & PE 

Growth 

No  growth 

Few  colonies 

Growth 

6 

#532 

P & PE 

Growth 

No  growth 

1 colony 

38  colonies 

*PE  = propionyl  erythromycin;  P = penicillin. 
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occurred  in  the  undiluted  serum  of  patients 
receiving  penicillin  or  propionyl  erythromy- 
cin alone.  The  undiluted  serum  of  all  three 
patients  who  received  the  combination  of 
these  two  antibiotics  was  found  to  be  bac- 
tericidal for  strains  of  Staphylococcus  aureus 
that  were  highly  resistant  to  either  antibiotic 
used  alone.  In  the  serum  diluted  1:2,  a bac- 
teriostatic effect  was  noted  in  all  three.  In 
one  instance  a bacteriostatic  effect  was  noted 
in  the  serum  diluted  1:4.  These  studies 
seemed  to  amply  justify  clinical  trials  of 
erythrocillin  in  the  treatment  of  infections 
owing  to  Staphylococcus  aureus. 

Clinical  Studies 

To  date,  we  have  used  the  combinations  of 
propionyl  erythromycin  and  V-Cillin  K 
(erythrocillin)  in  the  treatment  of  21  pa- 
tients suffering  with  moderately  severe  to 


the  results  of  treatment,  the  conditions 
treated  have  been  separated  into  three 
groups:  (1)  Furunculosis  and  carbuncles, 

(2)  abscesses  and  cellulitis,  and  (3)  miscel- 
laneous infections. 

Furunculosis  and  carbuncles — The  eight 
patients  in  this  group  were  suffering  with 
single  or  multiple — and,  in  many  instances, 
recurrent — furuncles  and  carbuncles.  The 
results  of  treatment  are  shown  in  table  5. 
The  ages  of  the  patients  in  this  group  varied 
between  six  and  75  years.  The  average  daily 
dose  of  erythrocillin  was  2 gm.  The  dura- 
tion of  treatment  varied  with  the  severity  of 
the  lesion  and  the  response.  The  longest  pe- 
riod of  treatment  was  17  days  and  the  short- 
est, six  days.  The  results  were  considered 
good  or  excellent  in  all  eight  cases. 

Abscesses  and  cellulitis — In  seven  patients 
treated  with  erythrocillin  the  diagnosis  was 


TABLE  5 


Erythrocillin — Furunculosis  and  Carbuncles 


Case 

Age 

Location 

of 

Lesion 

Average 

Daily 

Dose 

Number 
of  Days 
Treated 

Result 

1 

16 

Hand  and  thigh 

2 gm. 

6 

Completely  healed  by  fourth  day. 

2 

63 

Scalp,  eye, 
thigh  and 
scrotum 

2 gm. 

17 

Multiple  furuncles  and  carbuncles 
of  nine  months’  duration.  All 
healed  by  eleventh  day. 

3 

59 

Arm 

2 gm. 

14 

Completely  recovered. 

4 

30 

Finger  and 
back 

2 gm. 

10 

Furuncle  healed  on  sixth  day;  car- 
buncle on  ninth  day.  Excellent 
response. 

5 

6 

Knee 

2 gm. 

6 

Complete  resolution  of  carbuncle 
and  associated  cellulitis  in  3 days. 

6 

75 

Chest  wall 

2 gm. 

10 

Complete  recovery. 

7 

29 

Thigh  and 
popliteal  area 

2 gm. 

15 

Furuncle  cleared  on  fourth  day. 
Popliteal  lesion  drained  surgically 
and  healed. 

8 

32 

Hand 

2 gm. 

6 

Lesion  completely  healed  on  fourth 
day. 

severe  staphylococcal  infections.  The  aver- 
age daily  dose  used  was  2 gm.,  administered 
in  amounts  of  2 capsules  (500  mg.)  of  ery- 
throcillin every  six  hours  by  the  oral  route. 
The  duration  of  treatment  varied,  depending 
on  the  severity  of  the  infection,  from  five 
to  17  days.  For  the  purpose  of  analyzing 


either  abscess  or  abscess  with  cellulitis.  In 
table  6 the  results  are  summarized.  The  aver- 
age daily  dose  of  the  antibiotic  combination 
in  this  group  was  2 gm.  per  day.  The  dura- 
tion of  treatment  varied  from  five  to  eight 
days.  It  is  obvious  that  this  type  of  lesion 
does  not  require  as  prolonged  treatment  as 
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was  often  necessary  in  the  group  of  patients 
suffering  with  recurrent  and  multiple  fu- 
runcles and  carbuncles.  In  all  seven  patients 
the  clinical  response  was  considered  excellent 
and  complete  recovery  occurred. 

Miscellaneous  infections — There  were  six 
patients  treated  in  the  group  of  miscellane- 
ous infections  owing  to  Staphylococcus 
aureus.  The  results  of  treatment  are  sum- 
marized in  table  7.  One  of  these  patients 


erythromycin  (Ilosone).  His  temperature 
ranged  between  100°  and  103°  F.  daily. 
Within  12  hours  after  treatment  with  ery- 
throcillin  was  begun,  his  temperature  reached 
normal,  and  complete  recovery  occurred. 
Another  example  of  an  overwhelming  sta- 
phylococcal infection  in  which  a gratifying 
result  was  obtained  was  case  6.  In  fact,  this 
patient  was  the  first  treated  with  the  com- 
bination of  propionyl  erythromycin  and 


TABLE  6 

ErYTHROCILLIN — ABSCESSES  AND  CELLULITIS 


Case 

Age 

Location 

of 

Lesion 

Average 

Daily 

Dose 

Number 
of  Days 
Treated 

Result 

1 

16 

Labia 

2 gm. 

5 

Rapid  resolution.  Healed  after 
three  days’  treatment. 

2 

75 

Forearm  and 
legs 

2 gm. 

7 

Complete  recovery. 

3 

32 

Axilla 

2 gm. 

5 

Recovery. 

4 

58 

Thumb 

2 gm. 

5 

Completely  healed  fifth  day. 

5 

34 

Breast 

2 gm. 

5 

Complete  resolution  in  five  days. 

6 

51 

Ankle 

2 gm. 

7 

Complete  resolution  by  seventh 
day. 

7 

65 

Foot 

2 gm. 

8 

Completely  cleared. 

TABLE  7 

ErythrocIllix — Miscellaneous  I nfections 


Case 

Age 

Diagnosis 

Average 

Daily 

Dose 

Number 
of  Days 
Treated 

Result 

1 

3 

Purulent  pharyngitis 

2 gm. 

6 

Had  not  responded  to  erythromycin. 
Afebrile  in  twelve  hours.  Com- 
plete recovery. 

2 

47 

Infected  burn 

2 gm. 

5 

Recovery. 

3 

48 

Postop.  wound  infec- 
tion (bunionectomy) 

2 gm. 

12 

Excellent  result.  Hospital-acquired 
infection. 

4 

25 

Infected  cyst,  eyelid 

2 gm. 

5 

Completely  healed  by  fifth  day. 

5 

46 

Postop.  wound  infec- 
tion 

2 gm. 

5 

Completely  cleared  by  fifth  day. 

6 

17 

Diabetic  acidosis, 
carbuncle,  pneumo- 
nia, staph,  septice- 
mia 

2 gm. 

14 

Remarkable  recovery.  Dismissed 
from  hospital  after  seven  days’ 
treatment. 

*For  first  twenty-four  hours,  erythromycin  I.V.  and  procaine  penicillin  I.M. 


(case  1)  was  a child  suffering  with  a severe 
purulent  pharyngitis,  who  had  failed  to  re- 
spond to  three  days’  therapy  with  propionyl 


penicillin.  The  patient  was  a 17-year-old 
white  male,  admitted  to  the  hospital  with 
severe  diabetic  acidosis.  He  had  a large  car- 
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buncle  on  the  neck,  pneumonia  in  the  left 
lower  lobe,  and  staphylococcal  septicemia. 
He  was  critically  ill  and  unable  to  swallow. 
For  the  first  24  hours  he  received  erythromy- 
cin by  the  intravenous  route  and  procaine 
penicillin  by  the  intramuscular  route.  With- 
in 24  hours  he  was  able  to  take  erythrocillin 
orally,  and  the  medication  was  continued  by 
the  oral  route  throughout  his  recovery.  We 
experienced  no  therapeutic  failures  in  this 
group  of  patients. 

Reactions  of  toxicity — In  the  21  patients 
who  have  received  erythrocillin  to  date,  we 
have  noted  no  untoward  toxic  reactions. 
However,  it  should  be  emphasized  that  all 
of  these  patients  were  asked,  before  the  ad- 
ministration of  erythrocillin  was  begun,  if 
they  had  had  previous  sensitivity  to  penicil- 
lin. Patients  who  have  a history  of  sensitiv- 
ity to  penicillin  should  not,  of  course,  receive 
erythrocillin.  At  the  time  of  this  writing, 
patients  who  are  known  to  be  allergic  to 
penicillin  and  who  are  suffering  with  severe 
staphylococcal  infections  probably  would 
best  be  treated  with  either  novobiocin  or 
vancomycin. 

Comment 

This  report  on  the  clinical  use  of  erythro- 
cillin, because  of  the  limited  number  of  pa- 
tients treated,  must  be  considered  as  only  a 
preliminary  one.  Antibiotic  sensitivity 
studies  were  made  on  all  strains  of  coagulase- 
positive  Staphylococcus  aureus  isolated  from 
these  21  patients.  Some  strains  were  sensitive 
to  propionyl  erythromycin  but  resistant  to 
penicillin.  Some  strains  were  sensitive  to 
both  of  these  antibiotics.  As  I have  indi- 
cated, approximately  5 6 per  cent  of  600 
strains  of  Staphylococcus  aureus  studied 
were  sensitive  to  penicillin  and  83  per  cent 
were  sensitive  to  propionyl  erythromycin.  It 
is  not  surprising,  therefore,  that  in  only  two 
of  the  21  clinical  cases  reported  above  were 
the  organisms  isolated  resistant  to  both  pro- 
pionyl erythromycin  and  penicillin.  These 
organisms  were  those  isolated  in  case  7,  table 
5,  and  in  case  7,  table  6.  In  the  former  case, 


the  organism  isolated  required  greater  than 
1,000  meg.  of  propionyl  erythromycin  per 
milliliter  to  inhibit  and  5 0 units  of  penicillin 
per  milliliter.  When  equal  parts  of  the  two 
antibiotics  were  employed,  3.12  5 meg.  and 
units  of  the  combination  per  milliliter  was 
bactericidal.  The  strain  of  Staphylococcus 
aureus  isolated  in  case  7,  table  6,  required 
greater  than  1,000  meg.  of  propionyl  and 
50  units  of  penicillin  per  milliliter  to  inhibit, 
whereas  a combination  of  the  two  antibiotics 
in  amounts  of  1.56  meg.  and  units  per  milli- 
liter completely  inhibited  the  growth  of  the 
organism.  Erythrocillin  was  used  effectively 
in  the  treatment  of  both  of  these  patients. 
Although  further  extensive  clinical  trials 
will  be  required  in  order  to  finally  assess  the 
effectiveness  of  erythrocillin,  our  prelimi- 
nary studies  have  been  quite  gratifying. 

Conclusions 

Six  hundred  strains  of  coagulase-positive 
Staphylococcus  aureus  freshly  isolated  from 
patients  have  been  tested  against  a variety 
of  antibiotics  in  common  use.  Eighty-three 
per  cent  of  the  isolates  were  sensitive  to  pro- 
pionyl erythromycin.  Only  5 6 per  cent  were 
sensitive  to  penicillin.  An  attempt  was  made 
to  evaluate  the  effectiveness  of  various  anti- 
biotic combinations  against  the  87  of  these 
600  strains  that  were  resistant  to  both  pro- 
pionyl erythromycin  and  penicillin.  A com- 
bination of  equal  parts  of  these  latter  two 
antibiotics  was  found  to  be  bactericidal  for 
8 5 of  the  87  strains  tested.  Furthermore,  the 
serum  of  patients  receiving  this  antibiotic 
combination  was  found  to  inhibit  the 
growth  of  these  highly  resistant  organisms. 
To  this  combination  of  propionyl  erythro- 
mycin and  penicillin,  we  have  ascribed  the 
name  "erythrocillin.”  Clinical  trials  to  date 
are  only  preliminary.  However,  we  have 
used  erythrocillin  in  the  treatment  of  21 
patients  suffering  with  moderately  severe  or 
severe  infections  owing  to  Staphylococcus 
aureus.  The  organisms  isolated  from  two  of 
these  patients  were  completely  resistant  to 
both  propionyl  erythromycin  and  penicillin 
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when  used  alone.  When  a combination  of 
these  (erythrocillin)  was  employed,  growth 
of  the  organisms  could  be  completely  in- 
hibited by  amounts  of  the  antibiotics  that 
could  be  attained  with  ease  in  the  patients’ 
serum.  The  clinical  response  of  all  of  this 
small  group  of  patients  was  eminently  satis- 
factory. 
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New  Wrinkle  in  Baby  Food 


Concentrated  dry  frozen  baby  food  has 
received  the  approval  of  three  medical  re- 
searchers reporting  in  a publication  of  the 
American  Medical  Association.  Drs.  Gerard 
J.  Van  Leeuwen,  Emily  J.  Guyer,  and  Rob- 
ert L.  Jackson,  Department  of  Pediatrics, 
University  of  Missouri  School  of  Medicine, 
Columbia,  Mo.,  reported  in  January  Ameri- 
can Journal  of  Diseases  of  Children  on  a 
study  in  which  a variety  of  the  frozen  con- 
centrated foods  were  fed  to  49  infants. 

"The  food  was  accepted  by  all  infants  in 
the  study  and  was  preferred  by  mothers  who 
had  had  experience  with  other  strained 
foods.” 

"None  of  the  infants  developed  diarrhea, 
constipation,  or  allergic  manifestations  as  a 
result  of  ingestion  of  the  food. 

"Without  exception,  all  the  mothers  stated 
that  this  new  baby  food  appeared  fresher  and 
more  appetizing.  All  preferred  this  new 
product  with  respect  to  ease  of  preparation 
and  storage.  Most  mothers  agreed  that  the 
small  packages  of  frozen  foods  allowed  them 
to  feed  a greater  variety  of  foods  to  their 
babies.” 

The  babies  were  started  on  the  frozen 
foods  at  four  months.  A complete  physical 


examination  was  done  at  monthly  intervals. 
The  infants’  growth  was  charted  and  com- 
pared favorably  with  the  norm. 

Three  infants  born  prematurely  also  were 
given  the  frozen  foods  and  their  growth  was 
satisfactory. 

At  six  months,  most  of  the  infants  were 
taking  about  1 /z  units  of  the  frozen  food, 
the  equivalent  of  8 to  12  ounces  of  strained 
foods. 

The  processing  by  which  these  foods  are 
prepared  include  the  limited  application  of 
heat,  reduction  of  moisture,  and  freezing. 
No  added  colors,  flavors,  preservatives,  or 
fortifying  nutrients  are  used  in  the  process. 

Studies  conducted  at  the  Wisconsin 
Alumni  Research  Foundation  indicated  that 
nutrients  were  effectively  retained  in  proc- 
essing and  in  storage  at  freezing  tempera- 
tures, the  authors  also  reported. 

Bacteriologic  studies  were  conducted  at 
the  University  of  Chicago  and  no  food  poi- 
soning organisms  were  found  in  any  of  the 
specimens  studied.  This  study,  conducted 
by  Dr.  Gail  Dack,  also  showed  that  the 
frozen  food  could  be  stored  safely  in  a deep 
freeze  for  about  one  year  and  in  a refrigera- 
tor for  one  month. 
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The  Treatment  of  Acute  Pulmonary  Edema 


The  urgency  of  this  medical  emer- 
gency demands  prompt  and  vig- 
orous treatment  with  measures  of 
immediate  benefit. 


]VT  ORMALLY,  the  inflow  of  blood  into 
^ ^ the  lungs  is  equal  to  the  inflow  of  the 
bronchial  arteries  and  the  pulmonary  ar- 
teries, and  the  outflow  of  fluid  in  the  lungs 
is  equal  to  the  outflow  of  lymph  in  the  lym- 
phatics which  empty  into  the  superior  venae 
cava  system  and  the  outflow  of  the  pulmo- 
nary veins  which  empty  into  the  left  atrium. 
The  lymphatics  are  said  to  be  responsible 
for  only  a small  part  of  the  total  outflow.  In 
acute  pulmonary  edema  transudation  from 
pulmonary  capillaries  exceeds  the  reabsorp- 
tive  capacity  of  the  pulmonary  lymphatics 
( Altschule) . In  this  condition  the  difference 
between  transudation  and  reabsorption  is 
large  and  comes  on  quickly. 

There  are  three  features  that  distinguish 
this  type  of  edema  from  peripheral  edema. 
These  differences  are  (a)  pulmonary  edema 
interferes  with  the  uptake  of  oxygen  in  the 
lung  and  hence  may  lead  to  a dangerous 
systemic  oxygen  lack,  (b)  vascular  pressures 
in  the  lung  are  more  responsive  to  blood  vol- 
ume and  blood  flow  increases  than  is  the 
systemic  vascular  system,  and  (c)  the  course 
of  acute  pulmonary  edema  is  short  as  com- 
pared to  that  of  peripheral  edema,  hence  the 
need  of  quick  acting  procedures  in  the  for- 
mer as  compared  to  the  latter.  These  three 
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features  and  the  increase  in  flow  of  blood 
into  the  lungs  and  the  decrease  of  flow  of 
fluid  out  of  the  lungs  are  believed  to  be  ex- 
tremely important  features  to  keep  in  mind 
in  the  treatment  of  this  condition. 

This  inbalance  of  inflow  and  outflow  may 
been  seen  in  many  states  but  particularly  in 
acute  left  ventricular  failure,  mitral  stenosis, 
nephritis,  both  acute  and  chronic,  toxemias 
of  pregnancy,  insulin  shock,  hypertensive 
crises  from  any  cause,  acute  infectious  disease 
particularly  pneumonia,  increased  intracra- 
nial pressure,  burns,  irritant  gases,  drowning, 
pulmonary  embolism,  increased  blood  vol- 
ume following  intravenous  fluids  or  trans- 
fusions and  various  toxic  agents.  It  is  inter- 
esting to  note  that  shock  may  proceed  or 
follow  this  condition.  It  is  important  also  to 
remember  that  acute  pulmonary  edema  is 
a symptom  complex  and  is  a complication 
rather  than  a primary  disease.  The  under- 
lying cause  therefore  must  be  known  if  spe- 
cific means  for  its  management  are  to  be 
applied,  i.e.,  atropine  for  parathion  intoxi- 
cation or  surgical  relief  of  increased  intra- 
cranial pressure.  The  primary  disease  also 
greatly  influences  the  prognosis  of  this  con- 
dition. Patients  developing  acute  pulmonary 
edema  during  the  course  of  acute  glomerular 
nephritis  have  a good  outlook  while  the  prog- 
nosis in  a patient  with  an  acute  myocardial 
infarction  would  be  poor. 

The  clinical  course  of  acute  pulmonary 
edema  varies  markedly.  It  may  be  very  mild 
or  rapidly  fatal.  Anxiety  may  or  may  not 
precede  the  onset.  The  condition  usually 
comes  on  at  night  but  not  necessarily  so; 
therefore  paroxysmal  nocturnal  dyspnea  is 
not  a synonymous  term.  Characteristic  find- 
ings are  rapid  onset  with  pallor,  clammy 
skin,  increased  venous  pressure  in  the  neck 
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veins,  dyspnea,  orthopnea,  a rapid  heart,  no 
increase  in  weight,  cough,  and  sputum  usual- 
ly in  large  amounts,  and  pink  if  blood  is 
present.  Wheezes  and  rhonchi  or  bubbling 
rales  are  heard.  Shock  may  precede  or  fol- 
low the  onset  of  an  attack.  An  elevated 
temperature  of  100  following  an  attack  is 
not  unusual.  The  symptoms  and  signs  of 
the  underlying  disease  complete  the  picture. 
Acute  bronchitis  and  bronchial  asthma  are 
most  commonly  confused  with  this  condi- 
tion. 

With  these  points  in  mind  let  us  con- 
sider some  of  the  agents  which  are  commonly 
used  in  the  treatment  of  acute  pulmonary 
edema. 

The  ideal  therapy  of  this  condition  would 
have  no  side  effects  of  an  ill  nature  and 
would  promptly  correct  the  underlying 
cause.  Since  such  ideal  procedures  are  not 
available,  other  methods  of  treatment  must 
be  utilized.  The  nearest  approach  to  specific 
therapy  in  acute  pulmonary  edema  is  found 
in  those  cases  associated  with  poisoning  from 
anticholinesterase  agents  such  as  physostig- 
mine,  neostigmine  and  parathion  and  from 
muscarinic  drugs  such  as  pilocarpine  and 
methalcholine.  Here  the  primary  defect  is 
in  the  cholinergically  innervated  glands  in 
the  bronchial  trees  rather  than  increase  in 
intracapillary  pressure  or  decrease  in  the  per- 
meability of  the  capillary  walls.  Atropine 
blocks  cholinergic  nerve  impulses,  and  ends 
the  edema.  It,  of  course,  has  no  effect  on 
the  underlying  cause  and  does  not  remove 
the  edema  which  is  already  present. 

When  chlorine,  phosgene  or  bromine  irri- 
tate the  bronchial  tree,  the  mechanisms 
whereby  pulmonary  edema  is  produced  is 
quite  different  from  the  agents  just  men- 
tioned. In  these  conditions  the  edema  is  due 
to  damage  to  capillary  walls  and  atropine  is 
ineffective.  In  burns  of  the  respiratory  tract 
atropine  is  of  no  value  in  therapy. 

In  the  most  commonly  seen  cases  of  acute 
pulmonary  edema,  therapy  in  addition  to  the 
use  of  oxygen  in  an  attempt  to  control  hy- 
poxia is  primarily  aimed  either  at  decreasing 


the  pulmonary  blood  inflow,  i.e.,  decreasing 
the  venous  return  to  the  heart  or  at  increas- 
ing fluid  outflow  from  the  lungs.  In  the 
former  category  should  be  placed  rotating 
tourniquets,  phlebotomy,  positive  pressure 
masks  and  relieving  bronchospasm  (Amino- 
phylline) . In  the  second  category  should  be 
placed  ganglion  blocking  agents  and  digitalis. 
Others  believe  salt  restriction  and  mercurial 
diuretics  also  increase  outflow  from  the  lung. 
Obviously  the  over  enthusiastic  application 
of  any  agent  which  decreases  blood  flow  to 
the  heart  could  lead  to  shock.  The  action  of 
morphine  in  this  condition  is  unknown.  It 
may  be  dangerous  in  bronchial  asthma,  se- 
vere pulmonary  disease,  hypofunction  of  the 
thyroid,  liver,  and  adrenal  cortex. 


TABLE  l 


Other  Agent 

:s  Used  in  Acute  Pulmonary  Edema  Therapy. 

I. 

Atropine 

II. 

Ganglion  Blocking  Agents 

(a)  Tetraethylammonium  Bromide 

(b)  Hexamethonium  Bromide 

(c)  Trimethaphan  Camphor  Sulfonate 
(Arfonad) 

(d)  Azamethonium  Dibromide 

III. 

Positive  Pressure  Masks 

IV. 

Antifoaming  Agents 

V. 

Tolazine  (Priscoline) 

VI. 

Isoprotenenal  (Isuprel) 

Prior  to  1958  all  agents  listed  in  Table  No.  1 were 
used  except  No.  V.  None  except  atropine  have  been 
used  since  1958,  as  all  other  agents  were  found  to  be  of 
very  doubtful  therapeutic  value. 

During  the  years  1957  and  19  59,  forty- 
nine  cases  of  acute  pulmonary  edema  were 
admitted  to  the  Medical  College  of  Virginia 
Hospitals.  These  cases  were  reviewed  in  an 
attempt  to  try  to  determine  the  value  of  the 
therapy  used.  To  eliminate  the  effect  of  eti- 
ology on  therapy  all  except  those  cases  due 
to  left  ventricular  failure  were  excluded. 
Furthermore,  only  the  cases  which  met  all 
the  limitations  of  the  definition  as  given  for 
this  condition  were  included. 

Thirty  of  the  forty-nine  cases  were  dis- 
carded leaving  only  nineteen  cases  which 
are  the  basis  for  this  study,  of  this  number 
twelve  recovered  and  seven  died.  All  who 
did  not  recover  within  five  hours  died  re- 
gardless of  medication  ordered.  It  is  difficult 
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TABLE  2 


This  Is  a Summary  of  the  Records  of  the  Nineteen  Patients  Studied  in  This  Report 


Hospital 

Record 

Number 

Age 

Sex 

Race 

Morphine 

Sulphate 

Oxygen 

Rotating 

Tourniquets 

Phlebotomy 

Digitalis 

<D 

a 

a 

o 

£ 

s 

Mercurial 

Diuretics 

Salt 

Restriction 

Duration 

Outcome 

B-29-40-07 

77 

M 

W 

+ 

+ 

+ 

+ 

1 hour 

D 

B-28-29-50 

73 

M 

C 

+ 

+ 

% hour 

R 

B-27-80-35 

85 

F 

W 

+ 

+ 

+ 

+ 

+ 

1 hour 

R 

B-28-46-34 

80 

M 

C 

+ 

+ 

+ 

+ 

2 hours 

D 

A-03-79-03 

48 

M 

W 

+ 

+ 

+ 

+ 

234  hours 

R 

B-28-44-05 

63 

F 

C 

+ 

+ 

+ 

+ 

+ 

3 hours 

R 

B-30-33-64 

80 

M 

C 

+ 

+ 

+ 

+ 

+ 

+ 

24  hours 

D 

B-32-65-33 

52 

M 

W 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

48  hours 

D 

B-32-45-21 

81 

M 

C 

+ 

+ 

+ 

+ 

1 hour 

D 

B-3 1-30-26 

78 

M 

W 

+ 

+ 

+ 

+ 

3 hours 

R 

B-33-46-31 

54 

M 

W 

+ 

+ 

4- 

+ 

+ 

1 hour 

R 

B-28-02-01 

45 

M 

C 

+ 

+ 

+ 

+ 

+ 

134  hours 

R 

B-31-03-16 

72 

M 

c 

+ 

+ 

+ 

+ 

6 hours 

D 

B-27-74-41 

78 

M 

w 

+ 

+ 

+ 

5 hours 

D 

B-29-53-73 

47 

M 

w 

+ 

+ 

+ 

+ 

+ 

+ 

134  hours 

R 

B-13-71-23 

49 

M 

w 

+ 

+ 

+ 

+ 

+ 

+ 

3 hours 

R 

B-3 1-18-90 

50 

M 

c 

+ 

+ 

+ 

+ 

+ 

+ 

2 hours 

R 

B-28-69-31 

60 

F 

c 

+ 

+ 

+ 

+ 

134  hours 

R 

B-26-38-07 

60 

F 

w 

+ 

+ 

1 hour 

R 

to  see  how  sodium  chloride  restriction  could 
be  of  any  benefit  in  the  control  of  the  acute 
symptoms  since  its  effectiveness  does  not  be- 
gin for  at  least  forty-eight  hours.  It  of 
course  must  be  limited  to  one  gram  intake 
daily.  Although  mercurial  diuretics  are  much 
faster  in  acting,  the  same  reasoning  could 
also  be  applied  to  their  use.  Their  action  is 
too  slow.  Aminophylline  intravenously  acts 
quickly.  It  relieves  bronchial  spasm  and 
thereby  increases  the  exchange  of  gases  in 
the  lungs.  This  drug  also  decreases  intra- 
thoracic  negative  pressure  and  thereby  de- 
creases the  inflow  of  blood  into  the  lungs. 
These  assumptions  cannot  be  disproved  by 
this  study.  Digitalis  was  given  to  twelve 
patients,  six  died  and  six  recovered.  This 


drug  is  indicated  in  acute  left  ventricular 
failure,  particularly  if  associated  with  a 
rapid  ectopic  atrial  rhythm  not  due  to  digi- 
talis. In  almost  all  of  these  cases  it  was  given 
before  the  patient  entered  the  hospital.  The 
dosage  given  was  a blind  procedure  under 
these  circumstances  and  its  immediate  value 
in  these  patients  is  questionable.  Phlebotomy 
was  done  only  once.  This  procedure  is  rarely 
used  now.  Rotating  tourniquets  have  prac- 
tically the  same  effect.  No  conclusion  can 
be  drawn  from  its  use  (phlebotomy)  here. 
This  leaves  only  three  procedures,  rotating 
tourniquets,  oxygen  and  morphine  sulphate 
to  be  considered.  Oxygen  was  never  given 
in  long  enough  periods  to  cause  any  ill  ef- 
fects. These  three  agents  were  thought  to 
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be  beneficial  even  though  exact  proof  is 
lacking. 

In  determining  the  value  of  therapy  in 
this  condition  it  should  be  remembered  that 
at  least  three  factors  promote  spontaneous 
recovery.  The  patient  sits  up.  This  position 
increases  fluid  in  the  dependent  parts  of  the 
body  and  decreases  it  in  the  lungs.  The  lungs 
are  wet,  this  raise  intrathoracic  pressure  and 
retards  the  pulmonary  venous  inflow,  and 
lastly,  the  patient  coughs  up  considerable 
sputum  which  may  be  considered  a self 
induced  venesection.  Furthermore,  these  pa- 
tients are  too  sick  to  have  exacting  hemo- 
dynamic studies  done  on  them,  consequently 
the  value  or  lack  of  value  of  therapeutic 
procedures  will  have  to  depend  on  clinical 
impressions. 

In  conclusion,  acute  pulmonary  edema  is 
an  emergency  situation  requiring  therapy 
of  immediate  benefit.  It  is  our  opinion  that 
most  patients  with  this  condition  are  often 
over-treated  with  therapeutic  endeavors 
which  are  relatively  useless  at  the  moment. 
This  is  a bother  to  the  patient,  a burden  on 
hospital  facilities  and  personnel,  and  may 
lead  to  disturbing  and  unnecessary  compli- 
cations. Rest,  oxygen,  sedatives,  narcotics, 
and  rotating  tourniquets  are  measures  of 
immediate  benefit.  Measures  such  as  Atro- 
pine, removal  of  increased  intracranial  pres- 


sure, ganglion  blocking  agents  (hypertensive 
crises) , and  digitalis  preparations  intrave- 
nously are  useful  in  specific  situations.  Di- 
uretics and  salt  restricting  diets  never  have 
any  place  in  the  treatment  of  acute  pul- 
monary edema  as  an  emergency  situation. 
Such  procedures  may  be  useful  in  the  long- 
term management  of  these  cases,  but  their 
introduction  into  the  treatment  of  the  acute 
condition  is  unnecessary  and  unwarranted. 
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No  Additional  Vitamins  Needed 


Th$  human  body  does  not  need  any  more 
vitamins  in  the  cold  of  winter  than  in  the 
heat  of  summer,  according  to  a spokesman 
for  the  American  Medical  Association. 

"The  basic  need  for  nutrients  is  no  differ- 
ent in  the  winter  than  during  the  summer,” 
Philip  L.  White,  Sc.D.,  director,  department 


of  foods  and  nutrition,  said  in  the  February 
A.M.A.  magazine,  Today’s  Health. 

"More  energy  is  needed  to  help  keep  the 
body  warm,  but  the  difference  is  very  slight. 
It  has  been  claimed  that  large  amounts  of 
vitamin  C will  help  protect  against  flu  and 
the  common  cold,  but  there  is  no  good  med- 
ical evidence  in  support  of  this. 
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The  Responsibility  of  the  General  Practitioner 
in  Pediatric  Surgical  Problems 

Early  Diagnosis  and  Pre-Operative  Management 


Early , accurate  diagnosis  is  needed 
for  the  successful  treatment  of 
surgical  problems  in  the  very 
young.  In  many  cases  it  is  the 
general  practitioner  who  is  respon- 
sible for  this  diagnosis. 


'"p  HE  SPECTACULAR  STRIDES  which 
-*•  have  been  achieved  in  pediatric  surgery 
in  the  last  twenty  years  demand  a change 
from  what  were  commonly  accepted  atti- 
tudes toward  surgery  in  infants  and  children. 
No  physician  can  now  rationalize  unsuccess- 
ful treatment  of  infants  with  such  worn 
excuses  as,  "the  infant  was  too  small  for 
operation”,  or  "there  was  probably  some- 
thing else  wrong  anyway”.  Whereas  twenty 
years  ago  esophageal  atresia  was  consistently 
fatal,  today  in  many  hospitals  over  half  of 
the  infants  with  this  serious  abnormality  are 
expected  to  survive.  Good  results  such  as 
these  are,  of  course,  not  uniform  throughout, 
but  parents  in  Virginia  should  expect  the 
same  excellent  chance  for  their  infants  as 
parents  anywhere  else.  Much  improvement 
can  be  expected  from  the  development  of 
regional  pediatric  units,  which,  with  special 
facilities,  equipment,  and  specially  trained 
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nursing  and  ancillary  personnel,  will  have 
increasingly  better  results  with  the  relatively 
uncommon  problems.  But  equally  impor- 
tant in  assuring  a better  outlook  for  all 
pediatric  surgical  patients  is  the  responsibil- 
ity of  the  general  practitioner — that  of  diag- 
nosis. As  Potts  has  stated1  ".  . . it  is  just  as 
important  to  recognize  a surgical  problem 
as  to  treat  it.  . . . Obstetricians,  pediatricians, 
and  generalists  are  the  first  to  see  the  de- 
formed or  surgically  ill  child,  and  upon  them 
rests  the  responsibility  of  securing  adequate 
care  at  the  proper  time.”  The  importance 
of  early  diagnosis  is  also  stressed  by  a recent 
report  of  Clatworthy1  on  congenital  intes- 
tinal obstruction  in  which  twenty-two  out 
of  fifty-six  deaths  could  be  attributed  pri- 
marily to  delayed  or  inaccurate  diagnosis. 
Proper  care  preoperatively,  both  what  to  do 
and  what  not  to  do,  is  tremendously  impor- 
tant in  determining  the  final  result,  and  this, 
too,  is  often  the  responsibility  of  the  general 
practitioner. 

Respiratory  Distress  in  the  Newborn 

Although  only  5%  of  the  respiratory 
problems  in  the  newborn  infant  are  surgical 
this  small  group  is  disproportionately  im- 
portant in  that  these  conditions  are  almost 
all  correctable  with  early  treatment,  yet 
fatal  if  uncorrected.  The  surgical  lesions 
most  frequently  cause  obstruction  to  the 
respiratory  tree  or  pressure  upon  the  lungs, 
and  are  therefore  characterized  by  dyspnea, 
rather  than  apnea,  along  with  the  cyanosis. 

Diaphragmatic  hernia  in  the  newborn  is 
often  confused  with  hyaline  membrane  dis- 
ease. The  abdominal  viscera  herniate  into  the 
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chest  through  a defect  which  is  most  fre- 
quently postero-lateral  and  on  the  left.  As 
the  gastrointestinal  tract  distends  with  swal- 
lowed air  shortly  after  delivery,  the  lung  is 
compressed  and  the  mediastinum  shifts.  The 
infant  has  a rapidly  increasing  difficulty  with 
respiration.  On  inspection  one  may  detect 
a rocking  type  of  respiration  in  which  the 
abdomen  will  sink  in  with  inspiration  as  the 
abdominal  contents  are  sucked  into  the  tho- 
rax, as  contrasted  with  the  normal  protru- 
sion of  the  abdomen  with  inspiration.  The 
cardiac  impulse  may  be  displaced,  and  a 
tympanitic  note  be  present  on  percussion. 
Due  to  the  ease  of  transmission  of  sounds 
from  the  abdomen  or  the  opposite  lung,  aus- 
cultatory findings  may  be  confusing.  With 
any  suspicion  an  x-ray  of  the  infant  should 
always  be  obtained,  and  this  should  not  be 
delayed  on  the  faulty  premise  that  the  in- 
fant is  too  ill  to  obtain  an  x-ray. 

Pre-operatively  a #8  or  #10  french 
catheter  with  several  extra  holes  cut  in  the 
tip  should  be  passed  through  the  infant’s 
nostril  into  the  stomach.  Gentle  suction  is 
applied  to  minimize  the  amount  of  air  and 
secretions.  If  equipment  giving  low  inter- 
mittent suction  is  not  available,  intermittent 
aspiration  with  a syringe  is  safer,  and  the 
tube  is  left  open  between  aspirations.  In 
this  way,  the  distention  of  the  bowel  within 
the  thorax  is  reduced.  It  is  often  necessary 
to  employ  positive  pressure  respiration  by 
mask  or  intra-tracheal  tube  prior  to  surgical 
repair.  With  such  urgent  and  proper  meas- 
ures these  infants  with  congenital  hernias  of 
the  diaphragm  should  have  a good  chance 
for  survival. 

Spontaneous  pneumothorax  is  also  seen 
in  the  newborn  as  a result  of  congenital  le- 
sions or  over-expansion  of  the  lung  during 
delivery  or  resuscitation.  Again  it  is  manda- 
tory to  obtain  an  x-ray  in  the  infant  in 
whom  such  a problem  is  suspected. 

Esophageal  atresia  is  usually  associated 
with  a tracheo-esophageal  fistula.  In  the 
most  common  type  the  upper  esophagus  ends 
blindly,  while  the  lower  esophagus  is  con- 


nected with  the  trachea.  Mucous  pools  in 
the  upper  pouch  of  the  esophagus  with  re- 
gurgitation back  into  the  oropharynx  and 
into  the  trachea.  Gastric  juices  are  vomited 
up  through  the  fistula  into  the  trachea. 
These  infants  can  often  be  diagnosed  in  the 
first  twelve  hours  even  before  feeding  is  at- 
tempted. The  infant  will  be  typically  full 
of  mucus  and  "frothy”  very  much  as  the 
patient  with  a cerebrovascular  accident  who 
cannot  handle  his  mucus.  With  attempts  at 
feeding  the  infant  consistently  regurgitates, 
and  becomes  cyanotic  from  aspiration.  With 
the  slightest  suspicion  of  esophageal  atresia 
an  attempt  should  be  made  to  pass  a soft 
rubber  catheter  into  the  stomach.  Since  the 
tube  may  coil  in  the  upper  pouch  of  the 
esophagus,  its  position  must  be  checked  by 
the  aspiration  of  gastric  contents  or  by  aus- 
cultation. A small  amount  of  radio-opaque 
oil  is  injected  into  the  upper  pouch  through 
the  catheter  under  fluoroscopy  and  the  diag- 
nosis made  certain. 

Pre-operatively  these  infants  should  be 
placed  with  the  head  slightly  elevated,  and 
the  catheter  left  in  the  upper  pouch  and  at- 
tached to  gentle  suction.  Increased  humidity 
is  supplied  within  an  incubator.  The  infants 
need  little,  if  any  intravenous  fluids,  and 
nothing  is  given  by  mouth.  If  transporta- 
tion to  another  hospital  is  necessary,  several 
points  have  been  stressed4:  rapid  treatment 
as  an  emergency  with  facilitation  of  transit 
through  the  usual  delays  of  admitting  and 
work-up;  the  desirability  of  the  father,  as 
well  as  a trained  nurse,  accompanying  the 
infant  in  order  to  allow  the  operating  sur- 
geon to  discuss  the  case  thoroughly  with  a 
parent;  the  use  of  a portable  incubator  to 
maintain  temperature  and  relative  isolation. 
A small  rubber  bulb  syringe  suffices  for  the 
aspiration  of  secretions  from  the  oropharynx 
during  transit. 

Vomiting  in  the  Newborn 

Intestinal  obstruction  in  the  newborn  is 
a surgical  condition  whether  it  results  from 
an  atresia,  malrotation,  meconium  ileus,  or 
aganglionic  megacolon.  It  should  be  remem- 
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bered  that  pyloric  stenosis  is  rarely  a cause 
of  vomiting  in  the  first  days  of  life.  The 
cardinal  symptom  of  intestinal  obstruction 
in  the  newborn  is  the  vomiting  of  bile.  While 
regurgitation  of  gastric  contents  is  frequent, 
real  bilious  vomiting  is  rare  in  the  full-term 
newborn.  In  one  study5  made  of  four  thou- 
sand newborns,  only  two  infants  were  found 
to  vomit  bile.  Lloyd  and  Clatworthy6  have 
stressed  the  increased  incidence  of  unex- 
plained maternal  hydramnios  in  the  presence 
of  high  intestinal  obstruction. 

On  examination  the  infant  may  have  some 
abdominal  distention,  although  if  the  ob- 
struction is  high,  distention  may  be  lacking 
or  confined  only  to  the  upper  abdomen. 
Stools  may  be  absent  or  scanty,  but  it  is 
important  to  realize  that  some  meconium 
may  be  passed  by  the  infant  with  obstruc- 
tion. Edema  of  the  abdominal  wall  suggests 
perforation  and  peritonitis.  The  most  help- 
ful diagnostic  aid  is  again  the  x-ray.  From 
a plain  x-ray  of  the  abdomen  the  diagnosis 
is  often  obvious.  Occasionally  a barium 
enema  is  indicated  and  helpful,  but  upper 
gastrointestinal  studies  are  contra-indicated. 

Pre-operatively  these  infants  should  be 
handled  very  much  as  the  esophageal  atresia 
infant,  but  the  position  is  level.  Passage  of 
a catheter  into  the  stomach  avoids  the  dan- 
gers of  regurgitation  and  aspiration,  one  of 
the  most  frequent  complications  leading  to 
death.  The  infant  with  repeated  vomiting 
will  require  intravenous  fluids  which  should 
be  given  with  the  utmost  care  and  under- 
standing. 

Imperforate  Anus 

An  imperforate  anus  is  usually  obvious  to 
the  inspection  of  the  physician,  but  several 
variations  may  be  confusing.  It  is  now  be- 
lieved that  this  abnormality  is  really  an 
"ectopic  anus”  ' and  results  from  a failure 
of  the  normal  migration  of  the  rectum.  Two 
variations  should  be  emphasized. 

In  the  male  without  an  external  perineal 
fistula,  a fistula  to  the  urinary  tract  must 
be  assumed  to  exist  until  proven  otherwise. 


The  urine  should  be  carefully  watched  for 
signs  of  meconium  staining.  The  usual  up- 
side-down x-ray5  is  taken  to  check  the  level 
of  atresia,  but  while  this  is  often  helpful,  it 
is  far  from  infallible. 

More  difficult  to  recognize  is  the  anterior- 
ly displaced  anus  in  male  or  female.  In  this 
condition  an  opening  is  present  anterior  to 
the  sphincter  muscle,  an  opening  which  very 
much  resembles  a small  normal  anus.  (Fig. 
1 ) Initially  the  infant  may  stool  through  it 


Fig.  1.  Anteriorly  displaced  anus  in  newborn  male.  The 
anal  opening  can  be  seen  several  centimeters  anteriorly 
to  the  anal  dimple  formed  by  the  puckering  of  the  ex- 
ternal anal  sphincter.  This  infant  also  demonstrates  a 
congenital  median  bar  or  skin  fold. 

moderately  well,  but  will  not  develop  good 
control.  A stricture  is  very  likely  to  result 
with  repeated  fecal  impactions.  In  the  fe- 
male additional  future  complications  of 
vaginal  soiling  and  obstetrical  difficulty  are 
probable. 

Indeterminate  Sex  Problems 

Early  diagnosis  is  particularly  important 
in  any  infant  born  with  indeterminate  sex. 
Nothing  is  so  tragic  as  the  child  whose 
adolescent  development  shatteringly  reverses 
his  previous  gender.  Problems  of  this  sort 
must  be  worked  out  definitively  in  the  nurs- 
ery, and  in  a sense  are  as  urgent  as  any  of 
the  other  surgical  emergencies.  A wait  and 
see  policy  has  no  place  here. 

As  a first  step  the  female  infants  with 
adrenal  hyperplasia  causing  a female  pseudo- 
hemaphroditism  can  be  eliminated  along 
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with  infants  with  changes  in  the  external 
genitalia  resulting  from  progesteroid  admin- 
istration to  the  mother  during  pregnancy. 
By  sex  chromatin  studies,  17-keto  steroid 
excretions,  and  careful  examination  these 
females  can  be  properly  classified  and  han- 
dled. In  the  remaining  group  careful  en- 
doscopic and  radiological  studies  of  the  uro- 
genital tract  must  be  done.  Where  these 
studies  are  inconclusive  laparotomy  may  be 
performed  in  a small  group.  Gross1'  has 
stressed  the  importance  of  never  attempting 
corrective  or  excisional  surgery  at  the  time 
of  exploration,  but  performing  only  an  ex- 
ploration and  biopsy  of  gonadal  tissue.  Cor- 
rective surgery  should  wait  for  final  biopsy 
report  and  a thorough  discussion  and  plan- 
ning by  the  physicians  involved,  the  pa- 
tient’s family,  and  such  legal  and  religious 
advisors  as  are  needed. 

Vomiting  in  the  Infant 

Vomiting  in  the  infant  several  weeks  old 
poses  the  question  of  hypertrophic  pyloric 
stenosis.  Some  of  the  characteristic  features 
in  the  history  are  almost  always  present — a 
first-born  male,  a positive  family  history, 
progressive  projectile  vomiting  after  feed- 
ing, and  vomitus  without  bile.  The  diag- 
nosis should  be  made  before  the  infant  is 
allowed  to  reach  a state  of  dehydration  and 
excessive  weight  loss. 

On  examination  the  upper  abdomen  ap- 
pears fuller  than  the  lower  half,  and  peri- 
staltic waves  can  be  seen.  Careful  palpation 
for  the  enlarged  pylorus  or  "the  olive”  is 
most  important.  Time,  i.e.,  ten  to  fifteen 
minutes,  and  patience  are  essential,  and 
good  relaxation  of  the  infant  is  necessary. 
The  baby  is  best  examined  just  after  vom- 
iting, or  when  relaxed  sucking  on  a sugar 
nipple.  The  "olive”  is  deeper  than  usually 
expected,  and  it  sometimes  helps  to  support 
the  baby  in  an  upright  position. 

If  the  pylorus  cannot  be  palpated  after 
careful  examination,  but  the  history  and 
other  findings  are  highly  suggestive,  an  upper 
gastrointestinal  study  should  be  done  early 


before  the  baby  becomes  washed  out.  Any 
two  of  the  three  factors — history,  "olive”, 
or  x-ray  are  enough  to  recommend  opera- 
tion. 

Pre-operatively  babies  with  pyloric  ste- 
nosis should  have  a catheter  passed  into  the 
stomach  and  the  retained  milk  curds  washed 
out. 10  The  baby  can  then  be  tried  on  oral 
feedings  of  glucose  and  glucose-saline  for 
hydration.  Any  anemia  is  corrected.  Intra- 
venous fluids  are  necessary  in  infants  who 
are  dehydrated  or  cannot  be  prepared  with 
clear  oral  feedings.  With  early  diagnosis  ex- 
tensive intravenous  fluid  therapy  is  not 
necessary. 

Hernias  in  Infants  and  Children 

Considerable  misunderstanding  still  exists 
concerning  the  diagnosis  of  hernias  in  infants 
and  children.  Inguinal  hernia  in  an  infant 
is  very  dangerous.  The  rate  of  incarceration 
in  inguinal  hernia  is  high,  and  incarceration 
is  very  likely  to  occur  when  the  baby  has  a 
respiratory  infection  or  diarrhea  and  is  a poor 
anesthetic  risk.  Testicular  atrophy  also  may 
often  occur  with  incarceration  in  infants. 
For  these  reasons  early  diagnosis  and  elective 
repair  is  vitally  important.  The  physician 
usually  has  little  trouble  in  obtaining  a his- 
tory from  the  mother  that  there  was  a bulge 
last  week  in  the  inguinal  region  or  scrotum, 
or  that  the  pubic  regions  looked  unequal.  The 
infant  may  have  been  fussier  than  usual  or 
even  appeared  to  be  in  pain.  But  on  exami- 
nation the  physician  cannot  see  any  bulge 
nor  can  he  reproduce  it  by  making  the  baby 
cry.  Too  often  the  matter  is  left  here.  In  the 
infant  one  can  often  not  reproduce  the 
hernial  bulge,  and  the  size  of  the  inguinal 
ring  is  of  little  value  in  the  diagnosis.  Pal- 
pation of  the  cord  for  the  sac  is  the  most 
reliable  diagnostic  test.  If  one  rolls  the  sper- 
matic cord  between  the  finger  and  the  pubic 
bone  and  feels  for  the  sac,  it  can  usually  be 
identified.  While  the  normal  cord  feels  like 
a single  shoe  string,  the  cord  with  the  hernia 
sac  is  enlarged  and  thickened,  and  has  a slip- 
ping or  swishing  sensation.  This  palpation 
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of  the  two  surfaces  of  the  sac  slipping  on 
each  other  has  been  called  "the  silk  glove 
sign”.11  No  additional  proof  of  the  mother’s 
story  is  necessary  to  advise  repair. 

Hydoceles  occurring  beyond  the  newborn 
period  can  be  assumed  to  be  associated  with 
an  inguinal  hernia,  particularly  if  there  is 
variation  in  the  size  of  the  swelling.  They 
should  be  treated  as  a hernia  with  prompt 
elective  repair. 

At  birth  an  omphalocele  is  usually  ob- 
vious, but  often  there  is  some  concern  about 
what  should  be  done  pre-operatively.  The 
exposed  sac  should  be  covered  with  moist 
saline  or  zephiran  sponges.  The  infant  should 
also  have  a catheter  passed  immediately  into 
the  stomach  and  connected  to  suction.  This 
step  greatly  facilitates  repair  by  preventing 
distention  of  the  bowel. 

Rectal  Bleeding  in  Childhood 

Rectal  bleeding  can  conveniently  be  di- 
vided into  two  broad  groups:  first,  the  acute 
and  serious  hemorrhage  with  low  hematocrit, 
signs  or  symptoms  of  impending  shock, 
grossly  bloody  stools,  or  colicky  pain — that 
is,  a possible  bleeding  Meckel’s  diverticulum 
or  an  intussusception;  and  secondly,  chronic 
bleeding  without  acute  distress — that  is,  the 
possible  anal  fissure,  polyp,  or  undetermined 
bleeding. 

In  the  first  group,  the  physician  should 
remember  the  small  total  blood  volume  of 
the  infant  to  realize  the  urgency  of  diag- 
nosis and  prompt  replacement.  Minutes 
make  a difference.  Routine  studies  must  be 
rapidly  completed  to  rule  out  a generalized 
disorder  so  that  replacement  can  be  begun. 
It  is  our  impression  that  most  infants  with 
serious  unexplained  rectal  bleeding  should 
have  laparotomy  after  proper  study  and 
preparation. 

Diagnosis  can  be  a little  more  leisurely  in 
the  child  whose  mother  has  seen  a small 
amount  of  blood  with  the  stool  during  the 
nast  few  weeks,  and  whose  hemoglobin  and 
hematocrit  is  normal.  A careful  history  is 
very  helpful — bright  or  dark  blood,  blood 
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in  or  on  the  stool,  blood  dripping  from  anus 
without  a bowel  movement,  pain  with  de- 
fecation. The  abdomen  is  palpated,  particu- 
larly for  the  fecal  masses  so  often  found  with 
fissures  and  constipation.  The  anus  is  in- 
spected for  fissures.  Rectal  examination 
should  always  be  done  to  rule  out  a palpable 
polyp  or  demonstrate  a hidden  fissure.  Very 
often  in  the  course  of  these  examinations  the 
cause  will  become  evident.  The  lengths  to 
which  investigation  for  rectal  bleeding 
should  be  carried  depend  to  a great  degree 
upon  the  age  of  the  child  and  the  type  of 
bleeding. 

Abdominal  Pain 

One  of  the  most  complicated  and  yet  fre- 
quent complaints  in  pediatric  surgery  is  ab- 
dominal pain.  Two  conditions  producing 
pain  which  should  be  diagnosed  early  are 
intussusception  and  appendicitis. 

Intussusception  usually  occurs  in  the 
healthy  infant  of  three  to  eleven  months, 1J 
though  it  may  occur  at  other  ages.  Charac- 
teristically it  begins  with  a sudden  onset, 
which  the  mother  can  often  define  to  the 
minute,  of  colicky  pain  interspersed  with 
periods  of  complete  relief.  Gradually  the 
pain  recurs  more  frequently.  Vomiting  oc- 
curs early  and  frequently. 

The  physical  examination  of  the  baby 
is  of  prime  importance.  If  the  abdomen  is 
to  be  satisfactorily  examined,  the  baby  must 
be  relaxed.  If  the  baby  is  uncooperative,  as 
they  often  are,  sedation  must  be  used  in 
order  to  rule  in  or  out  a palpable  mass  which 
is  present  in  85%  plus  of  cases.  Rectal  ex- 
amination is  done  in  order  to  obtain  some 
stool  to  check  for  blood.  Long  before  the 
"currant  jelly”  stool  is  passed  one  finds  a 
positive  guaiac  test.  Plain  x-rays  of  the  ab- 
domen are  of  great  help,  and  a barium  enema 
is  diagnostic.  The  diagnosis  is  possible,  how- 
ever, prior  to  calling  the  radiologist  or  the 
surgeon. 

The  diagnostic  points  of  appendicitis  are 
well  known.  While  pain  remains  the  cardinal 
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symptom,  the  young  child  may  vomit  more 
prominently,  and  vomiting  may  appear  to 
precede  pain.  One  troublesome  combination 
to  differentiate  from  appendicitis  is  the  acute 
respiratory  or  ear  infection  plus  fecal  im- 
paction from  dehydration.  A plain  x-ray  of 
the  abdomen  will  often  prove  of  value  in 
such  cases. 

On  examination  one  designs  the  plan  of 
examination  to  suit  the  occasion.  The  ab- 
domen, first  in  importance,  is  examined  be- 


children  and  can  be  falsely  positive.  (Fig.  2) 
Percussion  tenderness  is  a good  substitute  for 
the  presence  of  peritoneal  irritation  and  can 
be  passed  off  as  a drumming. 

In  the  pre-operative  child  with  suspected 
appendicitis,  it  is  very  important  to  lower 
the  temperature  below  101  F.  Intravenous 
fluids  and  rectal  aspirin  should  be  given  early 
in  order  that  a maximal  effect  is  obtained 
without  delay.  Intubation  of  the  stomach, 
though  distasteful,  assists  in  relieving  vomit- 


PERCUSSION  TENDERNESS 


REBOUND  TENDERNESS 


Fig.  2.  Rebound  (right)  and 

fore  tears  come,  or  before  gagging  the  child 
with  a tongue  blade.  Sitting  rather  than 
standing  beside  the  child  appears  to  lessen 
the  impression  of  an  ogre — for  giants  and 
ogres  are  not  usually  depicted  sitting.  The 
child  may  be  examined  in  the  parent’s  lap. 
A rectal  examination  is  always  necessary  and 
positive  findings  are  present  in  as  many  as 
three-fourths  of  patients.13  Sedation  should 
be  employed  to  check  on  tenderness  if  neces- 
sary. Rebound  tenderness  usually  scares 


Percussion  (left)  Tenderness. 

ing  and  makes  anesthetic  complications  less 
likely. 

Summary 

Some  of  the  important  pediatric  surgical 
problems  in  which  early  diagnosis  may  be 
the  responsibility  of  the  general  practitioner 
have  been  discussed.  Although  seen  infre- 
quently a sense  of  alertness  and  urgency  are 
important  to  the  proper  care  of  surgically 
ill  infants  and  children.  These  patients  are 
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very  frisky  and  shifty  in  getting  sick,  but 
also  in  getting  better.  To  handle  them  prop- 
erly the  physician  must  move  at  their  pace, 
and  with  their  alertness  for  the  slightest  sign 
or  noise. 
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Americans  and  Ulcers 


More  than  2.4  million  Americans  have  ul- 
cers, and  nearly  three  times  as  many  men 
have  ulcers  as  do  women,  according  to  the 
Health  Insurance  Institute.  Some  1,771,000 
men  have  some  form  of  peptic  ulcer,  includ- 
ing gastric,  duodenal,  and  gastrojejunal  ul- 
cers, compared  to  669,000  women. 

Reports  indicate  that  ulcers  are  four  times 
as  common  among  Americans  now  as  they 
were  in  tnc  1930’s.  A National  Health  Sur- 
vey in  1935-36  showed  that  less  than  three 
out  of  every  1,000  persons  in  the  population 


had  an  ulcer.  The  latest  survey,  covering 
the  1957-59  period,  disclosed  that  14  out  of 
every  1,000  persons  in  the  civilian  population 
were  so  afflicted.  However,  this  seeming 
quadrupling  of  the  ulcer  rate  has  been  at- 
tributed in  part  to  more  accurate  methods 
of  diagnosis  through  wider  use  of  x-ray 
equipment.  Other  statistics  strengthen  the 
impression  that  the  prevalence  rate  of  ulcers 
had  quadrupled.  Over  a 20-year  span,  the 
rate  of  hospital  admissions  for  ulcers  has 
grown  from  .4  admissions  per  1,000  persons 
per  year  to  1.7  admissions. 
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The  Newer  Progestins  in  Various 
Gynecological  Disorders 


WILLIAM  C.  ANDREWS,  M.D. 
MASON  C.  ANDREWS,  M.D. 
Norfolk,  Virginia 


During  the  past  fete  years  potent 
progestins  have  become  available. 
They  ivill  be  increasingly  useful 
in  several  gynecological  disorders. 


THE  WORK  of  Corner  and  Allen1  pub- 
lished in  1929  established  the  identity 
and  primary  functions  of  the  hormone  we 
know  as  Progesterone.  Its  synthesis  in  1934 
made  it  available  for  therapeutic  use.  Its 
expense  and  our  limited  knowledge  of  its 
potential  confined  its  general  use  essen- 
tially to  functional  bleeding  and  certain 
cases  of  amenorrhea  for  most  of  the  next  1 5 
years. 

Early  attempts  at  utilizing  it  for  habitual 
abortion  and  premature  labor  were  gener- 
ally unsuccessful  but  subsequent  studies  on 
the  excretion  of  the  end  product  pregnandiol 
suggested  that  the  dosage  levels  used  were 
woefully  inadequate.  Improved  results  were 
obtained  with  the  larger  doses  suggested  by 
these  studies  and  made  possible  by  increased 
availability  and  lowered  cost.  The  diagnostic 
techniques  of  pre-menstrual  endometrial 
biopsies  and  pregnandiol  determination  both 
in  the  pregnant  and  nonpregnant  state  fur- 
ther improved  the  results  by  providing  a 
semblance  of  a scientific  method  for  choos- 
ing those  cases  of  habitual  abortion  and 
premature  labor  which  might  be  helped  by 
Progesterone. 

Presented  at  the  annual  meeting  of  the  Virginia 
Academy  of  General  Practice,  Virginia  Beach,  May 
1960. 


A remaining  drawback  for  some  years  was 
that  predictable  results  could  only  be  ob- 
tained by  daily  intramuscular  injection. 

Anhydroxyprogesterone  (Pranone)  could 
be  given  orally  but  required  5-10  times  the 
parenteral  dose  and  had  androgenic  poten- 
tial. Progesterone  could  be  given  sub-lin- 
gually  but  again  required  increased  dosage 
and  gave  somewhat  unpredictable  results. 
Both  of  these  routes  were  prohibitively 
expensive  for  the  larger  doses  needed  in 
pregnancy.  The  Pranone  had  the  additional 
disadvantage  of  at  times  producing  mascu- 
linizing change  in  female  infants  born  of 
mothers  receiving  the  drug  during  preg- 
nancy. 

In  the  past  four  years  the  wizardry  of  the 
steroid  chemist  had  made  available  to  us  an 
increasing  variety  of  so-called  progestins  or 
steroids  with  progesterone-like  actions  which 
have  increased  the  ease  of  administration  and 
extended  our  therapeutic  horizons. 

This  discussion  will  be  confined  to  those 
now  commercially  available. 

One  of  the  first  of  these  to  appear  was 
hydroxyprogesterone  caproate  or  Delalutin. 
Its  actions  were  essentially  those  of  pure 
Progesterone  but  a single  injection  could 
provide  therapeutic  effect  for  7-10  days,  a 
tremendous  boon  in  the  prolonged  treatment 
of  the  habitual  aborter  or  in  attempting  to 
avert  premature  labor.  In  the  case  of  habit- 
ual abortion  where  progesterone  deficiency 
is  suggested  by  endometrial  biopsy  or  preg- 
nandiol determination,  a suggested  dosage 
is  2 c.c.  (2  5 0 mg.)  every  10  days  started  as 
early  in  pregnancy  as  possible,  preferably 
several  days  post-conception  and  continued 
to  at  least  four  months.  In  those  patients 
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threatening  premature  labor  larger  doses  of 
3-4  c.c.  may  be  needed  and  sometimes  the 
frequency  may  have  to  be  increased  to  as 
often  as  3-7  days.  In  an  occasional  case 
contractions  can  only  be  stopped  with  daily 
injections  of  pure  progesterone  in  a dosage 
as  high  as  1 5 0 mgm.  Where  the  membranes 
are  ruptured,  the  results,  however,  are  poor. 


T«u****<»a* 


FSgttm  1.  2.  T 

(From  Crosson,  J.  W. : Fertility  and  Sterility  4:361,  1959) 


In  195  6 and  1957  the  first  potent  oral 
progestins  became  available  in  the  form  of 
19-nor  progestational  steroids.  Figure  I il- 
lustrates the  chemical  relationships  of  the 
principals  of  this  group.  It  is  to  be  noted 
at  the  top  that  progesterone  and  testosterone 
differ  only  in  the  side  chain  at  the  17  posi- 
tion. In  the  center  is  norethandrolone  (or 
Nilevar)  the  first  drug  of  this  group,  which 
was  initially  marketed  as  an  anabolic  agent 
but  which  was  also  found  to  have  both 
progestational  and  androgenic  effects.  It  is 
more  closely  related  to  testosterone  but  lacks 
the  19  carbon  atom;  hence,  the  name  19- 
nortestosterone  compound.  Norethindrone 
(Norlutin)  is  seen  to  be  identical  to  Nilevar 
except  for  the  ethinyl  group  at  the  17  alpha 
position.  To  its  left  is  seen  Norethynodrel 
(the  major  constituent  of  Enovid)  and  the 
only  difference  in  these  two  is  the  shift  in  the 
double  bond  in  the  first  ring  from  the  4-5 
to  the  5-10  position.  These  latter  two  drugs 
are  the  ones  that  have  most  significantly 
extended  the  horizons  of  progestin  therapy. 
The  basic  actions  of  these  two  are  almost  as 
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similar  as  their  formulas  and  they  differ 
mainly  in  their  side  effects  which  are  estro- 
genic, producing  nausea  in  some  with  Eno- 
vid, and  mildly  androgenic  with  Norlutin. 
Jones'  has  knowledge  of  27  female  infants 
with  masculinized  external  genitalia  born 
to  mothers  receiving  Norlutin  while  encoun- 
tering only  one  where  Enovid  has  been  used. 
Bioassay  of  androgenic  potential  as  evidenced 
by  changes  in  the  rat  seminal  vesicles  and 
prostate  confirms  this  difference  and  indi- 
cates no  demonstrable  androgenicity  in 
Enovid.  An  additional  difference  in  the 
commercial  preparations  is  that  1.5%  3- 
methyl-ester  of  ethynylestradiol  is  added  to 
the  norethynodrel  to  make  the  commercial 
Enovid.  This  added  estrogen  decreases  the 
incidence  of  breakthrough  bleeding.  Because 
of  this  and  the  difference  in  androgenicity 
we  have  preferred  Enovid  and  my  subse- 
quent remarks  on  the  19  nor-steroids  are 
based  on  work  with  this  compound. 

The  varied  uses  of  Enovid  stem  from  a 
varied  response  to  dosage  in  different  parts 
of  the  cycle.  When  started  at  the  fifth  day 
of  cycle  there  is  suppression  of  pituitary 
gonadotropins  and  hence  blockage  of  ovula- 
tion rendering  it  an  effective  contraceptive 
agent,  but  a secretory  type  of  endometrium 
is  produced  by  the  drug  itself.  When  given 
after  ovulation  there  is  marked  decidual 
change  in  the  stroma  and  if  dosage  is  con- 
tinued this  is  progressive,  holding  off  the 
menses  and  simulating  the  changes  of  preg- 
nancy. This  result  has  suggested  its  use  in 
endometriosis  where  a beneficial  effect  from 
pregnancy  has  long  been  noted.  Meigs  has 
stressed  that  early  pregnancy  may  represent 
a prophylaxis  against  endometriosis  but  un- 
fortunately this  entity  is  frequently  found 
in  patients  whose  main  concern  is  the  ina- 
bility to  become  pregnant.  In  others  preg- 
nancy is  impractical  for  other  reasons. 

Treatment  of  Endometriosis 

Our  principal  study  of  Enovid  has  in- 
volved an  experimental  attempt  to  produce 
pregnancy  changes  in  endometriosis  through 
iatrogenic  pseudo-pregnancy.  The  beneficial 
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effect  on  endometriosis  is  apparently  accom- 
plished by  decidual  transformation  followed 
by  decidual  necrosis.  Good  results  with  this 
regime  have  previously  been  reported  by 
Kistner1  and  ourselves.4  In  this  report  we 
would  like  to  present  an  expanded  series  and 
a longer  follow-up  study.  The  first  four 
cases  were  treated  with  Delalutin  in  con- 
junction with  estrogen.  Because  of  frequent 
breakthrough  bleeding  the  remaining  pa- 
tients were  treated  with  Enovid  (norethy- 
nodrel  with  1.5%  3 -methyl  ester  of  ethynl- 
estradiol)  starting  with  10  mgm.  daily  for 
10  days,  20  mgm.  daily  for  the  next  two 
weeks,  30  mgm.  thereafter  increasing  with 
further  10  mgm.  increments  if  cramps  or 
spotting  occurred. 

Thirty-two  patients  are  included  in  this 
series.  The  reasons  for  treatment  are  listed 
in  Table  I.  In  23  of  these  the  diagnosis  was 


Table  1. 

Prime  Reason  for  Treatment 

Pain  (no  prior  operation)  11 

Fain  (previous  operation  for  endometriosis) 13 

Sterility  (pain  present  but  minor)  3 

Investigation  prior  to  planned  operation  3 

Vaginal  endometriosis  (cyclical  bleeding  post- 
hysterectomy-1)   2 

Total  32 


confirmed  pathologically  prior  to,  during  or 
after  therapy.  In  nine  the  diagnosis  was 
made  clinically  but  only  cases  with  very 
definite  signs  and  symptoms  were  included, 
eight  of  these  having  unequivocal  tender 
uterosacral  nodules.  Six  patients  came  to 
operation  after  start  of  therapy  and  the  diag- 
nosis was  proved  correct  microscopically  in 
all.  ; 

Results:  Decidua  was  consistently  found 
in  endometrial  biopsies  beyond  the  fourth 
week  of  therapy  with  the  change  being 
marked  in  those  receiving  Enovid.  In  four 
of  five  patients  on  whom  endometrial  biop- 
sies were  obtained  beyond  the  15  th  week  of 
pseudopregnancy,  evidence  of  necrosis  of 
decidua  was  observed. 

Decidua  was  found  in  the  ectopic  endo- 
metrium in  all  six  cases  of  pseudopregnancy 
in  which  this  tissue  was  removed  for  study. 


In  a case  of  vaginal  endometriosis  (follow- 
ing total  hysterectomy)  about  20  implants 
were  visible  as  small  flat  purple  areas  about 
2 mm.  in  diameter.  During  pseudopreg- 
nancy all  of  these  areas  enlarged  about  four- 
fold and  protruded  as  soft  pink  polyps. 
Biopsies  showed  marked  decidual  response  at 
seven  weeks.  Following  discontinuance  of 
therapy  at  12  weeks  the  patient  had  no  fur- 
ther vaginal  bleeding,  although  she  had  pre- 
viously bled  cyclically.  The  implants  re- 
gressed so  as  to  be  hardly  visible.  Biopsies, 
however,  showed  some  scattered  glands  on 
three  occasions  up  to  one  year  later.  A 
second  case  of  vaginal  endometriosis  showed 
extensive  polypoid  lesions  which  have  now 
disappeared  and  the  lesion  can  no  longer 
be  found  even  microscopically. 

In  three  cases  limited  pseudopregnancy  of 
7-12  weeks  duration,  was  given  prior  to 
planned  laparotomy.  Plaques  of  endometri- 
osis were  found  about  the  uterus,  ovaries  and 
utero-sacral  ligaments.  They  were  yellow, 
soft,  very  edematous  and  grossly  friable  and 
dissected  with  the  greatest  of  ease.  The  uterus 
which  was  previously  fixed  in  two  of  these 
could  readily  be  brought  forward.  Micro- 
scopically extensive  decidual  change  with 
pigment-ladened  macrophages  could  be  seen. 
Pseudoxanthoma  cells  were  present  contrib- 
uting the  yellow  color.  Several  areas  of  ne- 
crosis and  hyalinization  were  present  in  the 
implants  at  12  weeks.  In  all  the  decide  al 
change  was  more  complete  in  the  ectopic 
than  in  the  normally  situated  endometrium. 

Clinical  Results:  Twenty-four  patients 
had  been  selected  for  pseudopregnancy  pri- 
marily because  of  pain.  In  one  treatment 
was  discontinued  after  one  day  because  of 
nausea.  In  another  treatment  was  discon- 
tinued at  seven  weeks  because  of  increased 
severity  of  pain.  The  uterus  in  this  patient 
which  was  twice  normal  size  prior  to  therapy 
enlarged  to  four  times  normal  during  treat- 
ment. It  regressed  to  its  original  size  in  the 
two  weeks  between  treatment  and  operation 
and  the  excised  specimen  showed  degenera- 
tion and  hemorrhage  in  a myoma. 
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All  other  patients  were  maintained  for 
14-28  weeks  in  pseudopregnancy.  They  all 
experienced  diminution  or  elimination  of 
pain  during  treatment.  Twelve  were  com- 
pletely free  of  pain.  Others  were  definitely 
improved  but  had  occasional  episodes  of  pel- 
vic discomfort. 

In  all  cases  in  which  tender  utero-sacral 
nodules  were  present  the  tenderness  was  di- 
minished or  eliminated.  The  change  from 
extreme  tenderness  was  usually  dramatic. 

Table  II  shows  an  evaluation  of  the  results 
as  indicated  by  symptoms  and  physical  find- 
ings. 

Table  II. 

Effects  of  Pseudopregnancy  in  24  Cases  of 
Endometriosis  Treated  Because  of  Pain 

Not 


Well 

Improved 

Improved 

Total 

During  treatment 

12 

11 

1* 

24 

After  treatment 

10 

12 

1 

23* 

•Treatment  in  one  case  was  discontinued  at  nine  weeks 
because  of  increasingly  severe  pain. 


Of  the  original  group  of  16  patients  re- 
ported one  year  ago,  follow-up  studies  in  the 
past  month  revealed  that  four  of  the  seven 
patients  classified  as  well  after  treatment 
have  noted  some  recurrence  of  signs  or 
symptoms  15-20  months  following  therapy 
but  these  have  been  minimal,  and  seven  clas- 
sified as  improved  have  remained  so.  All  of 
the  patients  with  the  above  two  exceptions 
have  been  markedly  better  than  prior  to 
therapy,  and  none  of  this  group  has  required 
subsequent  operation. 

The  best  results  were  obtained  in  those 
continuing  therapy  beyond  20  weeks. 

Of  six  infertility  patients  only  one  became 
pregnant  after  pseudopregnancy  alone  and 
she  miscarried  at  10  weeks.  One  became 
pregnant  following  pseudopregnancy  and 
operation.  One  patient  subsequently  came 
to  laparotomy  18  months  after  treatment 
because  of  continued  infertility.  Extensive 
adhesions  were  found  but  no  active  ectopic 
endometrium. 

One  patient  who  had  been  treated  for  pain 
inadvertently  became  pregnant  prior  to 
marriage. 
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The  principal  side  effect  has  been  nausea 
which  was  present  in  40%  to  some  degree 
and  in  moderate  severity  in  15%.  In  one 
it  necessitated  cessation  of  therapy.  In  most 
it  subsided  after  several  days. 

Breakthrough  bleeding,  usually  quite 
scant,  occurred  in  42%  with  the  most  com- 
mon time  of  occurrence  being  the  12-14 
week.  We  now  believe  an  automatic  increase 
to  a daily  dosage  of  40  mgm.  at  the  12th 
week  is  advisable  to  reduce  this  annoyance. 

Breast  soreness  and  enlargement,  abdom- 
inal swelling,  and  increased  appetite  were 
noted  in  all.  Lactation  occurred  in  five  and 
weight  gain  and  a sense  of  well  being  were 
frequently  noted.  One  patient  had  a sig- 
nificantly observable  increase  in  varicose 
veins  which  became  symptomatic  for  the 
first  time. 

In  six  patients  with  myomas  marked  en- 
largement was  noted  during  therapy,  with 
return  to  their  original  size  after  treatment. 
Enlargement  of  normal  sized  uteri  to  ap- 
proximately twice  normal  size  was  usually 
observed  with  again  post  treatment  regres- 
sion. 

In  all  patients  subsequently  checked  with 
endometrial  biopsies  following  re-establish- 
ment of  regular  menses  evidence  of  ovulation 
was  found,  and  as  mentioned  three  have  be- 
come pregnant,  although  pre-existing  luteal 
phase  defects  were  unchanged. 

Our  present  impression  after  reviewing 
our  material  critically  and  re-examining  and 
requestioning  the  patients  is  that  significant 
reversal  of  endometriosis  has  usually  resulted. 
These  benefits  appear  to  approach  those  ex- 
pected from  physiological  pregnancy  and 
to  have  the  same  tendency  towards  transi- 
ence in  some  cases. 

It  is  felt  that  this  method  of  therapy  is 
best  used  in  cases  of  relatively  early  but 
definite  endometriosis  and  in  those  with 
recurrence  after  surgery.  It  is  our  opinion 
that  the  infertility  patients  with  extensive 
endometriosis  are  best  treated  surgically  to 
re-establish  normal  anatomical  relationship, 
but  preoperatively  pseudopregnancy  for  8 
weeks  greatly  facilitates  the  surgical  pro- 
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cedure  and  its  continuance  postoperatively 
may  be  considered  if  all  of  the  endometriosis 
is  not  removed. 

Treatment  of  Dysmenorrhea  and 
Menorrhagia 

The  following  is  a preliminary  report  on 
a clinical  study  in  progress  of  Enovid  in  sev- 
eral other  gynecological  problems.  The  num- 
ber of  cases  studied  is  still  too  small  to  be 
statistically  significant  but  they  give  an  indi- 
cation of  what  may  be  achieved  with  the 
drug. 

The  demonstration  by  Rock  and  cowork- 
ers that  Enovid  would  consistently  block 
ovulation  when  given  from  day  5-24  has 
suggested  a possible  beneficial  effect  in  dys- 
menorrhea. Its  progestational  action  on  the 
endometrium  makes  this  possible  without 
the  complication  of  excessive  bleeding  which 
has  been  noted  where  estrogens  were  used  to 
accomplish  this  effect. 

The  patients  in  this  series  were  initially 
given  10  mgm.  daily  from  day  5-24  of  each 
cycle  for  three  successive  cycles.  In  an  at- 
tempt to  reduce  the  expense  and  minimize 
nausea,  this  has  been  changed  in  recent 
months  to  5 mgm.  daily  unless  breakthrough 
bleeding  occurs.  Only  those  patients  with 
severe  dysmenorrhea  were  included  and  most 
required  bed  rest  in  the  acute  phase. 

Thirty-four  patients  were  studied.  One 
stopped  the  medication  after  two  days  be- 
cause of  severe  nausea  and  one  after  three 
days  because  of  urticaria. 

Of  the  remaining  32  patients,  29  or  90% 
were  either  free  of  cramps  or  markedly  im- 
proved. These  29  included  seven  patients 
who  had  previous  D&C  with  either  minimal 
benefit  or  total  recurrence  of  symptoms  after 
3-6  months.  It  also  included  four  patients 
who  had  Lutrexin  therapy  without  relief 
and  three  had  been  similarly  unsuccessful 
with  the  use  of  Vasodilan. 

Of  the  three  patients  who  failed  to  re- 
spond, one  is  under  psychiatric  care  and  one 
had  a subsequent  laparotomy  which  revealed 
chronic  pelvic  inflammatory  disease. 

All  the  the  patients  who  had  concomitant 


pre-menstrual  tension  were  relieved  of  these 
symptoms  during  therapy. 

There  has  not  been  adequate  time  for  sig- 
nificant studies  on  the  rate  of  recurrence 
following  therapy  but  approximately  half 
have  had  recurrence  of  the  symptoms  at  least 
by  the  third  post-treatment  cycle.  The  oth- 
ers have  remained  free  of  symptoms  for 
periods  up  to  eight  months  which  is  the 
longest  follow-up  we  have  to  date. 

Enovid  in  a dosage  of  10  mgm.  from  day 
5-24  was  used  for  17  patients  with  menor- 
rhagia with  excellent  results  in  15.  Four  of 
these  had  had  previous  D&C’s  with  recur- 
rence in  the  next  cycle.  In  three  of  these 
only  secretory  endometrium  had  been  found, 
one  having  had  two  curettages  in  the  pre- 
vious four  months  without  benefit.  She  was 
given  Enovid  therapy  for  three  cycles  start- 
ing in  July,  1959,  and  the  flow  has  been 
normal  since  the  onset,  both  during  and 
after  therapy.  Three  of  the  15  had  recur- 
rence of  heavy  menses  after  cessation  of 
therapy. 

Nine  patients  with  metrorrhagia  were 
similarly  treated,  six  successfully.  Of  the 
three  failures,  curettage  revealed  retained 
secundines  in  two.  One  of  the  six  who  re- 
sponded during  treatment  had  a recurrence 
of  the  irregularity  afterwards. 

Use  as  Contraceptive 

Perhaps  the  greatest  potential  for  the 
widespread  use  of  this  drug  is  in  its  role  as 
an  oral  contraceptive.  Dr.  John  Rockr'  has 
reported  on  over  20,000  cycles  of  exposure  to 
pregnancy  in  women  taking  cyclical  Enovid 
with  only  one  questionable  pregnancy.  It  is 
effective  in  dosage  as  low  as  2.5  mgm.  daily 
given  from  day  5-2  5 but  a dosage  of  5 mgm. 
is  recommended  because  of  the  high  inci- 
dence of  breakthrough  bleeding  at  the  lowest 
dosage.  An  occasional  patient  will  have  an 
occult  period  without  noticeable  bleeding 
and  the  patients  are  instructed  to  restart 
medication  after  seven  days  if  no  bleeding 
has  occurred  to  prevent  pregnancy  in  the 
succeeding  cycle.  Patients  have  now  been 
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on  this  for  as  long  as  four  years  without  any 
demonstrable  deleterious  effects. 

Provera 

Another  compound  has  recently  been 
added  to  the  armamentarium  of  progestin 
therapy  in  the  form  of  6-methyl- 17-ace- 
toxyprogesterone  or  Provera.  It  has  approx- 
imately 12  times  the  potency  of  Pranone 
and  apparently  has  slightly  better  effect 
mgm.  for  mgm.  than  parenteral  proges- 
terone.1’ This  drug  has  apparently  a purely 
progestational  effect  stimulating  endometrial 
glands  and  stroma  alike  and  has  neither  an- 
drogenic nor  estrogenic  side  effects.  The 
absence  of  estrogenic  effects  makes  it  ineffec- 
tive in  reasonable  dosage  for  pseudopreg- 
nancy or  for  blocking  ovulation  for  dys- 
menorrhea or  contraceptive  purposes.  It 
may  prove  ideal,  however,  in  those  cases 
needing  pure  progestational  effect  such  as 
in  hyperplasia  of  the  endometrium  and  in 
threatened  abortion. 

To  elaborate  for  a moment  on  the  habitual 
aborter,  when  a progesterone  deficiency  is 
demonstrated  by  endometrial  biopsy  or  preg- 
nandiol studies,  progesterone  therapy  should 
be  started  each  month  approximately  three 
days  after  estimated  ovulation  and  continued 
if  pregnancy  occurs  or  stopped  if  menses 
follow.  With  the  exception  of  daily  inject- 
able progesterone,  the  other  medications 
available  were  either  unpredictable,  andro- 
genic, or  would  frequently  hold  off  the 
menses  artificially.  Provera  has  none  of  these 
drawbacks  and  would  seem  to  be  the  drug  of 


choice  for  this  indication  and  for  the  infer- 
tility patient  with  a demonstrable  luteal 
phase  defect,  starting  with  a 10  mg.  dose 
increasing  to  20  mgm.  after  one  month  and 
continuing  to  16  weeks.  Dosage  may  be 
further  increased  if  indicated  by  cramps  or 
bleeding.  It  seems  similarly  promising  in 
some  cases  of  threatened  abortion  but  more 
experience  is  needed  to  further  delineate  its 
use  and  dosage. 

If  present  trends  continue  within  a short 
time  we  may  have  a specific  progestin  es- 
pecially tailored  for  each  of  the  above  uses. 

Table  III. 

Results  Obtained  Using  Cyclical  Enovid  in  Various 
Gynecological  Disorders 
No.  of  Cases  No.  Improved  % Improved 
Dysmenorrhea  34*  29  85%  (90%) 

Menorrhagia  17  15  88% 

Metrorrhagia  9 6 66% 

* Includes  two  patients  in  whom  therapy  discontinued  at 

onset  because  of  nausea  in  one  and  hives  in  the  other. 
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Anorectal  Pathology  Encountered 
in  the  Outpatient  Clinic 


RICHARD  C.  SHRUM,  M.D. 
Charlottesville,  Virginia 


Mot  only  is  proctoscopy  shown  to 
he  an  important  diagnostic  pro- 
cedure, but  the  value  of  instruct- 
ing medical  students  in  the  tech- 
nique is  also  stressed. 


TT  IS  A WELL  ACCEPTED  FACT 
that  proctoscopy  carried  out  by  the  ex- 
perienced examiner  produces  a high  yield 
of  significant  pathology.  The  purpose  of 
this  paper  is  to  show  that  supervised  proc- 
toscopic examination  performed  by  the 
novice  can  be  very  rewarding  and  offers  the 
added  advantage  of  introducing  the  begin- 
ner to  a technic  of  this  simple  but  im- 
portant diagnostic  procedure. 

This  presentation  is  based  on  work  done 
by  fourth  year  medical  students  under  the 
direct  supervision  of  a consultant  in  the 
Surgical  Section  of  the  Diagnostic  Clinic 
for  the  period  covered  by  four  consecutive 
scholastic  years  terminating  with  1959-60. 
During  this  period  1305  patients  were  seen, 
most  of  whom  were  referred  from  a screen- 
ing clinic  where,  on  the  basis  of  a brief 
history,  the  patient  was  thought  to  have 
some  surgical  problem.  Others  were  re- 
ferred directly  by  the  emergency  room, 
other  hospital  clinics,  private  practitioners, 
welfare  and  rehabilitation  agencies,  and  a 
few  represented  overflow  from  the  Medical 
Clinic.  While  most  of  these  patients  were 
selected  because  they  were  thought  to  have 
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surgical  problems,  they  were  completely  un- 
selected insofar  as  any  particular  type  of 
surgical  pathology  was  concerned. 

Recognizing  the  merit  of  the  adage  that 
"The  indication  for  a proctoscopy  is  a 
patient”,  but  objecting  to  the  implication 
that  proctoscopy  should  be  done  routinely 
excepting  individuals  over  40  years  of  age, 
the  criteria  shown  in  Table  I were  adopted 
as  indications  for  proctoscopy. 

TABLE  I 

1.  Bleeding 

2.  Protrusion 

3.  Discharge 

4.  Change  in  bowel  habits 

5.  Dyschesia  (painful  defecation) 

6.  Itching 

7.  X-ray  examination  of  colon 

Rectal  bleeding  resulting  in  most  cases 
from  hemorrhoids  may  be  caused  by  polyps, 
malignant  disease,  diverticulitis,  specific  and 
non-specific  types  of  ulcerative  colitis  and 
many  other  diseases.  In  all  cases  of  rectal 
bleeding,  proctoscopy  must  be  done  in  an 
effort  to  determine  the  source  of  the  bleed- 
ing; if  obvious  bleeding  hemorrhoids  are 
present  proctoscopy  is  still  imperative  to 
rule  out  coincident  disease. 

Protrusion  immediately  brings  to  mind 
prolapsed  internal  hemorrhoids,  redundant 
rectal  mucosa,  polyps  or  other  types  of 
tumor  and  hypertrophied  anal  papillae. 

Discharge  may  signify  the  presence  of  a 
draining  abscess,  fistula,  villous  tumor, 
specific  or  non-specific  inflammatory  disease 
of  the  anorectum.  The  type  of  the  dis- 
charge may  be  mucoid,  pustular  or  bloody 
or  a mixture  of  any  two  or  all  three. 

Change  in  bowel  habits  may  mean  tumor 
of  the  right  or  left  colon,  specific  or  non- 
specific colitis,  or  merely  an  increased  con- 
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sciousness  of  bowel  habits — an  occurrence 
so  characteristic  of  advancing  age. 

Pain  on  defecation,  because  of  the  dif- 
ference in  the  nerve  supply  of  the  anus  and 
rectum,  is  of  as  much  importance  in  locat- 
ing the  lesion  as  in  diagnosing  it.  Dyschesia, 
therefore,  locates  the  pathology  at  or  below 
the  pectinate  line.  Lesions  most  frequently 
causing  pain  on  defecation  are  anal  ulcer, 
fissure-in-ano,  abscess  and  acute  thrombotic 
external  hemorrhoid. 

Itching  always  is  associated  with  pruritis 
ani  which  can  be  diagnosed  by  the  history 
and  inspection.  However,  proctoscopy  is  in- 
dicated in  these  cases  to  determine  the  pres- 
ence or  absence  of  other  pathology. 

Because  the  terminal  1 5 centimeters  of 
the  gastrointestinal  tract  is  a "blind  spot” 
to  x-ray  examination,  any  patient  scheduled 
for  x-ray  examination  of  the  colon  should 
have  a proctoscopy  to  complete  the  examina- 
tion of  the  large  bowel.  This  becomes  in- 
creasingly imperative  when  it  is  pointed  out 
that  two-thirds  to  three-fourths  of  prema- 
lignant  and  malignant  lesions  of  the  colon 
and  rectum  occur  within  reach  of  the  25 
cm.  proctoscope. 

Using  these  indications,  proctoscopies 
were  done  in  401  patients,  or  30.72%,  of 
the  1,305  patients  seen.  Each  patient  proc- 
toscoped  was  prepared  with  a four  and  one- 
half  ounce  enema  containing  sodium  phos- 
phate and  disodium  phosphate  given  from 
a disposable  plastic  bottle. 

Among  the  1,305  patients  seen,  the  most 
common  site  of  pathology  found  or  the 
most  common  diagnoses"'  made  on  the  basis 
of  the  history,  physical  and  proctoscopic  ex- 
aminations are  shown  in  Table  II. 

It  is  striking  that,  except  for  neuropsychi- 
atric problems,  significant  pathology  found 
more  often  in  the  anorectal  area  than  any- 
where else  was  found  here  over  two  times 
as  often  as  pathology  elsewhere. 

Special  examinations  most  frequently  per- 
formed were  x-ray  examination  of  the 

::'Eighty-eight  other  diagnoses  were  made  one  or 
more  times  but  because  of  their  relative  infrequency 
are  not  included  in  this  paper. 

150 


TABLE  II 


Site  of  Pathology 
or  Diagnosis 

Number  of 
Patients 

Percentage 

Anorectal  region 

205 

14.94 

Hernia 

82 

6.28 

Goiter 

57 

4.36 

\ arieose  veins 

42 

3.21 

Breast  area 

26 

2.22 

Neuropsychiatric  disorder. . . . 

107 

8.19 

stomach  and  duodenum,  the  gall  bladder 
and  the  colon.  A comparison  of  these  find- 
ings with  those  at  proctoscopy  is  seen  in 
Table  III. 


TABLE  III 


Special  Examination 

Number 
of  Special 
Exami- 
nations 

Positive 
Exami- 
nations 
(per  cent) 

X-ray  examination  of: 

Stomach  and  duodenum .... 

287 

82  (28.57) 

Gall  bladder 

216 

40  (18.51) 

Colon 

190 

13  ( 6.84) 
195  (48.62) 

Proctoscopy 

401 

Here  again  one  is  impressed  by  the  rela- 
tively high  yield  of  pathology  found  at  proc- 
toscopy as  compared  with  that  found  on 
the  other  special  examinations. 

Table  IY  shows  an  analysis  of  the  patho- 
logic conditions  discovered  at  proctoscopy. 
Twenty-five  neoplasms  were  found.  Re- 
moval of  the  condylomata  was  recom- 
mended by  the  consultant  and  rejected  by 
the  patient.  The  submucous  mass  was  re- 
moved and  reported  by  the  pathologist  as 
lymphoid  tissue.  The  one  case  of  carcinoma 
of  the  anus  was  an  incidental  finding  by  the 
pathologist  in  the  examination  of  some  con- 
dylomata removed  at  the  same  time  a hem- 
orrhoidectomy was  done.  The  patient  with 
carcinoma  of  the  ovary  was  found  at  proc- 
toscopy to  have  an  extraluminal  mass  at  the 
5 cm.  level  preventing  further  passage  of 
the  proctoscope.  Subsequently  laparotomy 
revealed  a pelvic  malignancy  with  metastases 
to  the  omentum  and  liver  and  a frozen  pel- 
vis. Biopsy  of  the  omentum  and  pelvic  mass 
was  reported  as  carcinoma  of  the  ovary.  The 
chordoma  occurred  in  a 54  year  old  male 
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who  came  in  complaining  of  soreness  at  the 
tip  of  his  spine.  Proctoscopy  revealed  a 
firm  4 cm.  retrorectal  nodule  at  the  1 5 cm. 
level.  After  admission  and  further  work-up 
it  was  approached  through  the  abdomen,  was 
found  to  involve  the  sacrum  and  the  rectal 
wall.  Because  of  this,  a palliative  resection 
was  done  followed  by  a course  of  cobalt  radi- 
ation ending  in  November  1959.  The 
patient  was  last  seen  in  March  1960  at  which 
time  there  was  no  sign  of  recurrence. 


TABLE  IV 


Number 

of 

Cases 

Percent- 
age of 
Patients 
Procto- 
scoped 

Percent- 
age of 
Patients 
Seen  in 
Clinic 

Neoplasms 

25 

6 23 

1.91 

Condylomata  acuminata. 

(1) 

0.24 

0.07 

Submucous  mass 

(1) 

0.24 

0 07 

Carcinoma  of  anus 

(1) 

0.24 

0.07 

Carcinoma  of  ovary 

(1) 

0.24 

0 07 

Chordoma 

(1) 

0.24 

0.07 

Carcinoma  of  rectum. . . . 

(9) 

2.24 

0.68 

Polyp 

(ID 

2.74 

0.84 

Benign(lO) 

Malignant  (1) 

Inflammatory  Disease 

48 

11.97 

3.67 

Pruritis  ani 

(1) 

0.24 

0.07 

Acute  papillitis 

(2) 

0.49 

0.15 

Hypertrophied  anal 

papilla 

(8) 

1.99 

0.61 

Anal  contracture 

(3) 

0.74 

0.22 

Ischiorectal  abscess 

(5) 

1.24 

0.38 

Fissure  in  ano 

(21) 

5.23 

1.60 

Fistula  in  ano 

(8) 

1.99 

0.61 

Hemorrhoids 

132 

32.91 

10.11 

Total 

205 

51.12 

15.71 

Of  the  nine  patients  with  carcinomas  of 
the  rectum,  two  were  not  operated  upon. 
One  patient,  in  whom  another  lesion  was 
found  in  the  sigmoid,  had  an  elevated  urea 
upon  admission.  The  urea  continued  to  rise 
rapidly,  and  1 5 days  after  admission  he  ex- 
pired. The  other  who  had  a fungating  ade- 
nocarcinoma at  11  cm.,  refused  surgery  and 
signed  himself  out  of  the  hospital. 

The  remaining  seven  patients  did  have 
surgery.  One  had  a nonresectable  growth, 
and  a palliative  colostomy  was  done.  Two 
had  anterior  resections  for  lesions  at  1 5 and 


17.5  cm.;  one  of  these  returned  in  18 
months  with  a recurrence  at  the  suture  line; 
the  other  was  found  to  have  metastases  in  the 
liver  at  the  time  of  surgery,  and  definitive 
therapy  was  not  received  in  time  to  hope 
for  a cure.  The  remaining  four  had  Miles 
resections  for  lesions  at  levels  of  5,  8,  11,  and 
12  cm.  One  of  the  four  had  metastases  in 
the  liver,  and  again  definitive  therapy  was 
too  late  for  cure.  The  remaining  three 
patients  had  no  gross  evidence  of  spread 
at  surgery,  and  microscopic  examination 
showed  no  extension  into  any  lymph  nodes. 
It  is  reasonable  to  hope  that  these  three  are 
cured,  and  to  date  they  have  shown  no  sign 
of  recurrence. 

Of  the  11  polyps  found,  one  at  10  cm. 
was  treated  with  a Miles  resection  because 
it  was  ulcerated  even  though  biopsy  on  two 
separate  occasions  was  reported  as  benign. 
It  was  then  reported  as  papillary  adeno- 
carcinoma with  no  extension  beneath  the 
mucosa.  Seventeen  lymph  nodes  were  free 
of  tumor.  At  surgery  no  evidence  of  spread 
was  noted,  and  this  patient,  is  in  all  proba- 
bility, cured. 

It  is  difficult  for  the  specialist  to  discover 
polyps  especially  on  the  cephalad  side  of  the 
valves.  In  view  of  the  fact  that  these  ex- 
aminations were  done  by  unskilled  observers, 
some  polyps  were  undoubtedly  missed,  and 
it  is  not  surprising  that  more  of  the  sessile 
polyps  1-3  mm.  in  diameter  so  often  seen 
as  incidental  findings  were  not  discovered. 

Table  IV  shows  205  cases  of  anorectal 
pathology,  and  Table  III  showed  only  195 
proctoscopic  examinations  with  positive 
findings.  Five  patients  with  ischiorectal  ab- 
scess, four  with  acute  thrombotic  external 
hemorrhoids  and  one  with  a rosette  of  pro- 
lapsed internal  hemorrhoids  had  so  much 
discomfort  that  proctoscopic  examination 
in  the  clinic  was  obviated.  These,  of  course, 
are  not  included  in  the  positive  examina- 
tions at  proctoscopy  but  are  included  in 
the  anorectal  pathology. 
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Only  six  cases  of  acute  thrombotic  ex- 
ternal hemorrhoids  were  seen  during  the  en- 
tire period.  The  remaining  126  cases  of 
hemorrhoids  represent  either  internal  or  the 
combined  internal-external  variety. 

Comment 

This  paper  is  presented  as  evidence  of  the 
educational  as  well  as  the  diagnostic  value 
obtained  in  offering  students  an  opportunity 
to  learn  a technic  of  proctoscopy.  As  a re- 
sult of  this  experience,  it  is  believed  that 
each  senior  student  is  better  prepared  to 
diagnose  anorectal  disorders  and,  insofar  as 
malignancy  is  concerned,  is  more  likely  to 
do  his  part  in  preventing  the  tragedy  of 
delay  still  too  frequently  seen. 


Summary  and  Conclusion 

Supervised  proctoscopy  was  done  by 
fourth  year  medical  students  on  401  of  1,305 
consecutive  patients  with  the  findings  of 
significant  anorectal  pathology  in  48.62  per 
cent  of  the  patients  so  examined.  Positive 
findings  at  proctoscopy  were  compared  to 
positive  findings  at  history  and  physical  ex- 
aminations and  to  positive  findings  at  three 
other  special  examinations. 

An  analysis  of  the  anorectal  pathology 
was  briefly  discussed. 

Proctoscopy  done  by  the  novice  under 
supervision  is  a most  rewarding  diagnostic 
and  educational  procedure. 

801  East  High  Street 
Charlottesville,  Virginia 


Drug  Dissolves  Blood  Clot 


A method  of  dissolving  blood  clots  that 
form  in  the  coronary  arteries  and  cause 
heart  attacks  has  proved  effective  in  a dog 
and  might  be  applied  to  man,  according  to 
five  Chicago  physicians. 

The  treatment,  using  a clot-dissolving 
drug  (Thrombolysin) , was  described  by  Drs. 
Houck  E.  Bolton,  Fernando  A.  Tapia,  Hec- 
tor Cabral,  Rogelio  Riera,  and  M.  S.  Mazel, 
Edgewater  Hospital,  Chicago,  in  a prelim- 
inary communication  in  the  January  28 
Journal  of  the  American  Medical  Associa- 
tion. 

A blood  clot  was  formed  artificially  and 
inserted  into  the  animal’s  left  coronary  ar- 
tery by  means  of  a tube  placed  in  the  artery. 
Examination  an  hour  later  showed  that  the 
clot  had  blocked  branches  of  the  artery  and 
caused  an  acute  myocardial  infarction,  or 
heart  attack. 

Then  the  drug  in  liquid  form  was  admin- 


istered through  the  tube  into  the  left  coro- 
nary artery  at  five-second  intervals  for  5 0 
minutes.  An  hour  later,  the  physicians  re- 
ported, examination  revealed  that  the 
blocked  branches  of  the  artery  were  open. 
A half-hour  later,  "there  was  no  residual 
evidence  of  myocardial  infarction.” 

"The  case  . . . shows  remarkably  good  re- 
sults, and  its  clinical  application  may  well 
be  envisioned.” 

In  man,  a tube  can  be  extended  to  the 
coronary  artery  by  inserting  it  into  an  ar- 
tery in  the  arm  or  leg  and  the  clot-dissolving 
agent  administered  as  in  the  experiment,  they 
explained. 

Thrombolysin,  introduced  last  summer, 
has  produced  favorable  results  when  admin- 
istered intravenously  in  dissolving  clots  in 
other  parts  of  the  body,  according  to  earlier 
reports. 
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Histoplasmosis  Simulating  Sarcoidosis 


It  is  not  always  easy  to  distinguish 
sarcoidosis  from  other  granuloma- 
tous diseases.  The  differential  is 
of  practical  importance , however , 
and  cultures  of  biopsy  material 
should  be  made. 


NE  OF  THE  PROBLEMS  in  the  diag- 
nosis  of  sarcoidosis  is  the  similarity  of 
the  histological  findings  to  those  of  some 
other  granulomatous  diseases.  Because  of 
this,  the  diagnosis  cannot  be  made  conclu- 
sively from  the  pathological  picture  alone. 
In  many  instances,  the  clinical  manifesta- 
tions of  sarcoidosis  are  sufficiently  charac- 
teristic for  an  accurate  differential  diagnosis 
(as  when  bone,  eye,  lung,  parotid  gland, 
skin  lesions  and  other  typical  organ  involve- 
ments are  present).  However,  occasionally 
one  encounters  a case  of  non-caseating  gran- 
uloma due  to  a specific  infection  (tubercu- 
losis, histoplasmosis,  cryptococcosis)  with 
the  clinical  and  histological  findings  per- 
fectly compatible  with  sarcoidosis;  in  such 
cases  the  correct  diagnosis  can  be  made  only 
from  bacteriological  studies.  In  some  of  these 
cases  of  infectious  granuloma  the  original 
diagnosis  of  sarcoidosis  has  been  made  and 
it  has  only  been  at  a later  date  that  the  in- 
fecting organisms  were  demonstrated.  The 
administration  of  cortico-steroid  therapy  in 
such  cases  of  infection  may  transform  a rel- 
atively benign  infection  to  a much  more 
serious  one.  The  deleterious  effect  of  steroid 

From  the  Department  of  Medicine,  Medical  College 
of  Virginia,  Richmond,  Virginia. 


JOHN  B.  BULLOCK,  M.D. 

EDWARD  S.  RAY,  M.D. 

Richmond,  Virginia 

therapy  upon  these  infectious  granulomata 
emphasizes  the  importance  of  careful  bac- 
teriological studies  in  all  cases  of  non-caseat- 
ing granuloma  despite  the  histological 
changes  suggesting  the  diagnosis  of  sar- 
coidosis. 

We  have  recently  studied  a young  man 
with  a benign  clinical  picture,  a chest  x-ray 
suggestive  of  sarcoidosis,  splenomegaly,  and 
a scalene  node  biopsy  that  revealed  a non- 
caseating  granulomas  suggestive  of  sarcoido- 
sis. In  fact,  the  diagnosis  of  sarcoidosis  was 
originally  made  and  the  true  diagnosis  of 
histoplasmosis  was  made  only  after  histo- 
plasma  capsulatum  was  cultured  from  the 
scalene  lymphnode  biopsy. 

Case  Report 

A 20-year-old  white  male  college  student 
became  ill  about  February  26,  1960,  the 
main  complaints  being  weakness,  generalized 
aching,  a non-productive  cough,  fever  and 
headache. 

He  admitted  having  had  an  intermittent 
cough  during  November  and  December  of 
1959,  but  during  the  months  of  January  and 
February,  1960,  felt  a great  deal  better,  and 
the  cough  had  disappeared. 

The  main  physical  findings  noted  when 
the  patient  was  first  seen  (March  6,  1960) 
were  a temperature  of  101,  blood  pressure 
of  120/60,  pulse  98.  The  patient  appeared 
to  be  an  acutely  ill  young  white  male  with 
flushing  of  the  face.  There  was  marked  in- 
jection of  the  pharynx,  associated  with 
small  non-tender  anterior  and  posterior  cer- 
vical nodes,  but  no  outstanding  lymphade- 
nopathy  was  noted.  The  lungs  were  clear 
to  auscultation  and  percussion;  examination 
of  the  heart  revealed  no  abnormality.  Ex- 
amination of  the  abdomen  revealed  the  liver 
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edge  to  be  felt  two  finger  breadths  below  the 
right  costal  margin;  it  was  smooth,  firm, 
and  non-tender.  The  spleen  was  palpable 
three  finger  breadths  below  the  left  costal 
margin  and  was  smooth,  firm,  and  non- 
tender. There  was  no  skin  rash.  The  re- 
mainder of  the  physical  examination  was 
considered  to  be  essentially  negative. 

Initially  it  was  felt  that  this  patient  had 
infectious  mononucleosis  and  he  was  there- 
fore started  on  warm  saline  gargles  and 
chloramphenicol  2 50  mg.  every  six  hours. 
After  being  on  this  regime  for  six  days  his 
temperature  began  to  subside,  with  an  im- 
provement in  his  appearance  and  symptoms. 
Therefore,  the  chloramphenicol  was  discon- 
tinued. 

The  patient  then  complained  intermit- 
tently of  frontal  headaches  and  he  continued 
to  run  a low-grade  fever. 

At  the  time  of  admission  to  the  hospital 
March  30,  1960,  the  liver  edge  was  felt  three 
to  four  finger  breadths  below  the  right  cos- 
tal margin;  it  was  smooth  and  non-tender. 
The  spleen,  which  had  decreased  in  size,  was 
felt  only  one  to  two  finger  breadths  below 
the  left  costal  margin,  and  it  was  smooth  and 
non-tender.  There  was  no  change  in  the 
size  and  consistency  of  the  peripheral  lymph- 
nodes,  and  there  were  no  new  findings  on 
physical  examination. 

The  initial  laboratory  work  revealed  a 
hemoglobin  of  16.0  grams,  white  count  was 
2,200;  neutrophils  5 8 per  cent,  eosinophils 
1 per  cent,  lymphocytes  37  per  cent  and 
monocytes  4 per  cent.  Heterophile  agglu- 
tination and  routine  agglutinations  were 
negative.  Cephalin  flocculation  was  one  plus 
in  48  hours.  Total  proteins  were  7.6  grams, 
with  albumin  4.2  grams  and  globulin  3.4 
grams  per  cent.  Blood  electrophoresis  re- 
vealed albumin  5 0.7  per  cent;  alpha  1,  glob- 
ulin, 7.9  per  cent;  alpha  2,  globulin,  11.7 
per  cent;  beta  globulin,  17.8  per  cent;  gam- 
ma globulin,  11.9  per  cent;  with  an  AG 
ratio  of  1.03.  Blood  calcium  was  9.7  mg. 
per  cent;  phosphorous,  3.6  mg.  per  cent. 
The  chest  x-ray  (Fig.  1)  revealed  bilateral 
hilar  adenopathy  with  the  lung  fields  other- 


wise being  clear;  the  heart  was  normal  in 
size.  X-rays  of  the  skull  and  hands  were 
negative.  The  blastomycin,  old  tuberculin 
through  1:100  dilution,  and  coccidiodin  skin 
tests  were  negative.  However,  the  histoplas- 
min  skin  test  was  strongly  positive. 


Fig.  1 


Scalene  lymph  nodes  were  removed  and 
some  of  the  tissue  was  sent  to  the  laboratory 
for  tuberculosis  and  fungous  smears  and  cul- 
tures. Pathological  examination  of  the  re- 
maining tissue  revealed  infiltration  by  epi- 
thelioid cells  and  histocytes,  arranged  in 
clusters  simulating  tubercles.  Some  clusters 
were  small,  while  others  were  confluent.  Oc- 
casionally the  nuclei  of  the  cells  were  fused 
to  form  multinucleated  giants  calls.  Some 
of  the  giant  cells  contained  vacuoles  but  no 
inclusion  bodies  were  seen.  There  was  no 
evidence  of  caseation.  Within  the  stroma 
were  hyaline  scars.  The  pathological  diag- 
nosis was  Boeck’s  sarcoid  of  supraclavicular 
lymph  nodes. 

On  April  11,  (12th  hospital  day)  the 
patient’s  temperature  orally  was  99  degrees 
or  lower.  By  this  time  the  patient  was  feel- 
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ing  a great  deal  better,  having  had  no  head- 
aches during  the  previous  week,  and  with 
marked  improvement  of  the  malaise,  weak- 
ness, and  myalgia.  During  his  hospital  stay 
he  was  treated  only  with  salicylates,  bed  rest, 
and  general  supportive  care.  Because  of  his 
marked  improvement  he  was  discharged  on 
April  11,  1960. 

Upon  returning  home  he  continued  to 
improve  and  regained  his  strength.  On  May 
9,  a tissue  culture  was  reported  as  showing 
a very  heavy  growth  of  histoplasma  capsula- 
tum  (Fig.  2).  Some  time  after  returning 
home  the  patient  remembered  that  during 
the  latter  part  of  January,  1960,  he  had  gone 
on  a hunting  trip.  While  in  a barn  hay  loft 


Fig.  2 


he  had  found  two  pigeons  which  appeared 
sluggish  and  sick.  He  carried  them  out  into 
the  barnyard  and  shot  them. 


Discussion 

A case  of  histoplasmosis  is  reported  that 
simulated  the  clinical  and  pathological  mani- 
festations of  sarcoidosis.  The  case  demon- 
strates the  difficulty  encountered  in  the 
diagnosis  of  the  disease  or  syndrome  of  sar- 
coidosis. It  is  probable  that  many  cases 
diagnosed  as  sarcoidosis  are  actually  a gran- 
uloma caused  by  a specific  infection  and,  if 
the  infection  is  a relatively  benign  process 
(as  is  true  of  many  cases  of  histoplasmosis) 
the  true  diagnosis  may  never  be  made. 

It  is  well  recognized  that  the  histological 
changes  of  sarcoidosis  are  not  diagnostic  and 
similar  granulomatous  changes  may  be  dem- 
onstrated in  cases  of  tuberculosis,  crypto- 
coccus infection  and  histoplasmosis  as  well  as 
in  some  of  the  more  rare  granulomata.  In 
most  of  such  cases,  however,  the  clinical 
picture  is  not  one  of  an  asymptomatic  dis- 
ease as  is  true  of  most  cases  of  sarcoidosis. 
A careful  bacteriological  examination  should 
be  made  of  all  biopsied  material  including 
scalene  node  biopsies.  Certainly  in  our  case 
if  a portion  of  a group  of  scalene  lymph 
nodes  had  not  been  cultured,  the  correct 
diagnosis  would  not  have  been  made. 

Sarcoidosis  may  cause  considerable  disa- 
bility of  the  organ  involved  and  such  cases 
are  now  treated  with  one  of  the  cortico- 
steroid preparations  in  an  attempt  to  reduce 
this  disability.  Because  of  the  deleterious 
effect  of  such  treatment  upon  granuloma- 
tous disease  caused  by  infectious  organisms, 
it  is  obviously  important  to  identify  the 
causative  agent  whenever  present.  Although 
our  case  of  histoplasmosis  was  a relatively 
benign  infection,  the  administration  of  ste- 
roid therapy  may  have  changed  the  course 
of  the  disease  into  a serious  one. 

Medical  College  of  Virginia 
Richmond , Virginia 
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Barbiturate  Poisoning 


SIDNEY  KAYE,  Ph.D. 
Richmond,  Virginia 


The  ividespread  use  of  barbitu- 
rates makes  it  appropriate  that  all 
physicians  be  reminded  of  barbi- 
turate poisoning. 


'T'HE  BARBITURIC  ACID  derivatives 
comprise  an  important  and  valuable 
group  of  central  nervous  system  depressants, 
Over  2,000  tons  are  sold  yearly  in  the  United 
States  of  America  alone.  It  is  hence  no  won- 
der that  it  is  found  in  almost  every  home, 
and  that  more  people  die  from  their  over- 
dosage than  from  any  other  single  drug. 

Its  first  member  was  synthesized  by  Fish- 
er in  1903  and  was  called  barbital  (Veronal) 
which  is  a diethyl  barbiturate.  The  next  to 
be  synthesized  was  phenobarbital  (Luminal) 
which  is  an  ethyl,  phenyl  derivative.  In  the 
following  years,  many  hundreds  of  new  de- 
rivatives have  been  produced  but  barbital 
and  especially  phenobarbital  still  enjoy  a de- 
served preference  for  many  purposes.  The 
chief  advantage  of  several  of  the  newer 
members  of  this  group  is  their  quicker  onset 
of  action  and  a shorter  duration  of  action. 

Synonyms:  Sleeping  pills,  goof  balls,  vel- 
low  jackets,  red  devils,  etc. 

Uses:  Sedation,  hypnotic,  anesthesia,  pre- 
operative. 

Properties:  Odorless,  bitter,  white  crys- 
talline powder,  acidic,  insoluble  in  water, 
soluble  as  the  sodium  salt. 

MLD:  Varies  from  about  1 to  6 Gm./ 150 
lb.  man  depending  upon  the  derivative  po- 

This  is  one  of  periodic  articles  on  common  poison- 
ings which  will  be  published  in  the  Monthly  from 
time  to  time.  It  is  prepared  by  Dr.  Kaye  in  collabora- 
tion with  the  Richmond  Poison  Information  Center. 
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tency.  Short  acting  ones  are  more  potent; 
longer  acting  less  potent. 

Remarks:  Long  Duration  ( 18-24  hours) , 
barbital,  phenobarbital,  found  in  blood  and 
urine  even  up  to  one  week  later. 

Intermediate  (8-12  hours)  amobarbital 
(Amytal) , diallylbarbituric  acid  (Dial) , bu- 
tethal  (Neonal),  aprobarbital  (Alurate), 
probarbital  (Ipral) , butibarbital  (Butisol) , 
vinbarbital  (Delvinal). 

Short  Duration  (3-6  hours),  pentobar- 
bital (Nembutal),  secobarbital  (Seconal), 
hexethal  (Ortal),  isobutylallyl  barbituric 
acid  (Sandoptal) , cyclobarbital  (Phano- 
dorn) . 

Ultra-Short  ( /z-2  hours),  thiopental 
(Pentothal),  hexobarbital  (Evipal),  thio- 
amylal  (Surital).  (Rapidly  removed  from 
blood  within  several  hours.) 

High  incidence  of  suicides. 

Barbiturates  are  synergistic  and  increases 
in  toxicity  in  combination  with  alcohol  in- 
toxication, chlorpromazine  (Thorazine), 
reserprine  or  other  depressants. 

Acute  Signs  and  Symptoms:  Depression, 
amnesia,  lowered  body  temperature,  de- 
pressed circulation  (marked  fall  in  blood 
pressure) , respiratory  embarrassment,  de- 
creased response  of  respiratory  center  to  car- 
bon dioxide  (Cheyne-Stokes) , anoxia,  cya- 
nosis, limbs  are  flaccid,  retention  of  urine 
is  common,  constriction  or  dilatation  of  pu- 
pils, corneal  reflexes  may  be  absent,  ataxia, 
deep  coma,  possible  shock,  cold  extremities, 
death  due  to  respiratory  arrest  (frequently 
associated  with  marked  cardio-vascular  de- 
pression) or  pneumonia. 

Chronic  Signs  and  Symptoms:  Skin  rash, 
slurred  speech,  cyanosis,  amnesia,  anorexia, 
emotional  instability,  ataxia  constipation. 

Identification:  Urine,  gastric  lavage  or 

blood  are  specimens  of  choice: 
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Acid-ether  extraction  group. 

(1)  100  ml.  of  urine  are  placed  into  a 
large  separatory  funnel.  Test  urine  with  lit- 
mus paper  to  make  certain  it  is  slightly  acid. 
If  it  is  not,  add  one  to  two  drops  of  sulfuric 
acid,  and  again  retest. 

The  urine  is  gently  shaken  for  several  min- 
utes with  200  ml.  of  ether.  These  layers  are 
then  allowed  to  settle.  Separate  the  layers, 
and  discard  the  urine.  The  ether  (upper  lay- 
er) is  filtered  through  two  layers  of  coarse 
grade  filter  paper  to  remove  traces  of  water. 
The  ether  filtrate  is  collected  into  a Pyrex 
evaporating  dish.  This  is  then  evaporated  to 
dryness  on  a water  bath.  (Keep  away  from 
open  flame.) 

If  residue  is  tarry  yellow-brown  (most 
times  it  is),  add  15  ml.  of  chloroform  and 
swirl  and  stir  to  dissolve  residue.  Then  add 
a small  pinch  (size  of  match  head)  of  acti- 
vated animal  charcoal.  Again  swirl  and  stir. 
This  charcoal  will  absorb  much  of  the  yel- 
low organic  impurities  that  might  interfere 
with  the  test.  Filter  and  collect  the  clear 
chloroform  into  a small  container.  Gently 
evaporate  to  about  1-2  ml. 

Several  drops  are  transferred  to  a micro 
test  tube,  or  a micro  spot  plate.  Add  two 
drops  of  cobalt  acetate  (1%  in  absolute 
methyl  alcohol). 

Mix  well  by  swirling. 

Stratify  (overlay)  with  three  drops  of 
isopropyl  amine  ( 5 % in  absolute  methyl  al- 
cohol) . 

A blue-violet  interface  or  diffuse  color 
indicates  the  presence  of  a barbiturate.  Test 
may  be  used  directly  on  powders  or  tablets. 

(Dilantin  Doriden,  and  other  ureides  also 
give  a positive  test.) 

Phenobarbital  requires  cobalt  acetate  and 
isopropyl  amine  to  turn  blue,  whereas,  the 
other  members  of  group  turns  blue  upon  the 
addition  of  only  cobalt  acetate,  which  how- 
ever intensifies  on  addition  of  isopropyl 
amine  and  turns  it  lilac.  This  is  a good  means 
to  differentiate  phenobarbital  from  the  oth- 
ers especially  in  tablets. 

(2)  Extract  5 ml.  of  blood  (slightly  acidi- 


fied with  1 drop  of  5 % sulfuric  acid),  with 
25  ml.  of  chloroform.  Collect  the  chloro- 
form layer  and  shake  out  with  5 ml.  sodium 
hydroxide  0.5  N.  Save  the  sodium  hydroxide 
layer  and  centrifuge  to  remove  any  adhering 
drops  of  chloroform.  Read  with  a Spectro- 
photometer plotting  the  absorption  curve  in 
the  ultraviolet  range. 

Barbiturates  have  a characteristic  ultra- 
violet absorption  spectra  with  a maximum 
density  at  25  5 mp  and  a minimum  at  23  5 
mp.  Quantitative  determinations  can  be  cal- 
culated from  the  reading  obtained  at  25  5 
mp,  and  comparing  with  a standard  graph. 
This  test  is  sensitive  to  2 micrograms/ 5 ml. 
blood.  The  exceptions  are  pentothal  (maxi- 
mum density  300  mp  and  minimum  density 
260  mp),  and  Butisol,  Evipal  or  Mebaral 
whose  maximum  density  is  243  mp  and  min- 
imum density  is  230  mp. 

(3a)  Barbiturate  derivatives  may  be  fur- 
ther confirmed  by  shifting  pH  to  10.5  with 
ammonium  chloride  and  re-examine  the 
ultra-violet  range  as  in  above  test  2.  A new 
maximum  is  produced  at  240  mp.  Butisol, 
Evipal  or  Mebaral  do  not  produce  any 
change  with  a shift  in  pH  by  adding  am- 
monium chloride. 

(3b)  Paper  chromatography  will  assist  in 
identification. 

(4)  Some  capsules  may  be  suggestive  by 
color. 

Pentobarbital:  Yellow  or  brown 

Delvinal:  Brown 

Seconal:  Red 

Amytal:  Blue 

Tuinal:  Blue  and  red 

T reatment:  Gastric  lavage  with  water 

and  tannin  or  activated  charcoal.  Cathartics. 
Avoid  emetics  if  patient  is  depressed.  An- 
tibiotics prophylactically  to  prevent  secon- 
dary infection  especially  when  in  coma. 
Hemodialysis  (artificial  kidney)  if  available 
will  hasten  elimination  and  recovery.  If 
respiration  is  normal,  color  good,  and  twitch- 
ing and  corneal  reflexes  present,  it  may  be 
advisable  to  "let  patient  sleep  it  off”  watch- 
ing to  prevent  aspiration  and  for  the  pos- 
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sible  development  of  respiratory  difficulties. 

Keep  air  passages  open,  prevent  aspira- 
tion. Artificial  respiration  and  oxygen  ther- 
apy with  5 %-7%  carbon  dioxide  as  needed. 

To  combat  respiratory  depression,  artifi- 
cial respiration  and  oxygen  usually  may  be 
effective  and  sufficient.  The  use  of  picrotox- 
in,  metrazol  or  other  strong  analeptics  is 
now  believed  to  be  ineffective  and  perhaps 
dangerous  for  patients  in  deep  depression, 
and  unnecessary  for  mild  cases.  Ritalin, 
Megimide  (Bemegride) , each  have  been  re- 
ported with  good  results.  If  in  shock,  nor- 
epinephrine; fluids  or  blood  are  effective,  if 
not  contraindicated  by  pulmonary  edema. 
Maintain  body  heat,  water  and  electrolyte 
balance.  Fluids  and  catheterization  as  needed. 


Coma  may  persist  for  several  days  with 
the  long  acting  barbiturates.  Prognosis  is 
good  if  you  can  prevent  anoxia  and  pneu- 
monia. 

Careful  nursing  is  essential!! 

If  levels  are  high  (long  acting  derivative) , 
and  artificial  kidney  is  not  available,  an  ex- 
change transfusion  may  be  beneficial,  es- 
pecially for  children. 

Reference 

Kaye,  Sidney,  Handbook  of  Emergency  Toxicology: 
A guide  for  the  identification,  diagnosis  and 
treatment  of  poisonings.  C.  C.  Thomas,  pub- 
lishers, 2nd  Edition,  1960,  Springfield,  Illinois. 
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Real  Cost  of  Medical  Care  Lower 


The  real  cost  of  medical  care,  in  terms  of 
hours  of  work  to  purchase  it,  is  less  today 
than  it  was  20  years  ago.  This  is  the  conclu- 
sion of  the  American  Medical  Association’s 
Economic  Research  Department,  based  on 
data  from  the  Bureau  of  Labor  Statistics. 

"The  time  that  a factory  employee 
worked  in  1959  to  purchase  a given  'market 
basket’  of  medical  care  was  only  61  per  cent 
of  the  amount  of  time  required  in  1939,  a 
decrease  of  39  per  cent,”  the  A.M.A.  re- 
ported in  its  fortnightly  newspaper,  the 
AMA  News. 

To  pay  for  physicians’  services  required 
only  5 5 per  cent  as  much  working  time  in 
1959  as  in  1939.  In  1959,  a worker  could 
earn  the  money  to  pay  for  a constant  quan- 
tity of  surgeons’  services  in  less  than  half 
the  time  required  in  1939. 

Optometric  examinations  and  eyeglasses 
show  that  about  42  per  cent  of  the  time 
worked  in  1939  was  required  in  1959  for  the 


purchases  of  these  medical  goods  and  services. 

Only  one  part  of  medical  care — hospital 
rates — required  more  working  time  to  cover 
the  increased  cost.  The  factory  worker  in 
1959  put  in  122  per  cent  of  the  time  worked 
in  1939,  in  order  to  purchase  the  same  quan- 
tity of  hospital  services. 

The  A.M.A.  pointed  out,  however,  that 
qualitative  changes  in  medical  practices  have 
resulted  in  shortened  periods  of  hospitaliza- 
tion. Twenty  years  ago  the  average  length 
of  stay  for  a hemorrhoidectomy  was  19.6 
days.  Today  it  is  7.6  days.  The  average 
length  of  stay  for  an  appendectomy  was  13.5 
days;  today  it  is  only  6.7  days. 

"Included  in  this  decrease  of  real  cost 
of  medical  care  is  the  higher  quality  of  to- 
day’s service.  Research  and  progress  have 
produced  drugs,  technological  instruments 
and  improved  methods  in  the  management 
of  disease  which  were  non-existent  20  years 

yy 

ago. 
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QuhtewL  QwvwdtA. 

LEGISLATION : This  issue  of  Current  Currents  goes  to  press  just  as  the  administra- 
tion makes  its  bid  to  tie  medical  care  for  the  aged  to  the  Social  Security  program. 
Members  are  urged  to  watch  for  full  details  in  the  AMA  News. 

THE  TASK  IS  YOURS:  At  the  risk  of  being  repetitious,  the  following  excerpt  from 
the  AMA  News  Extra  of  February  10  is  reprinted  because  of  its  extreme  importance 
to  every  physician: 

"American  medicine  and  allied  organizations,  vitally  important  bastions  of  freedom  in 
this  country,  have  never  faced  a more  deadly  challenge  than  they  do  at  this  moment. 

Their  foes,  who  have  no  concern  for  the  niceties  of  truth  or  honor  or  ethics,  are  sys- 
tematically trying  to  undermine  the  confidence  of  the  people  in  the  free  institution 
of  medicine  to  win  their  goal — socialized  medicine. 

The  medical  profession  bears  the  brunt  of  this  attack,  and  physicians  can’t  afford  to 
close  their  eyes  and  hope  when  they  open  them  again  the  whole  unhappy  business  will 
have  disappeared. 

\ - / T* 

They  may  awaken  to  the  fact  of  government  medicine.  If  they  are  socialized,  their 
patients  will  be  socialized  as  well. 

Physicians,  individually  and  collectively,  must  wrest  the  initiative  from  the  labor 
leaders  and  others  who  are  determined  to  destroy  free  medicine.  What  can  you,  as 
a physician,  do? 

You  can  explain  to  your  patients  the  truth  about  socialized  medicine,  the  danger  in 
tying  medical  care  to  social  security,  the  pitfalls  in  compulsory  government  medi- 
cine. You  can  explain  what  it  would  cost  the  people  in  terms  of  taxes  and  reduced 
quality  of  medical  care. 

You  can  be  prepared  to  talk  about  the  problems  before  local  civic  groups  and  other 
organizations.  You  can  participate  with  your  local  medical  society  in  activities  to 
inform  the  public  You  can  help  persuade  other  organizations  to  join  your  cause. 

You  can  make  sure  that  everyone  in  your  community  with  a legitimate  need  for  med- 
ical care  gets  it  regardless  of  ability  to  pay.” 

A.M.E.F.:  A contribution  to  the  American  Medical  Education  Foundation  is  another 
way  to  which  individual  physicians  can  strike  a telling  blow  in  the  battle  to  preserve 
freedom  of  American  medicine. 


QUOTE  OF  THE  MONTH:  The  AMA’s  "PR  Doctor”,  commenting  upon  the  chal- 


lenges  confronting  medicine,  said:  "You  don’t  need  a crystal  ball  to  forecast  that 
1961  will  be  a year  of  increasing  challenge  and  crisis  for  the  world  of  free  medicine, 
as  it  will  be  for  our  whole  democratic  way  of  life  in  the  international  realm.  The  para- 
mount question  which  the  medical  profession  must  answer  at  this  time  is  whether  it 
is  equal  to  the  demands  facing  it  in  1961,  particularly  whether  it  is  prepared  to  stem 
a rising  tide  of  support  for  government  medicine.  A losing  proposition  some  may  say 
— the  die  is  already  cast  in  favor  of  increasing  government  intervention  in  all  phases 
of  our  economy.  But  this  need  not  happen  in  the  sphere  of  private  medicine  if  we  are 
willing  to  demonstrate  to  the  world  the  indisputable  superiority  of  our  present  system 
of  medical  care.  This  can  be  accomplished  only  if  the  profession,  individually  and 
collectively  through  its  medical  societies,  makes  a greater  effort  to  provide  adequate 
health  care  for  every  American  regardless  of  his  financial  status,  and  to  assume  leader- 
ship in  helping  to  solve  important  medical  and  health  problems  facing  our  nation  to- 
day in  such  areas  as  medical  care  for  the  aged,  mental  illness,  medical  costs,  medical 
recruitment,  international  medicine  and  others”. 

SERVICE  CONTRACT  RULING:  The  Washington  Report  on  the  Medical  Sciences 
reports  an  interesting  case  involving  a private  medical  practice  group  which  sought  to 
deduct,  as  business  expense,  the  estimated  value  of  service  contracts  that  terminated 
over  a period  of  years.  It  was  the  contention  of  the  petitioner  that  each  of  the  more 
than  8,000  contracts  acquired  by  the  group  at  time  of  purchase  had  an  assigned  value 
based  on  purchase  price.  Approximately  $66,000.00  was  written  off  as  business  expense 
when  2,200  of  the  contracts  were  subsequently  terminated.  Internal  Revenue  Service, 
however,  said  no.  An  appeal  was  then  noted. 

In  rejecting  the  appeal,  the  U.  S.  Tax  Court  stated  that  the  contracts  comprised  "a  single, 
intangible,  capital  asset  (which)  had  no  limited  or  determinable  useful  life  and  could 
not  be  amortized.  . .” 

FALLOUT  SHELTERS:  Physicians  and  their  wives  are,  in  some  localities,  setting 
excellent  examples  of  civil  defense  preparedness  by  building  fallout  shelters  in  their 
homes.  Members  of  the  Woman’s  Auxiliary  to  the  AMA  have  been  especially  active  in 
this  field. 

Of  interest  to  many  will  be  a new  27  minute  film  showing  a simple,  step  by  step  con- 
struction of  a basement  corner-type  masonry  block  fallout  shelter.  The  film,  spon- 
sored by  the  National  Concrete  Masonry  Association,  should  soon  be  available  from 
State  Civil  Defense  Offices.  Prints  may  also  be  borrowed  from  concrete  block  producers. 

DID  YOU  KNOW?  Pennsylvania  and  Wisconsin  have  laws  prohibiting  women  from 
working  in  dangerous  or  injurious  occupations,  and  an  Ohio  law  prohibits  a woman 
from  working  as  a pinsetter  in  a bowling  alley. 


Public  Health 


Poliomyelitis  in  Virginia,  1960 

The  pattern  of  poliomyelitis  presented  in 
Virginia  in  1960  was  different  from  what  has 
been  usually  found.  Throughout  the  United 
States  the  total  number  of  cases  was  lower 
yet  there  was  an  increase  in  the  paralytic 
rate.  In  this  fact  Virginia  followed  the  pat- 
tern prevailing  in  this  country. 

It  was  surprising  that  not  a case  of  polio 
was  reported  in  Virginia  during  the  first 
six  months  of  the  year.  In  July,  day  after 
day  went  by  without  a report  of  the  appear- 
ance of  poliomyelitis.  The  end  of  the  month 
came  and  it  was  believed  that  seven  months 
had  passed  without  a case.  This  dream  was 
dispelled  when,  on  August  2,  two  reports 
came  to  the  State  Department  of  Health; 
the  first  case  reported  had  its  onset  in  Dick- 
enson County  on  July  2 5,  and  the  second  case 
reported  had  developed  in  Mecklenburg 
County  on  July  9.  The  final  count  for  the 
year  showed  that  5 8 cases  had  been  reported 
through  December. 

The  usual  pattern  is  for  the  disease  to 
make  its  appearance  by  May,  to  rise  to  a peak 
in  August,  and  to  present  a secondary  peak 
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in  September.  The  above  figure  shows  that 
the  first  case  occurred  on  July  9;  that  the 
first  peak  was  reached  during  the  week  end- 
ing October  22;  and  that  a second  peak  was 


Figure  I shows  the  number  of  cases  of  Poliomyelitis  in 
Virginia  per  week  by  date  of  onset  for  the  last  27  weeks 
of  1960. 


noted  during  the  week  ending  November  5. 
In  each  instance  the  number  of  cases  reported 
during  these  peak  weeks  was  eight. 

In  this  table  we  see  some  significant  facts 
that  are  different  from  the  polio  picture  that 
we  formerly  recognized. 

The  first  is  that  the  number  of  cases  of 
paralytic  poliomyelitis  so  greatly  exceeds  the 


TABLE  1 

Number  of  Paralytic  and  Non-Paralytic  Cases  of  Polio  Reported  by  Age  Groups 


Paralytic 

Non-Paralytic 

Color  and 
Sex 

0-4 

5-9 

10-14 

15-19 

20-29 

30-39 

40-49 

Unk. 

T otal 

0-4 

5-9 

10-14 

Total 

Grand 

Total 

W-M 

4 

6 

5 

1* 

2 

1 

19 

2 

1 

3 

22 

W-F 

6 

2* 

i 

1 

10 

10 

C-M 

9 

5 

i* 

2 

2 

1* 

20 

1 

1 

21 

C-F 

3 

1 

4 

1 

1 

5 

Total 

22 

14 

7 

3 

3 

2 

1 

1 

53 

1 

3 

1 

5 

58 

*CM-7,  CM-49,  WM-19,  WF-6  died.  No  Salk  vaccine. 

Table  I shows  number  of  cases  by  color,  sex,  age  group  and  whether  paralytic  or  non-paralytic. 
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number  of  non-paralytic  cases.  This  may  be 
due  to  several  causes.  It  is  recognized  today 
that  viruses  other  than  the  polio  viruses  cause 
illnesses  that  resemble  polio  and  unless  it  can 
be  proved  that  the  disease-producing  agent 
is  one  of  the  polio  viruses,  in  the  absence  of 
paralysis,  physicians  are  loath  to  diagnose  the 
condition  as  poliomyelitis.  Even  when  pa- 
ralysis is  present,  it  is  wise  to  attempt  to  iso- 
late the  virus  for  identification  as  other 
viruses  can  cause  paralysis. 

The  second  fact,  one  that  has  been  noted 
for  the  past  few  years,  is  that  the  most  vul- 
nerable age  group  is  0-4  years;  formerly  it 
was  the  5-9  year  age  group.  This  may  have 
been  brought  about  by  the  widespread  vac- 
cination programs  that  have  been  set  up  in 
which  the  vaccine  has  been  carried  to  the 
schools.  It  is  a known  fact  that  the  groups 


are  less  well  immunized  than  the  white 
people. 

Poliomyelitis  was  reported  from  only  2 5 
of  the  98  counties  of  the  State  and  from 
only  6 of  the  cities.  There  were  no  epi- 
demics though  Rockingham  County,  where 
an  epidemic  occurred  in  195  8,  reported  7 
cases  and  the  City  of  Richmond  reported  7. 
In  Rockingham  County,  the  first  two  cases 
had  onset  in  September  and  the  third  in  the 
middle  of  October.  These  were  located  in 
the  northwestern  section  of  the  county.  The 
last  four  cases  were  in  the  Dayton-Bridge- 
water  area  and  their  onsets  were  in  Novem- 
ber. These  four  were  children  of  people  who 
for  some  reason  have  opposed  polio  immuni- 
zation. The  cases  in  Richmond  were  scat- 
tered from  August  3 to  November  17;  six 
of  the  seven  cases  were  in  Negroes. 


TABLE  II 

Salk  Vaccination  Status  of  Reported  Cases 


above  4 years  of  age  are  better  vaccinated 
than  infants  and  toddlers. 

A very  striking  fact  is  the  large  number  of 
colored  people  who  were  stricken.  Before 
the  era  of  Salk  vaccine,  poliomyelitis  was 
comparatively  rare  in  the  colored  popula- 
tion. In  1960,  forty-five  percent  of  the  cases 
and  two  of  the  four  deaths  occurred  in  Ne- 
groes. Surveys  made  in  1959  in  several  areas 
of  Virginia  showed  that  the  colored  citizens 
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The  above  table  shows  the  number  of 
doses  of  Salk  vaccine  which  had  been  re- 
ceived by  the  patients  reported  in  the  va- 
rious age  groups,  both  paralytic  and  non- 
paralytic. 

Thirty-four  of  the  5 8 cases  had  had  no 
Salk  vaccine  and  44  of  the  5 8 had  received 
fewer  than  the  three  doses  considered  to  be 
the  number  necessary  for  full  immunization. 
A booster  dose,  to  be  administered  one  year 
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after  the  immunization  series,  is  advised  and 
only  one  of  the  5 8 had  been  given  this  dose. 
The  vaccination  status  of  one  of  the  reported 
cases  is  unknown  at  this  time.  The  four 
deaths  recorded  occurred  in  persons  who  had 
received  no  Salk  vaccine. 

The  facts  shown  in  reviewing  the  polio- 
myelitis cases  reported  in  Virginia  in  1960 
emphasize  the  need  for  more  extensive  im- 
munization through  the  use  of  polio  vaccine. 
This  is  especially  true  for  the  age  group  0-4 
years  and  for  those  living  in  isolated  and  sub- 
standard areas.  Though  every  county  and 
city  in  the  State  has  pushed  the  adminis- 
tration of  Salk  vaccine,  there  are  still  many 
who  do  not  see  fit  to  heed  the  advice  given 
that  all  persons  40  years  of  age  and  under 
should  be  protected  with  the  vaccine.  Many 
adults  think  that  "it  can’t  happen  to  me” 
and  do  not  bother  to  be  immunized.  Many 
parents  are  not  assuming  their  responsibility 
to  protect  their  children.  What  could  be 
sadder  than  for  a child  to  be  crippled  or  to 


lose  his  life  because  an  indifferent  parent  has 
not  given  him  a chance  to  become  immu- 
nized against  a disease  for  which  there  is  a 
protecting  agent?  There  is  still  opportunity 
to  obtain  partial  immunization  before  the 
1961  polio  season  starts. 

It  has  been  announced,  and  the  announce- 
ment has  been  repeated,  that  oral  poliomye- 
litis vaccine  will  not  be  generally  available 
until  1962.  Delay  because  one  would  prefer 
to  ingest  vaccine  rather  than  have  it  "stuck 
in  with  a needle”  is  not  advised.  It  has  not 
been  established  under  what  conditions,  to 
what  groups,  or  just  how  the  oral  vaccine 
will  be  administered. 

The  less  chance  the  virus  has  to  establish 
itself  in  an  individual,  the  less  chance  it  has 
to  spread.  It  follows  that  the  more  people 
there  are  who  become  immunized,  the  less 
chance  the  virus  will  have  to  find  an  indi- 
vidual who  is  susceptible  and  in  whom  it  can 
grow  and  reproduce  itself.  By  being  vac- 
cinated you  help  others  as  well  as  yourself. 


Monthly  Report  of  Bureau  of  Communicable  Diseases 


Brucellosis 

Jan.,  1961 
0 

Jan.,  1960 
2 

Diphtheria 

2 

4 

Hepatitis  (Infectious) 

. _ 91 

85 

Measles 

1+29 

638 

Meningococcal  Infections 

6 

7 

Aseptic  Meningitis 

. __  1 

3 

Poliomyelitis 

_ 0 

0 

Rabies  (In  animals) 

19 

26 

Rocky  Mt.  Spotted  Fever 

2 

0 

Streptococcal  Infections 

_ _ 591 

863 

Tularemia 

2 

19 

Typhoid 

0 

1 
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Cancer  Trends 


A Matter  of  Natural  History 

The  natural  history  of  disease  represents 
an  ever  present  yardstick  against  which  the 
efficacy  of  therapy  can  be  measured.  No 
complete  history  of  cancer  in  human  beings 
is  known,  but  by  virtue  of  manifestation, 
several  neoplastic  processes  lend  themselves 
readily  to  such  retrospective  evaluation.  Ob- 
viously, time  of  onset  of  symptoms  with 
subsequent  proof  of  existence  of  the  neo- 
plasm constitutes  a reasonably  reliable,  but 
admittedly  incomplete  detailing  of  the  life 
span  of  a given  tumor.  We  have  done  this 
with  regard  to  bladder  carcinoma1  and 
Welch  and  Nathanson  have  documented  the 
life  expectancy  of  patients  with  malignan- 
cies arising  in  a variety  of  sites.2  a,b,c’3  Un- 
fortunately for  all  concerned,  cancer  does 
not  always  behave  the  way  we  think  or  feel 
it  should.  Obvious  disparity  of  survival 
between  cases  of  untreated  cancer  arising 
in  the  same  site  but  in  different  hosts  can 
be  recalled  by  clinicians  with  even  scant  ex- 
perience. Hence  it  becomes  obvious  that 
accurate  records  and  objective  techniques  in 
reporting  are  paramount  in  the  detailing  of 
the  history  of  untreated  neoplastic  disease. 
Otherwise,  the  efficacy  of  the  therapeutic 
efforts  may  never  be  appreciated. 

Of  the  many  malignancies  about  which 
little  is  known  regarding  the  natural  his- 
tory, prostatic  carcinoma  is  one  of  the  most 
common.  Even  though  over  twelve  thou- 
sand men  die  from  prostatic  carcinoma  in 
the  United  States  annually,  far  more  men 
over  the  age  of  fifty-five  die  with  the  dis- 
ease. Certain  it  is  that  in  over  fifteen  per 
cent  of  all  the  men  in  the  United  States  fifty 

Prout,  George  R.,  Jr.,  M.D.,  Associate  Professor 
and  Chairman  of  the  Division  of  Urology,  Depart- 
ment of  Surgery,  Medical  College  of  Virginia,  Rich- 
mond. 
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years  of  age  and  over  there  resides  at  least 
one  segment  of  prostatic  tissue  that  will 
satisfy  all  the  histologic  criteria  of  cancer.4 
At  present  no  reliable  means  of  detecting 
these  lesions  are  available  short  of  actual 
open  perineal  biopsy  for  there  are  no  clinical 
manifestations  of  the  disease.  Hudson  has 
conducted  a study,  biopsying  by  open  tech- 
nique the  prostates  of  men  in  whom  neo- 
plasm was  suspected/’  Thirteen  per  cent 
were  proven  to  have  histological  evidence 
of  cancer,  yet  no  urinary  or  systemic  symp- 
toms and  no  physical  findings  in  the  great 
majority  suggested  the  presence  of  this  area 
of  neoplasm.  Equally  as  certain  is  the  fact 
that  at  least  eight-five  per  cent  of  all  clin- 
ically manifest  carcinoma  of  the  prostate 
cannot  be  cured  by  any  means  when  the 
patient  is  first  seen  by  a urologist.  Some- 
where in  between  these  two  extremes  there 
lies  a period  during  which  the  tumor  is  man- 
ifest in  terms  of  an  incidentally  found  area 
of  stony  hard  induration  in  the  prostate 
that  has  not  extended  beyond  the  gland  lo- 
cally, nor  has  it  metastasized  to  distant  nodes 
or  bone.  Even  though  a precise  estimate 
cannot  be  made  as  to  the  length  of  time 
required  for  a given  tumor  to  progress  from 
a latent  cancer  to  a clinically  manifest  one, 
from  available  statistics  Hirst  and  Bergman 
have  calculated  that  it  takes  about  twenty 
years  for  this  alteration  in  biological  poten- 
tial to  occur/  Obviously,  the  inclusion  of 
treated  patients  with  histological  carcinoma 
that  is  biologically  inactive  in  terms  of  host 
compromise  with  a series  of  treated  patients 
with  clinically  manifest  cancer  will  mightily 
influence  the  result  of  the  treatment  in  terms 
of  five  year  survival.  Indeed,  it  might  be 
speculated  that  those  patients  with  latent 
carcinoma  survive  in  spite  of  the  therapy. 
Even  when  manifestation  is  in  the  form  of 
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a stony  hard  nodule,  we  are  in  something  of 
a moral  dilemma  regarding  therapy  because 
there  are  no  truly  reliable  statistics  concern- 
ing the  period  of  time  that  usually  elapses 
between  localized,  manifest  carcinoma  and 
locally  invasive  disease  which  indicate  in- 
operability. As  surgeons,  our  attitude  is  to 
remove  such  tumors  by  radical  perineal  or 
retropubic  prostatectomy,  but  at  present 
this  conviction  is  based  more  on  emotion 
than  logic. 

More  and  more  attention  is  being  directed 
to  the  result  of  no  therapy  in  incidentally 
found  latent  cancer  and  there  is  distinct 
evidence  that  such  individuals  survive  about 
as  well  as  the  actuarial  expectancy.'  The 
more  tissue  found  to  be  malignant,  the 
poorer  the  survival,  however,  even  though 
the  malignancy  was  unsuspected  when  re- 
moved/ Similar  results  were  obtained  when 
radical  perineal  prostatectomy  was  carried 
out  in  manifest  malignancy.0  The  more  lo- 
calized the  disease,  the  better  the  five  year 
survival. 

Only  after  more  time  has  elapsed  and 
most  particularly  only  after  careful  evalu- 
ation of  every  untreated  patient  known  to 
have  latent  carcinoma  will  we  be  in  a secure 
clinical  position  to  select  or  reject  patients 
for  definitive  extirpative  therapy.  Several 
major  questions  remain  unanswered  in  the 
natural,  untreated  history  of  prostatic  can- 
cer. Two  are  pressing:  after  what  length 
of  time  does  the  latent  cancer  become  man- 
ifest and  how  long  does  the  disease  remain 
manifest  before  metastases  occur?  Only 
when'  these  questions  are  answered  can  we 
proceed  with  certainty. 
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A Controlled  Study  of  After-Care 

Over  two  years  ago  Colorado,  Michigan, 
Pennsylvania,  Kentucky,  and  Virginia,  with 
technical  and  financial  assistance  from 
Smith,  Kline  and  French  Laboratories,  set  up 
a controlled  investigation  of  after-care  in 
State  mental  health  programs.  In  brief,  all 
patients  released  from  one  hospital  in  each 
state  (and  meeting  certain  diagnostic  re- 
quirements) were  randomly  assigned  to  one 
of  two  groups,  (1)  the  control  or  conven- 
tional procedure  group  and  (2)  the  after- 
care or  study  group.  In  other  words,  a ran- 
dom assignment  into  one  of  these  two  groups 
caused  certain  patients  when  released  to 
forge  for  themselves  whereas  certain  others 
were  assigned  to  a regular  program  of  fol- 
low-up visits  to  psychiatrists  and  social 
workers.  Patients  discharged  with  geriatric 
disorders,  mental  deficiency,  alcoholism,  or 
organic  brain  disease  were  excluded  from  this 
study.  Also,  those  patients  who  could  not 
be  safely  released  unless  to  report  to  a follow- 
up program  were  not  included.  Such  ex- 
cluded patients  were  seen  as  they  would  have 
been  otherwise,  but  had  no  direct  influence 
on  the  study. 

After  10  months  a team  of  skilled  social 
workers  visited  the  patients  who  had  not 
had  any  definitive  "after-care”  to  learn  their 
status.  This  group  was  then  compared  to 
the  "study  group”  who  had  been  regularly 
seen. 

If  satisfactory  adjustment  in  the  commu- 
nity was  reported,  the  trial  visit  was  consid- 
ered a success.  If  the  patients  had  been  re- 
turned to  the  hospital,  the  case  was  rated 
as  a failure. 

Funkhouser,  James,  M.D.,  Assistant  to  the  Com- 
missioner, Department  Mental  Hygiene  and  Hospitals, 
Richmond , Virginia. 

Approved  for  publication  by  Commissioner,  De- 
partment Mental  Hygiene  and  Hospitals. 

164 


JAMES  B.  FUNKHOUSER,  M.D. 

The  entire  study  consisted  of  1 16  patients, 
54  of  which  were  in  the  study  group  and 
62  who  were  in  the  control  group.  The  dis- 
tribution of  the  types  of  illness,  the  age 
groups  and  the  range  of  ages  were  approxi- 
mately the  same  in  the  two  groups  at  the 
end  of  the  study  period.  These  details  have 
been  reported  elsewhere.1 

It  was  not  possible  to  learn  (because  of 
inadequate  data)  how  many  patients  in  the 
control  group  took  drugs.  It  was  the  def- 
inite impression  of  social  workers  who  made 
the  survey  that  the  majority  of  the  control 
cases  did  not  take  drugs,  after  they  ran  out 
of  the  short  supply  furnished  to  them  at  the 
time  of  leaving  the  hospital.  Approximately 
85%  of  the  study  group  who  were  being 
regularly  seen  received  drugs.  Since  all  pa- 
tients in  both  groups  were  followed  until  the 
last  day  of  the  study,  it  was  possible  to  cal- 
culate the  actual  number  of  days  out  of  the 
hospital  for  both  groups,  as  well  as  a rehos- 
pitalization rate  for  both  groups.  These  data 
are  summarized  in  Table  I.  Since  a number 
of  patients  who  were  assigned  to  the  after- 
care group  did  not  keep  their  appointments 
and  did  not  participate,  they  were  excluded 
from  the  analysis. 

Table  I — Summary  of  Results2 


PARTICIPATING  STATES 


Criteria 

Colo. 

Ky. 

Mich. 

Penn. 

Composite 
Aver- 
Va.  age 

Control  Group 
No.  of  Patients 
Studied 

77 

55 

90 

38 

62 

Per  Cent 
Rehospitalized 

24.7 

21.8 

50.0 

26.3 

43.5 

35.1 

After-care  Group 
No.  of  Patients 
Studied 

64 

42 

71 

43 

54 

Per  Cent 
Rehospitalized 

17.2 

14.3 

11.3 

16.3 

14.8 

14.6 

Virginia  Medical  Monthly 


Considerable  dissimilarity,  both  geograph- 
ical and  organizational,  existed  in  the  after- 
care programs  of  the  various  states.  It  is 
surprising,  therefore,  that  the  results  of  the 
various  participating  states  are  so  similar, 
particularly  in  the  "after-care  group”.  The 
dissimilarities  in  the  control  group  as  seen  in 
the  table  above  show  a higher  percentage  of 
rehospitalization  in  Michigan  and  Virginia. 
Many  things  could  be  considered  to  explain 
this,  not  the  least  being  that  the  patients  who 
have  had  a not-too-unpleasant  hospital  stay 
are  more  willing  to  return  to  a hospital. 
Other  things  such  as  community  attitudes 


and  socio-economic  conditions  are  important 
factors.  A composite  average  of  3 5.1%  of 
returns  to  the  hospital  for  those  who  did  not 
have  after-care  coincides  very  closely  with 
the  national  rehospitalization  rate. 

It  is  obvious  that  the  relapse  rate  can  be 
sharply  reduced  by  an  after-care  program. 

References 
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Prevent  Kidney  Stones 


If  as  much  attention  were  paid  to  the  diet 
of  adults  as  it  is  to  children,  "tremendous 
strides”  could  be  made  in  preventing  kidney 
stones,  according  to  Dr.  Hans  H.  Zinsser, 
New  York  City. 

"Among  the  most  striking  changes  in 
pediatric  practice  over  the  past  30  years  has 
been  the  gradual  disappearance  in  the  United 
States  of  the  problem  [of  kidney  stones] 
. . . in  children,”  Dr.  Zinsser  said  in  the 
December  17th  Journal  of  the  American 
Medical  Association. 

"Increasing  attention  to  the  nutritional 
problems  of  children  is  the  only  common 
factor  to  which  this  progress  can  be  attrib- 
uted. It  seems  highly  likely,  if  similar  atten- 
tion is  paid  to  the  diet  of  adults  in  the  United 
States  and  to  children  in  the  rest  of  the 
world,  that  tremendous  strides  can  be  made 
in  the  prevention  and  eradication  of  the 
stone  problem.” 

Attention  should  be  directed  to  relative 
deficiencies  within  known  nutritional  in- 


takes rather  than  to  any  single  deficiency. 

"The  American  diet,  like  that  of  many 
other  countries,  is  higher  in  milk  products 
than  is  necessary  for  bone  maintenance  in 
adults.  Whereas  the  normal  individual  may 
tolerate  urinary  calcium  loads  of  several 
grams  a day,  it  is  unlikely  that  the  patient 
shown  to  have  a predilection  for  forming 
kidney  stones  can  do  the  same.” 

He  also  pointed  out  that  some  commonly 
used  antacid  preparations  are  high  in  calcium 
carbonate  content. 

The  origin  of  a number  of  calcium  stones 
has  been  traced  to  the  administration  of 
some  multiple  vitamin  preparations  creating 
an  excess  of  vitamin  D which  has  an  adverse 
effect  on  calcium  balance. 

Controlling  diet,  however,  cannot  elim- 
inate all  kidney  stones  since  some  are  caused 
by  infection. 

Dr.  Zinsser  is  associated  with  the  Depart- 
ment of  Urology,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons. 
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The  Cost  of  Medical  Care 

BENJAMIN  W.  RAWLES,  Jr.,  M.D. 

Richmond,  Virginia 

Today,  to  be  able  to  practice  the  art  and 
science  of  medicine  under  our  free-enter- 
prise system  and  with  no  concern  about  the 
cost  of  medical  care  would  be  an  ideal  situa- 
tion, one  which  all  physicians  undoubtedly 
would  welcome  most  gratefully.  But  the 
trends,  social  and  political,  of  the  past  several 
years  point  all  too  obviously  to  the  fact  that 
if  we  do  not  concern  ourselves  more  with  the 
economic  aspects  of  medicine,  the  public  in 
general  will  join  with  Labor  and  other 
groups  to  demand  that  governmental  con- 
trols and  regulations  supersede  free-enter- 
prise. It  may  already  be  too  late  to  prevent 
this.  Nonetheless,  with  the  hope  that  further 
restrictions  upon  individual  freedoms  might 
yet  be  forestalled,  and  with  the  knowledge 
that  bureaucratic  control  will  undoubtedly 
lower  the  quality  of  medical  care  while  ac- 
tually increasing  its  cost,  we  as  physicians 
now  must  make  sure  that  each  medical  dol- 
lar is  safeguarded  and  not  spent  unneces- 
sarily. 

The  dollar-wastage  of  unnecessary  hos- 
pitalization and  excessive  utilization  is  of 
growing  concern,  not  only  to  Blue  Cross  and 
the  private  indemnity  companies,  but  also 
to  the  public  in  general.  That  there  is  wast- 
age of  medical  dollars  here  in  Virginia  is 
evidenced  by  the  fact  that  the  Blue  Cross 
patients  in  this  State  have  an  average  length 
of  hospital  stay  greater  by  almost  a full  day 
than  the  average  of  all  Blue  Cross  patients 
across  the  nation.  Does  this  indicate  that  our 
patients  are  sicker  and,  therefore,  require 
longer  hospitalization,  or  does  it  indicate  a 
different  pattern  of  practice? 


Edited  by 

RICHARD  J.  ACKART,  M.D. 

In  an  effort  to  prevent  unnecessary  hos- 
pital admissions  and  also  to  curtail  unneces- 
sarily long  hospital  stays,  the  largest  of  our 
Blue  Cross  Plans  here  in  Virginia  has  had  to 
add  certain  contractual  controls.  Early  in 
1960  a $50  deductible  policy  was  instituted 
for  individuals  and  groups  not  experience 
rated.  Subsequently,  it  was  necessary  to  add 
a co-insurance  feature  in  an  effort  to  further 
reduce  the  utilization  rate.  Under  this  ar- 
rangement, a $12.00  a day  limit  is  provided 
for  the  cost  of  room  and  board.  This  means 
that  the  Plan-member  is  responsible,  on  the 
average,  for  an  additional  $3.00-$4.00  per 
day  for  the  cost  of  a bed  in  a two-unit  room. 
It  is  hoped  that  these  two  measures  will  re- 
duce the  utilization  rate  and  the  average 
stay,  but  it  is  too  early  to  tell  what  actual 
effect  these  changes  will  have. 

Some  physicians  argue  that  they  should 
not  have  to  police  hospital  admissions  or 
discharges.  However,  it  is  obvious  that  un- 
less we  make  it  our  concern,  we  will  find 
that  others  will  make  it  theirs.  In  any  event, 
a physician  should  welcome  the  opportunity 
of  self-analysis  of  his  medical  practice  pat- 
terns, to  the  end  that  the  quality  of  the  care 
rendered  to  his  patients  will  be  improved  and 
the  costs  kept  to  a minimum,  without  en- 
dangering the  medical  service  rendered  the 
individual. 

Except  in  the  admission  of  extreme  emer- 
gencies, the  physician  controls  a large  part 
of  the  cost  of  hospitalization.  Approxi- 
mately sixty  percent  of  hospital  costs  are 
under  the  direct  influence  of  the  attending 
physician.  At  first  reading,  this  might  be 
hard  to  believe.  But  we  must  remember 
that  it  is  the  physician  who  decides  whether 
hospitalization  is  necessary  for  the  best  inter- 
est of  the  patient,  and  subsequently  he  is 
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responsible  for  ordering  drugs,  laboratory 
procedures,  radiological  examinations,  phys- 
ical therapy,  electrocardiograms,  and  other 
special  examinations  and  treatments.  Fi- 
nally, the  decision  to  discharge  the  patient  is 
the  physician’s,  although  in  some  instances  it 
would  seem  that  the  exact  date  of  discharge 
is  dictated  by  the  patient  for  his  conven- 
ience. 

Why  should  utilization  of  hospital  facili- 
ties be  of  any  concern  to  us  as  physicians? 
If  the  individual  patient  were  paying  the  en- 
tire cost  of  hospitalization  from  his  own 
funds,  we  could  let  him  spend  his  money  as 
he  wishes.  However,  since  fifty-four  percent 
of  all  Virginians1  are  covered  either  by  Blue 
Cross  or  by  private  indemnity  insurance,  and 
the  annual  cost  to  these  many  people  is  de- 
termined by  utilization  experience,  it  has  to 
be  our  concern.  A continuing  increase  in 
the  cost  of  food,  supplies  and  labor,  over 
which  we  have  no  control,  is  going  to  bring 
about  progressive  increases  in  prepayment 
rates.  If,  to  this,  we  add  the  cost  of  unjusti- 
fied hospitalization,  the  voluntary  prepay- 
ment system  will  soon  price  itself  out  of  the 
market — to  be  replaced  by  an  even  more 
costly  and  less  efficient  government  program 
of  medical  care.  There  is  also  one  other  rea- 
son why  we  should  be  concerned.  If  patients 
are  unnecessarily  admitted,  beds  may  not  be 
available  at  all  times  for  acutely  ill  patients. 
In  other  words,  at  many  hospitals  bed-re - 

1. “Source  Book  of  Health  Insurance  Data — 1960” 
Health  Insurance  Institute. 


serves  are  almost  non-existent  because  the 
beds  are  occupied  by  patients  who  might 
just  as  well  be  treated  as  out-patients  or 
treated  at  home. 

If  we  truly  have  the  best  interests  of  the 
patient  at  heart  and  wish  to  maintain  for 
that  patient  and  ourselves  the  present  system 
of  the  practice  of  medicine,  how  can  we  jus- 
tify additional  days  of  hospitalization  for 
the  patient’s  personal  convenience?  How 
can  we  justify  the  admission  of  ambulatory 
patients  for  x-ray  examinations  or  for  phys- 
ical therapy?  How  can  we  justify  ordering 
questionable  drugs  or  diagnostic  procedures, 
just  because  the  patient  has  prepaid  coverage 
of  the  expenses  involved?  We  cannot. 

Delay  in  ordering  indicated  studies  for  the 
work-up  of  the  patient,  delay  in  requesting 
necessary  consultations,  ordering  expensive 
and  unnecessary  drugs,  failure  to  cancel  or- 
ders when  no  longer  needed — all  add  to  the 
cost  of  hospitalization  and  will  result  in  pri- 
vate indemnity  contracts  covering  a smaller 
percentage  of  that  cost  and  in  increases  of 
Blue  Cross  rates. 

We  do  not  want  anything  denied  our  pa- 
tients, regardless  of  cost,  that  might  be  neces- 
sary for  their  welfare  and  recovery,  but  we 
have  an  obligation  to  patients  and  to  our- 
selves periodically  to  analyze  the  pattern  of 
our  practice.  This  is  the  only  way  we  can 
maintain  the  free  choice  of  physician  system 
of  medical  practice. 

Will  we  accept  the  challenge? 
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Minutes  of  Council  Meeting 

A meeting  of  the  Council  of  The  Medical 
Society  of  Virginia  was  called  to  order  by 
Dr.  Guy  W.  Horsley,  President,  January  11, 
1961,  at  Society  Headquarters.  Attending 
were  Dr.  Horsley,  Dr.  Russell  Buxton,  Dr. 
Mallory  Andrews,  Dr.  Harry  J.  Warthen, 
Dr.  Paul  Hogg,  Dr.  K.  K.  Wallace,  Dr. 
Thomas  W.  Murrell,  Jr.,  Dr.  Fletcher  J. 
Wright,  Dr.  William  N.  Thompson,  Dr.  Al- 
exander McCausland,  Dr.  Dennis  P.  Mc- 
Carty, Dr.  James  G.  Willis,  Dr.  W.  Fredric 
Delp  and  Dr.  Richard  E.  Palmer.  Also  in 
attendance  were  Dr.  Harold  W.  Miller,  3rd 
Vice-President,  Dr.  Vincent  W.  Archer, 
Delegate  to  AMA,  Dr.  W.  Linwood  Ball, 
Delegate  to  AMA,  Dr.  Kinloch  Nelson, 
Vice-Speaker  of  the  House  of  Delegates,  Dr. 
Russell  M.  Cox,  Secretary-Treasurer  of  the 
Virginia  State  Board  of  Medical  Examiners, 
Dr.  Richard  Ackart,  Executive  Director  of 
Virginia  Medical  Service  Association,  and 
Mr.  John  B.  Duval,  attorney  for  the  Society. 

Dr.  Horsley  acquainted  Council  with  the 
problem  confronting  the  Virginia  Medical 
Service  Association  with  respect  to  payments 
being  made  for  services  performed  by  in- 
ternes and  residents.  It  was  pointed  out  that 
this  arrangement  only  applies  to  certain  de- 
partments at  the  University  of  Virginia,  and 
only  then  in  certain  instances.  Dr.  Ackart 
stated  that  the  present  Blue  Shield  contract 
excludes  payment  for  services  by  internes 
and  residents,  and  the  situation  at  the  Uni- 
versity must  be  considered  as  an  extra  con- 
tractual arrangement.  The  arrangement  was 
actually  set  up  to  take  care  of  a situation 
which  exists  only  at  teaching  hospitals. 

A motion  was  then  introduced  which 
would  recommend  to  the  Richmond  Blue 
Shield  Board  that  the  present  contract  be 
left  unchanged  and  that  it  be  policed  as 
worded.  The  motion  was  seconded. 

During  the  ensuing  discussion,  Council 


was  asked  how  a teaching  hospital  can  ac- 
complish its  purpose  should  the  present  pol- 
icy be  discontinued.  It  was  pointed  out  that 
in  Rochester  95%  of  the  population  are 
covered  by  Blue  Shield.  Dr.  Andrews  then 
requested  that  his  motion  be  withdrawn. 

A substitute  motion  to  change  the  word- 
ing of  the  physician’s  affidavit  on  the  claim 
form  was  lost  for  lack  of  a second.  Another 
substitute  motion  was  introduced  referring 
the  entire  question  to  the  Committee  on 
Medical  Service  for  further  study.  This  mo- 
tion was  also  lost  for  want  of  a second. 

Dr.  Horsley  then  ruled  that  Dr.  Andrews’ 
original  motion  could  not  be  withdrawn 
since  the  Councilor  who  had  seconded  it  did 
not  consent. 

It  was  agreed  to  amend  the  original  mo- 
tion to  read  as  follows: 

"It  is  moved  that  the  Council  of  The 
Medical  Society  of  Virginia  recommend 
to  the  Board  of  the  Virginia  Medical  Serv- 
ice Association  that  the  present  contract 
remain  unchanged  and  that  it  be  policed 
as  worded. 

It  is  further  moved  that,  regardless  of 
action  at  this  time,  the  question  be  re- 
ferred to  an  appropriate  committee  of  the 
Society  for  further  study.” 

The  motion  carried. 

Another  question  concerning  Blue  Shield 
payments  was  raised — this  one  having  to  do 
with  payments  to  practitioners  other  than 
M.D.’s.  It  was  brought  out  that  under  the 
new  government  employee  contracts,  pay- 
ments must  be  made  to  osteopaths,  podia- 
trists, etc.  Dr.  Wallace  then  reported  that 
a resolution  had  recently  been  adopted  by 
the  Norfolk  County  Medical  Society  oppos- 
ing payment  by  Blue  Shield  for  services 
performed  by  practitioners  other  than 
M.D.’s.  It  was  also  mentioned  that  the  Board 
of  the  Virginia  Medical  Service  Association 
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felt  the  same.  It  was  moved  and  adopted 
that  Council  support  the  Board’s  decision. 

Council  was  advised  that  a modification 
to  the  roof  of  the  Headquarters  building  was 
necessary  to  correct  a major  defect  which 
had  resulted  in  two  damaging  flood  condi- 
tions within  the  building.  There  was  some 
discussion  concerning  whether  or  not  the 
architect  and  contractor  might  be  respon- 
sible and  it  was  generally  agreed  that  the 
matter  should  be  referred  to  the  House  Com- 
mittee and  Mr.  Duval  for  such  action  as  they 
believe  necessary.  A motion  to  this  effect 
was  adopted. 

Council  was  then  advised  that  some  prog- 
ress had  been  made  toward  developing  a 
retirement  plan  for  physicians’  office  as- 
sistants. It  was  moved  that  the  matter  be 
referred  to  the  Insurance  Committee  for  its 
study  and  recommendation.  The  motion 
carried. 

Council  was  then  asked  whether  the  pres- 
ent method  of  reimbursing  the  Society’s  del- 
egates to  AMA  for  their  expenses  was  ade- 
quate. It  was  explained  that  delegates  are 
presently  paid  a $20.00  per  diem  in  addition 
to  the  cost  of  transportation.  Brought  out 
was  the  fact  that  costs  have  been  steadily 
mounting  and  in  many  cities,  the  $20.00  per 
diem  barely  pays  for  the  hotel  room.  It  was 
also  learned  that  delegates  sometimes  pay  as 
much  as  $12.50  for  dinners  which  are  ar- 
ranged especially  for  them. 

It  was  moved  that  all  reasonable  and  legi- 
timate expenses  incurred  by  the  delegates  be 
paid  by  the  Society.  Delegates  would  be  ex- 
pected to  submit  an  itemized  expense  ac- 
count. The  motion  was  adopted. 

Dr.  Horsley  explained  the  procedure  fol- 
lowed by  the  Governor’s  Commission  on  the 
Aging  in  recommending  delegates  to  the 
White  House  Conference.  He  reported  on 
a meeting  between  the  Executive  Secretary 
and  the  Commissioner  on  Aging  and  stated 
that  a better  understanding  between  the  So- 
ciety and  the  Commission  was  developing. 

The  President  then  called  attention  to  the 
fact  that  the  Society  has  no  definite  policy 


concerning  sick  leave  for  its  employees.  He 
also  stated  that  it  might  be  well  to  take  a new 
look  at  the  vacation  policy  which  currently 
exists.  Each  employee  is  now  granted  two 
weeks  each  year,  regardless  of  service.  Dr. 
Wright  called  attention  to  a recent  article 
in  Medical  Economics  dealing  with  these 
very  questions.  It  was  also  mentioned  that 
many  organizations  solve  the  sick  leave 
problems  through  the  medium  of  sickness 
and  accident  insurance.  It  was  then  moved 
that  the  question  of  sick  leave  and  vaca- 
tions be  referred  to  an  appropriate  commit- 
tee for  study  and  recommendations.  The 
motion  carried. 

Dr.  Horsley  then  raised  a question  con- 
cerning whether  the  Society  should  consider 
a Christmas  bonus  for  its  employees.  He 
explained  that  the  question  was  being  raised 
although  the  Executive  Secretary  had  hoped 
it  would  not  be  included  on  the  agenda.  It 
was  mentioned  that  industry  in  many  in- 
stances awarded  each  employee  one  week’s 
pay.  It  was  moved  that  the  question  be 
referred  to  the  Finance  Committee  for 
study.  The  motion  carried. 

Next  on  the  agenda  was  a request  from 
the  Virginia  "Food  Comes  First”  Commit- 
tee that  the  Society  again  make  a contri- 
bution in  order  that  two  teenagers  might  be 
sent  to  the  National  "Food  Comes  First” 
Conference  in  Chicago.  The  Society  had 
contributed  $50.00  last  year.  The  Virginia 
Committee  was  formed  by  the  Virginia 
Farm  Bureau  Federation,  one  of  the  Society’s 
strong  allies.  It  was  agreed  that  $50.00  should 
once  again  be  contributed. 

A question  was  raised  concerning  the  ad- 
visability of  having  the  various  specialty 
groups  appoint  delegates  to  represent  them 
at  the  Annual  Meeting.  Although  it  was 
learned  that  AMA  accepts  delegates  from 
the  various  sections,  it  was  believed  that  such 
a policy  would  serve  no  really  good  purpose 
at  the  State  level.  A motion  that  the  matter 
be  referred  to  an  appropriate  committee  for 
study  was  withdrawn. 

It  was  then  moved  that  the  present  pol- 
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icy  of  appointing  delegates  be  left  un- 
changed. The  motion  was  adopted.  It  was 
also  moved  that  the  names  of  any  observer 
delegates  appointed  by  specialty  groups  not 
be  published.  It  was  believed  that  this  might 
cause  some  misunderstanding  and  confusion. 
The  motion  carried. 

It  was  announced  that  a special  VALC 
Committee  would  meet  in  Richmond  on 
January  26  to  consider  the  question  of  milk 
sanitation  control.  It  was  recalled,  too,  that 
the  House  of  Delegates  had  adopted  a reso- 
lution in  October  approving  a tentative 
agreement  that  had  been  reached  between 
the  State  Commission  of  Health  and  the 
Commission  of  Agriculture.  The  agreement 
was  that  the  Department  of  Agriculture 
would  be  responsible  for  the  inspection  of 
milk  on  the  farm  and  all  the  way  to  the 
processing  plant.  The  Department  of  Health 
would  take  over  this  responsibility  at  the 
processing  plant  and  all  the  way  to  the  con- 
sumer. It  was  believed  that  the  Society 
should  be  represented  at  the  VALC  hearing, 
and  a motion  was  introduced  authorizing 
the  President  to  appoint  a representative. 
The  motion  carried. 

A letter  from  the  President  of  the  Norfolk 
County  Medical  Society  inviting  The  Med- 
ical Society  of  Virginia  to  hold  its  1964 
Annual  Meeting  in  Norfolk  was  read.  It 
was  moved  that  the  Society  accept  the  in- 
vitation and  that  available  dates  be  obtained 
as  soon  as  possible.  The  motion  was  adopted 
unanimously. 

Council  was  informed  that  the  American 
Medical  Association  was  considering  the  ad- 
visability of  establishing  a National  Political 
Action  Committee.  After  considerable  dis- 
cussion, it  was  agreed  that  while  there  were 
certain  valid  objections,  Council  should  not 
turn  its  back  completely  on  such  an  idea. 
It  was  recognized  that  the  time  might  well 
be  near  when  such  a committee  might  be- 
come necessary.  It  was  also  thought  that 
perhaps  a mild  protest  should  be  made  con- 
cerning the  proposed  name  of  the  commit- 
tee. It  was  thought  that  the  word  "Advi- 


sory” should  be  substituted  for  the  word 
"Action”. 

A motion  approving  in  principle  the  for- 
mation of  a National  Political  Advisory 
Committee  was  then  adopted. 

Dr.  Russell  Cox,  Secretary  of  the  State 
Board  of  Medical  Examiners,  was  invited  to 
advise  Council  of  any  matters  he  believed 
should  be  brought  to  its  attention.  Dr.  Cox 
reported  that  the  Board  appears  to  be  well 
on  its  way  to  solving  the  problem  of  foreign 
graduates  as  far  as  licensure  is  concerned. 
He  also  reported  that  it  might  be  necessary 
for  the  Board  to  request  an  increase  in  the 
annual  registration  fee.  Additional  income 
is  necessary  if  the  Board  is  to  properly  carry 
out  its  responsibilities.  The  present  fee  is 
$1.00  and  the  increase  might  possibly  be  to 
$3.00.  Dr.  Cox  also  stated  that  some  thought 
is  being  given  to  proposing  certain  changes 
which  will  make  the  Medical  Practice  Act 
a more  effective  vehicle.  It  is  believed  that 
many  things  in  the  Act  should  be  deleted 
and,  instead,  included  in  the  By-Laws  of  the 
Board. 

Dr.  Ball  then  advised  Council  that  the 
Virginia  delegation  to  AMA  had  introduced 
the  resolution  on  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  directed  by  the 
House  of  Delegates  last  October.  He  stated 
that  the  problems  set  forth  in  the  resolution 
had  been  covered  in  a special  report  of  the 
AMA  Board  of  Trustees.  This  special  re- 
port was  adopted  by  the  AMA  House  of 
Delegates  during  the  Interim  Session  in 
Washington. 

Council  was  briefed  on  the  very  fine 
Health  Careers  Recruitment  Program  being 
carried  on  by  the  Virginia  Council  on  Health 
and  Medical  Care  and  an  endorsement  of 
the  program  was  requested.  The  following 
resolution  was  then  adopted:  "RESOLVED 
that  The  Medical  Society  of  Virginia  endorse 
the  excellent  Health  Careers  Recruitment 
Program  being  carried  on  under  the  direc- 
tion of  the  Virginia  Council  on  Health  and 
Medical  Care,  and  that  all  component  med- 
ical societies  and  individual  members  coop- 
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erate  with  the  Council  in  order  to  assure  the 
success  of  the  program.” 

Considered  next  was  the  advisability  of 
arranging  another  luncheon  meeting  with 
Virginia’s  Congressional  representatives. 
Everyone  agreed  that  the  meeting  last  year 
was  one  of  the  most  worthwhile  things  ever 
attempted.  It  was  moved  that  arrangements 
for  such  a meeting  be  left  entirely  to  Dr. 
Archer,  Chairman  of  the  Committee  on  Na- 
tional Legislation.  The  motion  was  adopted. 

The  Executive  Secretary  was  then  di- 
rected to  arrange  with  AMA  for  copies  of 
the  "Legislative  Roundup”  to  be  sent  each 
member  of  Council. 

A letter  from  the  National  Foundation 
requesting  the  Society  to  submit  nomination 
for  the  Foundation’s  Award  Committee  was 
read  by  Dr.  Horsley.  It  was  moved  that  the 
President  be  authorized  to  submit  three 
names  for  the  Foundation’s  consideration. 
The  motion  carried. 

Dr.  Horsley  reported  that  a Cancer  Co- 
ordinating Committee  has  recently  been 
formed  in  Virginia  and  that,  in  his  opinion, 


the  Society’s  representative  should  be  the 
Chairman  of  its  own  Cancer  Committee.  It 
was  then  moved  and  passed  that  the  Presi- 
dent be  authorized  to  appoint  a representa- 
tive to  the  Coordinating  Committee. 

Dr.  Palmer  stated  that  the  operation  of 
emergency  rooms  in  some  hospitals  would 
undoubtedly  be  affected  by  the  AMA  deci- 
sion on  foreign  graduates  who  have  not 
passed  the  ECFMG  examination.  The  ques- 
tion was  raised  as  to  whether  the  hiring  of 
physicians  to  actually  operate  emergency 
rooms  and  care  for  indigent  patients  might 
be  the  solution.  It  was  reported  that  there 
are  several  hospitals,  thought  to  be  in  Texas 
and  Colorado,  which  have  physicians  on  a 
retainer  basis.  It  was  decided  to  refer  this 
question  to  the  Committee  on  Medical  Serv- 
ice. 

There  being  no  further  business,  the  meet- 
ing was  adjourned. 

Robert  I.  Howard,  Secretary 

Approved: 

Guy  W.  Horsley,  M.D.,  President 


Forced  Retirement  Declining 


Compulsory  retirement  of  employees  at 
age  65  is  on  the  decline,  according  to  the 
December  31st  Journal  of  the  American 
Medical  Association. 

"In  recent  years  some  companies,  as  well 
as  the  public,  seem  to  favor  a more  liberal 
retirement  policy,”  a Journal  editorial  said. 
"One  .reason  for  the  change  in  public  opin- 
ion is  that  more  employees  are  in  good  health 
at  65  today  than  a generation  ago  and  con- 
tinue to  use  their  experience  and  skill  to  the 
benefit  of  their  employers  as  well  as  to  them- 
selves. 

"The  American  Medical  Association  Com- 
mittee on  Aging  asked  labor  and  industry 
to  re-evaluate  their  support  of  arbitrary  re- 
tirement systems,  and  a sizeable  number  of 
firms  did  liberalize  their  retirement  pro- 
grams.” 


The  editorial  quoted  a statement  by  for- 
mer A.M.A.  President  Louis  Orr,  Orlando, 
Fla.,  which  said: 

"There  is  no  scientific  rhyme  or  reason  for 
selecting  65  as  the  magic  number  separating 
the  productive  from  the  non-productive,  the 
healthy  from  the  unhealthy.  Physicians  have 
no  convenient  rule  of  thumb  definition  for 
old  age.  . . . 

"In  America,  our  attitude  toward  the 
aging  has  undoubtedly  contributed  to  the 
steadily  increasing  number  of  persons  65- 
and-over  in  mental  hospitals.  In  Japan,  a 
society  which  traditionally  assigns  positive 
assets  and  values  to  aging,  mental  illness  ac- 
tually decreases  with  age.  . . . 

"The  dangers  of  compulsory  retirement 
are  clear  and  urgent.” 
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Womans  Auxiliary 


President Mrs.  F.  Clyde  Bedsaul,  Floyd 

President-Elect Mrs.  William  F.  Grigg,  Jr.,  Richmond 

Vice-Presidents Mrs.  Robert  Keeling,  South  Hill 

Mrs.  Theodore  McCord,  Fairfax 
Mrs.  Byron  Eberly,  Portsmouth 


Recording  Secretary _ Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 
Corresponding  Secretary  Mrs.  J.  Glenn  Cox,  Hillsville 

Treasurer Mrs.  James  M.  Moss,  Alexandria 

Publications  Chairman  Mrs.  Custis  L.  Coleman,  Richmond 

Directors Mrs.  Walter  A.  Porter,  Hillsville 

Mrs.  Charles  A.  Easley,  Jr.,  Danville 
Mrs.  John  R.  St.  George,  Portsmouth 

Annual  Meeting. 

The  Thirty-Eighth  Annual  Meeting  of 
the  Woman’s  Auxiliary  to  The  Medical  So- 
ciety of  Virginia  convened  in  the  Sun  Parlor 
of  the  Cavalier  Hotel  on  Tuesday,  October 
11,  1960,  at  9:00  A.M.,  with  Mrs.  Walter 
Porter,  President,  presiding. 

Mrs.  Hawes  Campbell,  Convention  Chap- 
lain, gave  the  invocation. 

The  Pledge  of  Loyalty  to  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion was  read  in  unison. 

Mrs.  Porter  introduced  Dr.  Guy  Horsley, 
President  of  The  Medical  Society  of  Virginia, 
who  gave  a brief  address  emphasizing  the 
importance  of  the  Auxiliary  members  as 
public  relation  agents. 

Mrs.  Porter  recognized  Mrs.  Joseph  T. 
McFadden,  President  of  the  Norfolk  County 
Auxiliary,  who  gave  the  Address  of  Wel- 
come. 

Mrs.  Robert  L.  Norment,  President  of  the 
Auxiliary  to  the  Arlington  Medical  Society, 
gave  the  Response  to  the  Welcome. 

Mrs.  Robert  Keeling,  Recording  Secre- 
tary, called  the  roll  with  thirty-eight  mem- 
bers responding.  The  minutes  of  the  Thirty- 
Seventh  Annual  Convention  were  read  and 
accepted  as  approved  by  the  reading  com- 
mittee. 

Mrs.  Porter  presented  as  Honored  Guests, 
Mrs.  William  Mackersie,  President  of  the 
Woman’s  Auxiliary  to  the  American  Med- 


ical Association,  and  Mrs.  John  M.  Chenault, 
President  of  the  Woman’s  Auxiliary  to  the 
Southern  Medical  Association.  Mrs.  Porter 
also  recognized  Mrs.  Kalford  W.  Howard  as 
President-Elect  of  Southern. 

Mrs.  H.  H.  Braxton  conducted  an  "In 
Memoriam”  service  for  the  following  de- 
ceased members: 

Mrs.  Ralph  S.  Faris 
Mrs.  Claude  Marshall  Lee 
Mrs.  P.  E.  Lilly 
Mrs.  J.  Walker  Jackson 
Mrs.  Aubrey  L.  Shelton 

Mrs.  James  Moss,  Treasurer,  gave  her  re- 
port as  follows:  balance  in  treasury,  $2,- 
8 80.62.  This  report  was  accepted  and  filed 
for  audit. 

There  being  no  unfinished  business,  the 
program  proceeded  with  the  introduction  of 
new  business. 

Mrs.  F.  Clyde  Bedsaul  presented  the 
Rockingham  Auxiliary  with  five  dollars  as 
an  award  for  first  place  in  the  scrap  book 
contest.  Mrs.  Walter  Porter  presented  the 
Portsmouth  Auxiliary  with  five  dollars  as 
an  award  for  first  place  in  the  Exhibit  con- 
test. She  also  presented  the  Newport  News 
Auxiliary  with  the  A.  M.  E.  F.  Certificate  of 
Achievement. 

The  following  recommendations  from  the 
Board  were  read  by  the  Secretary  who  moved 
their  adoption: 

That  the  proposed  budget  for  1960-61 
be  accepted  as  read. 

That  the  by-laws  be  revised  for  the  next 
year. 

These  recommendations  were  adopted  as 
read. 

Mrs.  Walter  Porter  read  her  Annual  Re- 
port to  the  Convention. 

Mrs.  F.  Clyde  Bedsaul  gave  a report  of 
Delegates  to  the  Woman’s  Auxiliary  to  the 
American  Medical  Association. 
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Mrs.  Porter  recognized  Mrs.  C.  C.  Hat- 
field, who  stressed  the  importance  of  sub- 
scribing to  the  Bulletin.  Southwestern  Aux- 
iliary was  awarded  five  dollars  for  having 
the  largest  increase  in  Bulletin  subscriptions 
in  the  past  year. 

In  the  absence  of  Mrs.  E.  Lynwood  Bagby, 
Mrs.  Charles  Easley  gave  the  report  of  the 
nominating  committee  as  follows: 

President:  Mrs.  F.  Clyde  Bedsaul 

President-Elect:  Mrs.  William  Grigg 

1st  Vice  President:  Mrs.  Robert  Keeling 

2nd  Vice  President:  Mrs.  Theodore  Mc- 
Cord 

3rd  Vice  President:  Mrs.  Byron  T.  Eberly 

Recording  Secretary:  Mrs.  A.  B.  Gravatt 

Treasurer:  Mrs.  James  M.  Moss 

There  being  no  further  nominations,  a 
motion  was  made  that  nominations  be  closed. 
Motion  carried.  The  slate  was  voted  on  as 
a whole  and  elected  by  unanimous  vote. 

Mrs.  Porter  introduced  Mrs.  William  Mac- 
kersie  who  addressed  the  Convention  on  the 
theme  for  her  term  of  office  "Preserve  and 
Enhance  the  Heritage  of  American  Medi- 
cine”. She  emphasized  the  importance  of 
voting,  of  being  informed  of  the  policies  of 
A.M.A.  and  extension  of  the  Health  Career 
activities. 

Mrs.  Porter  then  introduced  Mrs.  John  M. 
Chenault,  who  spoke  on  the  history  of 
Southern  and  its  aims. 

Mrs.  C.  M.  McCoy,  Credentials  Chairman, 
gave  her  report  as  follows:  two  hundred 

sixty-six  members  registered. 

Mrs.'  Hawes  Campbell,  in  the  absence  of 
Mrs.  Wyndham  B.  Blanton,  Jr.,  read  the 
Courtesy  Resolutions.  She  moved  their  adop- 
tion. Motion  carried. 

There  being  no  further  business,  the  meet- 
ing was  declared  adjourned  to  reconvene  for 
the  Inaugural  Luncheon. 

Luncheon: 

The  Luncheon  Meeting  was  called  to  order 
by  the  President,  Mrs.  Walter  Porter.  Mrs. 
Hawes  Campbell  gave  the  Invocation. 

Mrs.  Porter  presented  Honored  Guests. 


Mrs.  William  Mackersie  installed  the  Officers 
of  the  Woman’s  Auxiliary  to  The  Medical 
Society  of  Virginia  for  1960-61. 

Mrs.  Porter  presented  the  President’s  Pin 
and  Gavel  to  the  newly  elected  president, 
Mrs.  F.  Clyde  Bedsaul.  Mrs.  Charles  Easley 
presented  the  past-president’s  pin  to  Mrs. 
Walter  Porter,  retiring  president. 

Mrs.  F.  Clyde  Bedsaul  gave  her  Inaugural 
Remarks. 

Convention  Chairman,  Mrs.  Mallory  S. 
Andrews,  gave  a few  announcements  per- 
tinent to  her  office  and  thanked  her  commit- 
tee. 

Mrs.  Bedsaul  declared  the  Thirty-Eighth 
Annual  Meeting  of  the  Woman’s  Auxiliary 
to  The  Medical  Society  of  Virginia  ad- 
journed. 

Dorothy  Keeling,  Secretary 
(Mrs.  Robert  D.) 

Scrapbook. 

Is  your  Auxiliary  represented  in  the  State 
Scrapbook?  We  do  want  to  know  what  you 
are  doing. 

All  Auxiliary  Historians  are  asked  to  send 
dated  pictures,  articles  and  programs  to  the 
State  Historian,  Mrs.  Byron  T.  Eberly,  301 
Park  Road,  Portsmouth. 

Alexandria. 

This  Auxiliary  started  the  year  off  with  a 
bang  preparing  for  their  money-raising 
event  in  October.  In  fact,  by  the  September 
meeting,  the  ground  work  had  already  been 
completed  for  the  benefit  performance  of 
"The  Tinder  Box”,  put  on  by  the  Suzari 
Marionettes  of  New  York.  As  a result  of  an 
excellent  job  of  organizing  and  a great  deal 
of  hard  work  put  forth  by  Mrs.  John  Rans- 
meier,  chairman  of  Ways  and  Means,  her 
co-chairmen,  Mrs.  Christopher  J.  Murphy 
and  Mrs.  William  Weaver,  the  benefit 
proved  a huge  success  and  $1000.00  was 
netted  from  the  two  performances.  All  ex- 
penses were  covered  by  soliciting  ads  for  the 
program,  on  which  project  Mrs.  Titus  did 
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yeoman  service.  The  newspapers  gave  excel- 
lent coverage,  with  several  eye-catching  pic- 
tures appearing  before  the  performance. 

In  November,  the  Auxiliary  presented  to 
the  Alexandria  Hospital  a check  of  $2,000 
which  completed  their  pledge  of  $6,000  to 
the  Building  Fund. 

Our  bridge  marathon,  which  consists  of 
several  bridge  groups — now  with  more  non- 
medical than  medical  participants — in  the 
Alexandria  area  is  in  its  fourth  year  and  has 
prove  a successful  annual  fund  raising  proj- 
ect. 

Social  service  projects  include  a scholar- 
ship to  a student  nurse  at  the  Alexandria 
Hospital  School  of  Nursing,  a mistogen  unit 
donated  to  the  Welfare  Clinic  for  a nine 
year  old  boy  with  cystic  fibrosis,  and  our 
Shoe  Center,  which,  according  to  the  wel- 
fare agencies,  serves  a great  need.  A survey 
is  now  under  way  to  determine  the  feasibility 
of  expanding  our  services  and  spending  some 
of  our  funds  for  shoes. 

On  November  19th,  a dinner  dance  was 
held  jointly  with  the  Arlington  Auxiliary. 
A fashion  show  featuring  both  male  and 
female  apparel  was  included.  The  affair  was 
a huge  success  and  we  hope  it  will  become  an 
annual  undertaking. 

The  officers  for  1960-61  are:  President, 
Mrs.  Robert  Anderson;  president-elect,  Mrs. 
James  Moss;  treasurer,  Mrs.  William  Perry; 
corresponding  secretary,  Mrs.  James  D. 
Mills;  recording  secretary,  Mrs.  Roy  Gillin- 


son;  parliamentarian,  Mrs.  John  D.  Hoyle; 
historian,  Mrs.  Christopher  J.  Murphy;  im- 
mediate past  president,  Mrs.  Walter  Bren- 
nan. 

We  have  taken  in  four  members  this  fall, 
which  brings  our  roster  to  sixty-seven. 

Jean  C.  Murphy 
(Mrs.  Christopher  J.) 

Northaiiiptoii-Accomack. 

This  Auxiliary  met  on  January  10th  at  the 
home  of  Mrs.  John  Rogers  Mapp,  Nassa- 
wadox.  Twenty-one  members  were  present. 
Plans  were  made  for  the  Doctors’  Day  party 
to  be  held  on  April  8 th. 

The  visit  of  the  State  President  and  Presi- 
dent-Elect on  March  21st  and  the  luncheon 
at  that  time  were  announced. 

Committee  reports  were  given.  Mrs.  John 
R.  Hamilton  gave  the  treasurer’s  report 
which  included  contributions  to  various 
funds,  including  Crippled  Children. 

Catherine  R.  Trower 
(Mrs.  E.  Holland) 

Northern  Neck. 

The  fall  meeting  of  the  Woman’s  Aux- 
iliary to  the  Northern  Neck  Medical  Asso- 
ciation was  held  at  Tide’s  Inn,  Irvington,  on 
October  27th.  The  president,  Mrs.  M.  B. 
Lamberth,  Jr.,  presided.  The  program  topic 
was  Safety  on  the  Farm  and  in  the  Home. 
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Editorial . . . 


The  Amidon  Plan 

TF  YOU  TEACH  CHILDREN  directly  and  in  a highly  organized  way, 

they  will  learn  better  and  faster.  The  most  important  job  of  the 
schools  is  to  teach  for  intelligent  behavior.  To  do  this  the  curriculum  is 
organized  by  basic  subject  fields.  It  is  selective,  because  only  the  most 
essential  skills  and  knowledges  can  adequately  be  taught  in  the  school  day. 
It  is  specific,  so  that  teachers,  pupils,  and  citizens  will  be  informed  as  to 
what  is  to  be  taught.  The  curriculum  is  demanding  at  every  stage  of  pupil 
development.  It  should  stretch  the  mind,  create  new  interests,  and  en- 
noble aspiration. 

The  curriculum  is  built  on  the  premise  that  the  main  purpose  of  or- 
ganized education  is  to  cultivate  the  basic  subjects  as  the  building  blocks 
of  intelligent  behavior. 

Reading:  This  is  silent  reading  for  knowledge,  ideas,  inspiration,  and 
recreation.  This  is  also  for  the  kind  of  oral  communication  that  is 
achieved  by  reading  aloud  to  others.  It  includes  the  memorization  of 
selected  poetry. 

Pupils  study  words,  their  characteristics,  the  way  they  work  together 
to  produce  meaning  as  the  main  instrumentality  for  learning.  Reading 
instruction  begins  with  study  of  the  alphabet,  phonics,  and  syllabication. 
The  purpose  of  instruction  in  reading  is  to  know  the  word,  and  learn 
how  to  know  new  words  independently.  This  method  combines  seeing 
and  sounding. 

Instruction  in  the  techniques  of  reading  includes  directed  teaching  in 
interpretation;  identification  of  key  words,  topic  sentences,  supportive 
detail,  summarizing  sentences;  use  of  paragraph  headings,  tables  of  con- 
tent, summaries;  reading  practice  in  maps,  charts,  tables. 

Writing:  Pupils  are  expected  to  write  extensively  for  a variety  of  pur- 
poses. This  includes  recreative  writing  as  well  as  the  writing  of  reports, 
letters,  etc.  Composition  improves  and  refines  thinking,  and  becomes 
a means  of  self-expression,  thus  contributing  to  self-realization. 

Much  written  expression  is  required  from  the  earliest  grades.  While 
accuracy  and  facility  of  expression  are  desired,  the  main  purpose  is  to  train 
in  the  logic  of  thought. 

Spelling:  This  is  scheduled  for  regular  lessons,  in  addition  to  instruction 
incidental  to  writing. 
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Grammar : This  is  scheduled  formally  at  the  fourth  grade.  This  in- 
cludes the  parts  of  speech  and  the  various  grammatical  forms  most  com- 
monly needed  for  clarity  of  thought  and  accuracy  of  expression  and 
interpretation. 

Formal  study  of  grammar,  with  simple  diagramming,  begins  in  the 
fourth  grade.  The  purpose  is  to  teach  that  sentences  follow  recognizable 
structure  patterns  to  convey  meaning.  Improvement  in  usage  is  sought 
in  speech  and  writing  in  all  grades  and  subjects  by  means  of  direct  in- 
struction for  this  purpose.  Drills  are  used  when  the  center  of  attention 
is  on  grammar  and  usage. 

Mathematics:  Valued  as  a means  of  developing  mental  discipline  as 
well  as  for  its  own  utility,  this  subject  is  regularly  taught  and  incidentally 
used  as  a means  of  interpreting,  evaluating  and  describing  events.  Many 
concepts  in  algebra  and  geometry  are  consciously  taught  in  the  primary 
grades. 

United  States  History:  As  a scheduled  subject,  United  States  History  is 
taught  in  chronological  order  in  the  fifth  grade,  and  in  relation  to  special 
events  in  other  grades.  The  purpose  is  to  understand  in  depth  the  sig- 
nificance of  the  present  and  to  develop  appreciation  of  the  privileges 
and  responsibilities  of  citizenship  in  a free  society. 

Geography:  The  study  of  place  geography  is  scheduled  systematically 
first  at  the  fourth  grade,  with  the  United  States  as  the  beginning  point. 
World  Geography  with  political  and  economic  phases  is  scheduled  for  the 
sixth  grade.  Incidental  instruction  occurs  throughout  the  elementary 
grades,  with  maps  and  globes  to  be  available  at  all  times. 

Health  and  Physical  Education:  On  definite  schedule,  these  subjects 
have  special  and  identifiable  values.  Free  play  is  neither  physical  educa- 
tion nor  health  education.  Directed  experiences  to  develop  the  body  are 
described  and  provided. 

Method  of  Teaching:  The  teacher  teaches  what  is  to  be  learned.  The 
pupil  studies,  practices,  and  knows  what  is  to  be  learned.  The  pupil  is 
tested  on  what  he  has  learned.  The  teacher  reteaches  as  needed. 

Interest  and  motivation  are  used  to  inspire  learning.  They  do  not, 
however,  control  the  teaching  processes.  They  are  as  often  the  product  of 
successful  teaching  as  they  are  the  means  of  it.  Teaching  engages  the 
attention  of  the  whole  class  as  often  as  possible.  Small  groups  are  used 
chiefly  to  meet  special  individual  needs. 

Connections  between  subject  and  experience,  and  subject  and  subject 
are  shown  by  the  teacher.  For  example,  the  study  of  a poem  may  require 
word  analysis,  or  some  elements  of  history,  or  science,  or  geography.  Such 
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connections  are  not  left  to  chance  discovery  by  the  pupils,  but  are  in- 
troduced by  skillful  teaching  or  are  directly  pointed  out  by  the  teacher. 

Class  Management:  Seating  is  orderly.  Movement  in  the  class  is  ac- 
cording to  predetermined  rules.  Self-directed  pupil  activity  is  not  ac- 
ceptable unless  prepared  for  and  under  adult  control.  Loose,  disjointed 
pupil  activity  is  questionable  as  a part  of  any  school-supervised  program 
in  the  classroom,  corridor,  assembly  room,  lunchroom,  or  playground. 

The  Ultimate  Purpose:  The  school  uses  every  available  resource  to  see 
to  it  that  each  child  has  some  one  who  cares  about  what  happens  to  him 
in  school  and  out  of  school;  knows  the  meaning  of  success  and  failure, 
the  happiness  of  strenuous  effort  applied  to  difficult  but  generally  man- 
ageable tasks,  and  the  respect  which  he  can  win  for  himself  by  his  own 
effort. 

The  desired  end  product  is  not  a spoon-fed,  protected  individual  but  a 
self-disciplined  personality  interested  in  continuing  his  education,  capable 
of  intelligent  decision-making  in  every  aspect  of  living,  and,  most  im- 
portantly, governed  in  all  actions  by  the  highest  moral  principles. 


All  this  makes  good  sense  to  you  and  me,  doesn’t  it?  It  is  difficult, 
indeed,  to  conceive  of  how  public  school  education  could  have  ever  been 
anything  else.  The  truth  is,  however,  that  each  of  the  foregoing  sentences 
has  been  lifted  bodily  ( with  some  change  of  tense,  and  deletion  of  other 
material  for  the  sake  of  brevity ) from  a publication  issued  by  and  obtain- 
able from  the  Office  of  the  Superintendent  of  Schools  of  the  District  of 
Columbia,  entitled  THE  AMIDON  PLAN.  As  its  subtitle  indicates,  it  is 
a summary  of  philosophical  and  practical  suggestions  for  the  organization 
of  the  Amid  on  School,  an  experimental  elementary  school  in  the  District 
of  Columbia  that  ivill  emphasize  a return  to  fundamentals.  This  plan, 
which  makes  simple  common  sense  to  a liberally  educated  adult,  allegedly 
has  been  met  with  an  attitude  ranging  from  "wait  and  see”  to  frank 
rejection  in  certain  quarters  of  professional  education.  The  very  fact  that 
such  a plan  ever  had  a raison  d’etre  should  concern  us,  educated  adults 
and  parents  alike.  Superintendent  Hansen,  the  author  of  the  Plan,  de- 
serves the  unsparing  support  of  us  all. 

Christian  V.  Cimmino,  M.D. 

Member,  National  Education  Association. 
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Society  Activities 


Fredericksburg  Medical  Society. 

This  society  re-elected  its  officers  for  1961 
as  follows:  President,  Dr.  Lloyd  F.  Moss; 
vice-president,  Dr.  William  D.  Liddle;  and 
secretary-treasurer,  Dr.  James  E.  Grimes. 

Northampton  County  Medical  Society. 

At  the  meeting  of  this  Society  on  Decem- 
ber 20th,  the  following  officers  for  1961 
were  elected:  Dr.  William  S.  Burton,  presi- 
dent; Dr.  W.  Carey  Henderson,  vice-presi- 
dent; Dr.  Cecil  Sinclair,  secretary;  Dr.  John 
R.  Hamilton,  Member  of  Board  of  Censors. 

Arlington  County  Medical  Society 

Officers  for  this  Society  for  1961  are: 
President,  Dr.  Michael  A.  Puzak;  president- 
elect, Dr.  J.  R.  B.  Hutchinson;  vice-presi- 
dent, Dr.  Howard  O.  Mott;  secretary,  Dr. 
Robert  B.  Neu;  treasurer,  Dr.  Joseph  O. 
Romness;  and  member-at-large,  Dr.  Robert 
L.  Norment. 

The  Mid-Tidewater  Medical  Society 

Held  its  quarterly  meeting  at  West  Point 
on  January  24th.  Dr.  Sterling  Ransone, 
Mathews,  was  installed  as  president. 

Plans  for  a Poison  Center  adapted  to  the 
needs  of  the  large  rural  territory  were  dis- 
cussed and  a permanent  committee  was  ap- 
pointed to  study  the  matter  and  bring  in 
further  recommendations. 

The  scientific  program  consisted  of  discus- 
sion by  Dr.  W.  T.  Thompson,  Professor  of 
Medicine,  and  Dr.  Robert  Senescu,  Profes- 
sor of  Psychiatry,  Medical  College  of  Vir- 
ginia, on  the  importance  of  genetics  and 
environment  on  functional  diseases  of  the 
mind  and  body. 

Dr.  Guy  Horsley,  President  of  The  Med- 
ical Society  of  Virginia,  discussed  the  im- 
portance of  physicians  expressing  their  views 
on  legislative  programs  concerning  medicine 
before  the  Congress. 


The  next  meeting  of  the  Society  will  be 
held  at  Gloucester  on  April  2 5 th. 

Williamsburg-James  City  Medical  Society. 

Dr.  R.  E.  DeBord  has  been  installed  as 
president  of  this  Society,  succeeding  Dr. 
Herman  Bailey,  Yorktown.  Other  officers 
are  Dr.  B.  I.  Bell,  Jr.,  vice-president;  Dr. 
G.  J.  Oliver,  Jr.,  secretary;  Dr.  F.  L.  Fer- 
nandez, treasurer. 

New  committee  chairmen  are:  Dr.  Allen 
W.  Lane,  draft  committee;  Dr.  George  J. 
Chohany,  entertainment;  Dr.  John  Fletcher, 
grievance;  Dr.  G.  H.  Van  Driem,  nomina- 
tions; Dr.  Oliver,  hospital;  Dr.  Kurt 
Schmidt,  membership;  Dr.  Bailey,  program; 
and  Dr.  U.  G.  Bradenham,  community 
council. 

Richmond  Academy  of  General  Practice. 

Dr.  William  C.  Gill,  Jr.,  was  named  presi- 
dent-elect of  the  Academy  at  its  meeting  in 
December.  Dr.  George  G.  Ritchie,  Jr.,  will 
succeed  Dr.  Wayne  C.  Campbell  to  the  pres- 
idency. Other  officers  are  Dr.  Fleming  W. 
Gill,  vice  president;  Dr.  Leroy  S.  McDaniel, 
secretary;  Dr.  Irvin  Rifkin,  treasurer;  and 
Drs.  Levi  W.  Hulley  and  Frederick  H.  Sav- 
age, directors. 

Virginia  Radiological  Society. 

At  the  annual  meeting  held  on  October 
11th,  Dr.  John  Mapp,  Nassawadox,  was 
elected  president  and  Dr.  Powell  Dillard, 
Lynchburg,  secretary. 

Virginia  Society  for  Pathology. 

At  the  recent  meeting  of  this  Society,  Dr. 
Geoffrey  T.  Mann,  Richmond,  was  elected 
president;  Dr.  James  Gale,  Roanoke,  presi- 
dent-elect; and  Dr.  George  J.  Carroll,  Suf- 
folk, secretary-treasurer. 

Virginia  Obstetrical  and  Gynecological 
Society. 

In  the  report  of  the  annual  meeting  of 
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this  Society  in  the  December  issue  of  the 
Monthly,  there  was  an  error  in  the  listing 
of  officers.  The  following  are  the  correct 
ones:  President,  Dr.  Harrison  Picot,  Alex- 
andria; president-elect,  Dr.  William  N. 
Thornton,  Charlottesville;  vice-president, 
Dr.  A.  Tyree  Finch,  Farmville;  and  secre- 
tary-treasurer, Dr.  Brock  D.  Jones,  Jr.,  Nor- 
folk. 

Virginia  Society  of  Ophthalmology  ami 

Otolaryngology. 

In  the  January  issue  of  the  Monthly,  it 
was  announced  that  the  annual  meeting  of 
this  Society  would  be  held  at  the  Golden 
Triangle,  Norfolk,  May  3-5.  It  should  have 
been  stated  that  this  is  the  1962  meeting  of 
the  Society.  The  1961  Clinical  Session  and 
Annual  Meeting  will  be  held  at  the  Hotel 
Roanoke,  Roanoke,  May  4,  5 and  6. 

Psychosomatic  Medicine. 

The  annual  meeting  of  the  American  So- 
ciety of  Psychosomatic  Dentistry  and  Medi- 
cine will  be  held  at  the  Shoreham  Hotel, 
Washington,  D.  C.,  March  10-12.  The  main 
theme  of  the  program  will  be  Anxiety,  its 
recognition  and  handling  in  the  clinical  set- 
ting of  general  practice.  Round  table  discus- 
sions will  be  held  on  the  Utilization  of  Hyp- 
nosis in  the  Various  Specialties  of  General 
Practice. 

All  dentists  and  physicians  are  invited  to 
attend.  For  a detailed  program,  contact  Dr. 
Jesse  Caden,  5213  Connecticut  Avenue,  N. 
W.,  Washington  15,  D.  C. 

Medical  and  Cliirurgical  Faculty. 

The  Annual  Meeting  of  the  Medical  and 
Chirurgical  Faculty  of  the  State  of  Maryland 
will  be  held  April  26-28. 

On  the  26th  there  will  be  a panel  discus- 
sion on  Viral  Infections  of  the  Respiratory 
Tract,  with  Dr.  W.  S.  Jordan,  Jr.,  Univer- 
sity of  Virginia;  Dr.  R.  H.  Parrott,  Chil- 
dren’s Hospital  of  the  District  of  Columbia; 
and  Dr.  H.  M.  Rose,  Columbia  University, 


as  participants.  A medicolegal  symposium 
on  Malpractice  Actions  Against  Doctors  will 
be  held  that  evening. 

On  Thursday,  there  will  be  a panel  dis- 
cussion on  Management  of  Congestive  Heart 
Failure  and  a round  table  luncheon.  Dr. 
Perry  S.  MacNeal,  Pennsylvania  Hospital, 
will  speak  on  Stay  Alive,  and  Dr.  Merrill  A. 
Bender,  Roswell  Memorial  Institute,  Buf- 
falo, on  Use  of  Radioisotopes  in  Medical 
Diagnosis. 

On  Friday,  Dr.  Allen  C.  Barnes,  The 
Johns  Hopkins  University,  will  speak  on  En- 
docrine Therapy  for  Gynecologic  Disorders, 
and  there  will  be  a panel  discussion  on  The 
Public  Image  of  Medicine. 

All  physicians,  residents,  medical  students 
are  invited  to  attend  these  sessions.  A copy 
of  the  detailed  program  may  be  obtained 
from  the  Faculty  at  1211  Cathedral  Street, 
Baltimore  1,  Maryland. 

International  Academy  of  Proctology'. 

The  Thirteenth  Annual  Convention  of 
the  Academy  will  be  held  in  Chicago,  April 
8-13,  1961. 

An  unusual  seminar  on  practical  technics 
for  office  and  hospital  is  being  planned. 
There  will  be  special  emphasis  on  anal  and 
rectal  panel  presentations.  Eminent  speakers 
from  all  parts  of  the  country  and  abroad 
will  present  interesting  papers  and  motion 
picture  demonstrations  of  their  techniques. 

All  physicians  and  their  wives  are  cordially 
invited  to  attend  these  sessions  and  may  ob- 
tain a full  program  from  the  International 
Academy  of  Proctology,  147-41  Sanford 
Avenue,  Flushing  5 5,  New  York. 

American  College  of  Gastroenterology. 

The  Southern  Regional  meeting  of  the 
College  will  be  held  in  Houston,  Texas, 
March  19th. 

Members  of  the  medical  profession  are 
cordially  invited  to  attend  and  may  obtain 
a program  from  the  Secretary,  33  West  60th 
Street,  New  York  23. 
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News  Notes 
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New  Members 

Since  the  list  published  in  the  February 
issue,  the  following  new  members  have  been 
received  into  The  Medical  Society  of  Vir- 
ginia: 

Nicholas  Badin,  M.D.,  Norfolk 
Jose  San  Juan  Benedicto,  M.D., 

Falls  Church 

George  Nick  Cavros,  M.D.,  Norfolk 
Donald  Edwin  Chambers,  M.D.,  Norfolk 
Ffarold  Lee  Chandler,  Jr.,  M.D.,  Norfolk 
Charles  Barrie  Cook,  M.D.,  Norfolk 
Donald  Wesley  Drew,  M.D.,  Norfolk 
James  Henry  Dwyer,  M.D.,  Richmond 
Charles  William  Foulke,  M.D.,  Arlington 
Gunter  Ernst  Hahn,  M.D.,  Manassas 
Robert  L.  Hargrave,  M.D.,  Vienna 
William  Blaine  Kingree,  M.D., 
Woodbridge 

John  Alfriend  Mapp,  M.D., 

Virginia  Beach 

Wylie  Charles  Mason,  M.D.,  Barboursville 
Francis  Michael  Mastrota,  M.D., 

Falls  Church 

Jack  Burean  McGolrick,  M.D., 
Kecoughtan 

Albert  Moniz,  M.D.,  Falls  Church 
John  Oliver  Nestor,  M.D.,  Arlington 
Sergio  Vincent  Proserpi,  M.D.,  Annandale 
Robert  Hammond  Reed,  M.D., 
Woodbridge 

Frederick  Daniel  Robinson,  M.D., 
Hampton 

Lilburn  Trigg  Talley,  M.D.,  Richmond 

The  Virginia  Board  of  Medical  Examin- 
ers 

Sent  its  president,  secretary  and  one  other 
member  to  the  meeting  of  the  Federated 
Boards  of  Medical  Examiners  at  the  Palmer 
House  in  Chicago,  February  4-7.  This  meet- 
ing was  well  attended  by  Board  members 
from  every  state  and  matters  of  importance 
came  up  for  discussion. 
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The  Board  of  Medical  Examiners  appeals 
to  the  doctors  throughout  the  State  for  help 
in  furnishing  information  as  to  deaths  of 
doctors  in  the  State.  All  of  these  do  not 
get  published  in  the  Virginia  Medical 
Monthly.  The  Board,  not  knowing  that  cer- 
tain doctors  are  deceased,  frequently  have 
to  subject  the  doctor’s  widow  to  repeated 
requests  for  the  doctor’s  annual  registration. 
It  would  be  a great  help  to  the  Board  if  each 
medical  society  in  the  State  would  appoint 
a member  whose  duty  would  be  to  inform 
the  Board  of  the  death  of  any  doctor  in  his 
community. 

Clinical  Lectureship  Series. 

The  first  of  the  Norfolk  County  Medical 
Society  Clinical  Lectureship  Series  were  held 
on  January  17th  and  February  21st.  The 
following  are  future  dates  and  subjects: 

March  21st — Dr.  Robert  W.  Buxton,  Pro- 
fessor of  Surgery,  University  of  Maryland, 
School  of  Medicine — Nutrition  and  Heart 
Disease. 

April  18th — Dr.  A.  C.  Corcoran,  Director 
Department  of  Clinical  Investigation,  St. 
Vincent  Charity  Hospital,  Cleveland,  Ohio 
— Hypertension. 

May  16th — Dr.  Robert  A.  Senescu,  Pro- 
fessor of  Psychiatry,  Medical  College  of  Vir- 
ginia— Guilt. 

These  lectures  are  held  at  8:00  P.M.  at  the 
Norfolk  Public  Health  Auditorium.  Teach- 
ing rounds  are  held  at  8:00  A.M.  and  4:00 
P.M.,  alternating  between  the  Norfolk  Gen- 
eral and  DePaul  Hospitals.  Each  lecture  is 
approved  Category  I,  1 hour  credit,  Virginia 
Academy  of  General  Practice. 

Hospital  Staff  Appointments. 

The  medical  staff  of  Memorial  Hospital, 
Lynchburg,  elected  Dr.  W.  D.  Richards, 
Monroe,  president  of  its  executive  commit- 
tee. Other  new  officers  are  Dr.  Clarence 
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Keefer,  vice-president,  and  Dr.  Kenneth 
Cooper,  secretary. 

Dr.  Edward  C.  Paarfus,  Stuart,  has  been 
elected  chief  of  staff  of  the  Stokes-Reynolds 
Memorial  Hospital  at  Danbury,  N.  C. 

The  Leigh  Memorial  Hospital,  Norfolk, 
elected  Dr.  G.  H.  M.  Rector  as  1961  presi- 
dent, succeeding  Dr.  John  A.  Cocke.  Other 
officers  are  Dr.  R.  J.  Faulconer,  vice-presi- 
dent, and  Dr.  R.  W.  Alfriend,  secretary- 
treasurer.  Chiefs  of  the  various  hospital  serv- 
ices are:  Dr.  Charles  W.  Anderson,  medi- 
cine; Dr.  J.  W.  Creef,  general  practice;  Dr. 
William  B.  Wiley,  surgery;  and  Dr.  M.  H. 
Bland,  obstetrics  and  gynecology. 

Dr.  John  E.  Roberts  is  the  new  president 
of  the  Alexandria  Hospital  Medical  Staff, 
succeeding  Dr.  George  Speck.  Dr.  James  D. 
Mills  is  the  new  president-elect  and  Dr.  Si- 
mon Paluch  secretary-treasurer.  Drs.  John 
O’Conner  and  John  Zearfoos  were  named  to 
the  medical  staff’s  executive  committee  for 
two  years,  and  Dr.  Adrian  J.  Delaney  was 
named  to  the  hospital’s  Joint  Conference 
Committee  for  a three-year  term. 

The  Bureau  of  Narcotics 

Has  requested  that  the  following  infor- 
mation be  passed  on  to  all  practicing  phy- 
sicians: 

The  drug  Dihydrocod einone  should  not  be 
confused  with  Dihydrocodcwc,  certain  prep- 
arations of  which  may  still  be  sold  as  exempts 
under  the  new  regulations.  Dihydroco- 
d einone,  otherwise  known  as  Hydrocodone, 
has  been  distributed  under  the  trade  names 
Dicodid,  Hycodan,  Mercodinone,  etc.  Prep- 
arations containing  any  of  these  are  no  long- 
er exempt.  Dihydrocodeine,  otherwise 
known  as  Drocode,  and  sold  under  the  names 
Didrate,  Rapacodin,  Paracodin,  Parzone, 
etc.,  is  an  entirely  different  drug. 

Dr.  Edward  E.  Haddock, 

Richmond,  has  been  elected  illustrious 
potentate  of  Acca  Temple,  Ancient  Arabic 
Order  of  the  Nobles  of  the  Mystic  Shrine. 
The  retiring  potentate  is  Dr.  William  C. 
Brann,  South  Boston. 


Waynesboro  Hospital  Staff. 

Dr.  C.  M.  Caulkins  has  been  elected  presi- 
dent of  the  Medical  Staff  of  the  Waynesboro 
Community  Hospital.  Other  new  staff  offi- 
cers are  Dr.  J.  Powell  Anderson,  vice-presi- 
dent; Dr.  Thomas  L.  Gorsuch,  secretary;  Dr. 
David  J.  Crawford,  treasurer;  and  Drs.  B.  K. 
Weems  and  Beverly  Loesch,  members  of  the 
Executive  Committee. 

Fredericksburg  Hospital  Staff. 

Members  of  the  medical  staff  of  the  Mary 
Washington  Hospital  recently  elected  are: 
President,  Dr.  Joseph  C.  MacKnight;  vice- 
president,  Dr.  T.  Stacy  Lloyd,  Jr.;  and  sec- 
retary-treasurer, Dr.  William  D.  Liddle. 

Dr.  Robert  M.  Campbell 

Has  been  elected  chairman  of  the  Ports- 
mouth Chapter  of  the  American  Red  Cross. 

Annual  Clinical  Conference. 

The  Louise  Obici  Memorial  Hospital,  Suf- 
folk, will  hold  its  Annual  Clinical  Conference 
on  March  8th.  The  subject  for  discussion 
is  Endocrinology,  and  the  following  speak- 
ers form  the  panel:  Dr.  H.  St.  George  Tuck- 
er, Medical  College  of  Virginia — Disturb- 
ances in  Adrenocortical  Function;  Dr.  John 
Canary,  Georgetown  University — Parathy- 
roid; Dr.  Henry  Diamond,  Memorial  Hos- 
pital for  Cancer,  New  York — Hormonal 
Therapy  of  Cancer;  Dr.  Sam  Asper,  Johns 
Hopkins  University — Recent  Advancements 
in  the  Treatment  of  Hyperthyroidism;  and 
Dr.  William  Barfield,  Medical  College  of 
Georgia — Clinical  Application  of  the  New 
Progestins.  The  dinner  speaker  will  be  Dr. 
Thomas  Peery,  George  Washington  Univer- 
sity, his  subject  being  Training  the  Doctors 
of  Tomorrow. 

Westbrook  Sanatorium 

The  Board  of  Directors  of  Westbrook 
Sanatorium,  Richmond,  announces  the  re- 
tirement, effective  January  1,  1961,  of  Dr. 
Paul  V.  Anderson.  Dr.  Rex  Blankinship  suc- 
ceeds Dr.  Anderson  as  president  of  the  san- 
atorium. 
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Dr.  John  R.  Saunders  is  medical  direc- 
tor, succeeding  Dr.  Rex  Blankinship;  and 
Dr.  T.  F.  Coates,  Jr.,  is  assistant  medical  di- 
rector. Dr.  J.  K.  Hall,  Jr.,  was  elected  to 
the  Board  of  Directors. 


The  Board  of  Directors  and  staff  of  West- 
brook Sanatorium  will  soon  issue  invitations 
for  the  celebration  of  the  fiftieth  anniversary 
of  the  founding  of  Westbrook  Sanatorium 
in  1911.  As  a part  of  the  celebration  the 
sanatorium  will  be  host  to  the  Neuropsychia- 
tric Society  of  Virginia,  a District  Branch 
of  the  American  Psychiatric  Association,  on 
April  15  at  2 p.m.  The  guest  speakers  will 
be  Dr.  Robert  H.  Felix,  president  of  the 
American  Psychiatric  Association;  Dr.  Fran- 
cis J.  Braceland,  psychiatrist  in  chief,  the 
Institute  of  Living,  Hartford,  Connecticut, 
and  past  president  of  the  American  Psychia- 
tric Association;  and  Dr.  Mathew  Ross, 
medical  director  of  the  American  Psychiatric 
Association.  Also  appearing  on  the  program 
will  be  Dr.  Guy  W.  Horsley,  president  of 
The  Medical  Society  of  Virginia,  and  Dr. 
Edwin  L.  Kendig,  Jr.,  president  of  the  Rich- 
mond Academy  of  Medicine. 

Norfolk  Medical  Tower. 

The  $2.8  million  cooperatively  owned 
Norfolk  Medical  Tower  was  formally 
opened  on  January  14th.  The  completed 
building  is  occupied  by  94  physicians,  sur- 
geons and  dentists.  Under  the  same  roof  are 
also  located  clinical  and  pathological  lab- 
oratories, complete  radiological  facilities,  a 
pharmacy,  optician,  orthoptist,  telephone 
answering  service,  secretarial  service,  restau- 
rant, bank  and  other  related  services  for  the 
convenience  of  visitors.  The  comprehensive 
medical  research  libraries  of  the  Norfolk 
County  Medical  Society  and  the  Virginia 
Tidewater  Dental  Society  and  their  offices 
have  space  on  the  10th  floor. 

The  omnidirectional  steel  and  glass  tower 
has  a square  floor  plan  with  a central  core 
for  elevators  and  mechanical  services.  There 
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are  three  high-speed  self-service  elevators, 
with  a capacity  of  1900  persons  per  hour. 
The  air-conditioning  system  has  106  indi- 
vidual thermostat  controls  in  the  interior  of- 
fices and  in  addition  is  equipped  with  the 
newest-type  "Solar  Sensor”  zone  controls 
which  monitor  the  position  and  temperature 
of  the  sun  on  the  faces  of  the  building  and 
can  cool  or  heat  each  face  independently  as 
required.  The  heating  plant  is  located  on  the 
roof,  thus  eliminating  the  need  for  a base- 
ment. 

Postgraduate  Day  Program. 

The  Roanoke  Memorial  Hospital  Twelfth 
Annual  Postgraduate  Day  Program  will  be 
held  on  March  16th.  At  the  morning  ses- 
sion, there  will  be  a Clinical  Conference  on 
Peripheral  Vascular  Disease  with  Case  Pre- 
sentations. In  the  afternoon,  there  will  be  a 
Clinical  Conference  with  Dr.  Eugene  Stead, 
Durham,  N.  C.,  as  clinician,  and  Dr.  Benja- 
min Castleman,  Boston,  pathologist.  Dr. 
Stead  will  discuss  Genetics  in  Clinical  Medi- 
cine and  Dr.  Castleman  Polyps  of  the  Stom- 
ach and  Intestines:  Evidence  Against  Malig- 
nant Transformation.  Dr.  Robert  Linton, 
Boston,  will  discuss  Surgical  Reconstruction 
of  the  Arteries.  In  the  evening,  there  will  be 
a social  hour  and  dinner  and  an  address  by 
Dr.  Ivan  Bennett,  Indianapolis,  his  subject 
being  Mind  Drugs:  Whence  and  Whither. 

Evening  Medical  Lecture  Series. 

The  following  are  future  programs  for 
the  Evening  Medical  Lecture  Series  of  the 
University  of  Virginia  Medical  School: 

March  20th — Dr.  Arthur  Purdy  Stout, 
College  of  Physicians  and  Surgeons,  Colum- 
bia University,  New  York — The  Effect  of 
Cigarette  Smoking  on  the  Bronchial  Mucosa. 

March  27th — Dr.  Joseph  Larner,  School 
of  Medicine,  Western  Reserve  University, 
Chicago — Glycogen  Metabolism  and  the 
Glycogen  Storage  Diseases. 

April  17th — Dr.  Walter  B.  Shelley,  School 
of  Medicine,  University  of  Pennsylvania — 

Virginia  Medical  Monthly 


Experimental  Studies  on  the  Nature  of  Itch- 
ing. (D.  C.  Smith  Memorial  Lectureship) . 

April  24th — Dr.  Alfred  R.  Shands,  Jr., 
Medical  Director,  Alfred  I.  DuPont  Institute 
of  the  Nemours  Foundation,  Wilmington — 
Congenital  Malformations  of  the  Musculo- 
skeletal System,  Their  Incidence  and  Treat- 
ment. (Staige  D.  Blackford  Memorial  Lec- 
tureship) . 

All  lectures  are  held  at  8:00  P.M.  in  the 
medical  school  auditorium. 

College  to  Assist  Cuban  Members. 

At  the  meeting  of  the  Board  of  Regents 
of  the  American  College  of  Chest  Physicians 
held  recently,  a resolution  was  adopted  to 


Obituaries 

Dr.  Holeombe  McGavock  Robertson, 

Former  medical  director  of  the  United 
States  Public  Health  Service,  died  at  his  home 
in  Warrenton  on  January  15  th.  He  was 
eighty-six  years  of  age  and  received  his  medi- 
cal degree  from  the  University  of  Virginia 
in  1900.  Dr.  Robertson  retired  in  1938  after 
serving  the  Public  Health  Service  for  thirty- 
six  years.  He  was  assigned  to  the  Virginia 
Department  of  Health  in  1922  to  1924  to 
assist  in  establishing  new  health  programs  for 
the  State. 

Dr.  Robertson  had  been  a member  of 
The  Medical  Society  of  Virginia  for  sixty 
years.1 

Dr.  Dewey  Lynwood  Fleshman, 

Pence  Springs,  West  Virginia,  died  Janu- 
ary 1st,  at  the  age  of  sixty-one.  He  received 
his  medical  degree  from  the  University  of 
Maryland  in  1922.  Dr.  Fleshman  practiced 
in  Bassett  for  about  thirty  years,  before  re- 
tiring to  his  farm  at  Pence  Springs. 

Dr.  Fleshman  had  been  a member  of  The 
Medical  Society  of  Virginia  for  thirty  years. 

His  wife  and  a daughter  survive  him. 


establish  a relief  fund  for  Cuban  members 
of  the  College  who  have  been  exiled  tem- 
porarily from  their  country.  The  Board 
voted  to  contribute  $5,000  to  launch  the 
fund  and  contributions  are  being  solicited 
from  College  members  and  others  who  are 
interested. 

Wanted 

Obstetrician-Gynecologist  associate,  group 
practice.  Two-man  obstetrical-gynecologi- 
cal service.  Southwest  Virginia.  Very  pro- 
gressive financial  scale.  Boards  not  required. 
Write  #10,  care  Virginia  Medical  Monthly, 
4205  Dover  Road,  Richmond  21,  Virginia. 
( Adv .) 


Dr.  George  Baskerville  Zelmier, 

Retired  dean  of  the  extension  division  of 
the  University  of  Virginia,  died  January 
13  th.  He  had  been  attending  a meeting  of 
the  White  House  Conference  on  Aging  in 
Washington. 

Dr.  Zehmer  had  worked  closely  with  The 
Medical  Society  of  Virginia  in  its  post-grad- 
uate medical  education  programs  held  some 
years  ago  and  was  always  available  to  give 
advice  and  help  in  any  work  of  the  Society. 

Dr.  Williams. 

At  a special  meeting  of  the  Petersburg  Medical 
Faculty,  which  was  held  on  January  5,  1961,  to  ex- 
press tribute  to  the  memory  of  their  late  colleague. 
Dr.  John  M.  Williams,  the  following  resolutions  were 
read  and  unanimously  adopted: 

God  in  His  infinite  wisdom  has  removed  from 
our  midst  a true  friend  and  loyal  colleague,  who  faith- 
fully served  in  this  community  for  more  than  5 5 
years. 

Dr.  John  M.  Williams  was  an  outstanding  doctor 
of  the  old  school  and  was  probably  the  first  Peters- 
burg physician  who  practiced  internal  medicine  in  the 
way  in  which  we  know  it  today.  He  was  a man  of 
exceptional  ability,  charming  personality,  and  a loyal 
member  of  the  Petersburg  Medical  Faculty.  He  was 
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an  active  member  of  the  Fourth  District  Medical  Si- 
ciety,  The  Medical  Society  of  Virginia,  and  the 
American  Medical  Association. 

Therefore  be  it  resolved  that  in  the  death  of  Dr. 
John  M.  Williams  the  profession  in  Petersburg  has  lost 
a valued  associate  and  the  community  an  esteemed 
citizen  and  physician. 

Be  if  further  resolved  that  these  resolutions  be 
spread  on  the  minutes  of  the  Faculty  and  that  copies 
be  sent  to  the  family  and  to  the  Virginia  Medical 
Monthly  for  publication. 

Dr.  Spessard. 

With  deep  regret  we  record  the  passing  of  our  es- 
teemed member  and  beloved  friend,  Dr.  Thomas  Na- 
thaniel Spessard,  who  died  on  December  14,  1960,  at 
the  age  of  fifty-seven.  He  was  born  in  Newcastle, 
received  his  early  schooling  in  Richmond,  and  at- 
tended Hampden-Sydney  College.  He  graduated  in 
1927  from  the  Medical  College  of  Virginia. 

After  a general  internship  he  entered  general  prac- 
tice and  then  began  the  specialty  of  neurology  and 
psychiatry  through  study  at  the  Neurological  Insti- 
tute in  New  York  from  1929  to  1931.  From  1931- 
1938,  he  practiced  in  Roanoke  and  at  the  end  of  this 
time  came  to  Norfolk,  where  for  a time  he  shared 
offices  with  the  late  Dr.  Frank  H.  Redwood  in  the 
practice  of  neurology  and  psychiatry.  During  the 
years  1940  to  1946,  he  served  in  the  armed  forces  and 
became  a captain  in  the  Medical  Corps  of  the  U.S. 
Naval  Reserve.  He  then  returned  to  Norfolk  and 
resumed  private  practice  in  which  he  remained  active 
until  his  final  illness. 

In  July  1931  he  married  Catherine  Mary  Hagar. 
He  is  survived  by  his  widow,  two  daughters,  a broth- 
er, and  seven  grandchildren.  He  was  a Fellow  of  the 
American  College  of  Physicians  and  the  Southern 
Psychiatric  Association.  He  was  a member  of  the 
American  Medical  Association,  American  Psychiatric 
Association,  The  Medical  Society  of  Virginia,  The 
Neuropsychiatric  Society  of  Virginia,  the  Seaboard 
Medical  Association,  the  Norfolk  County  Medical  So- 
ciety, and  other  organizations.  He  was  a member  of 
the  First  Presbyterian  Church  of  Norfolk.  Dr.  Spes- 
sard was  an  able  physician,  respected  by  his  fellows 
and  loved  by  his  friends  and  patients. 


Therefore,  be  it  resolved  by  the  Norfolk  County 
Medical  Society,  on  this  third  day  of  January  1961, 
that  we  express  our  sorrow  at  the  loss  of  our  devoted 
friend  and  colleague  and  our  sincere  and  heartfelt 
sympathy  to  his  family.  And,  that  this  memorial 
be  made  a part  of  the  permanent  records  of  this 
Society  and  that  a copy  be  sent  to  his  family  and  to 
The  Medical  Society  of  Virginia  for  publication. 

Walter  P.  Adams,  M.D. 

Frederick  G.  Woodson,  M.D., 

Cow  mittee. 

Dr.  Langston. 

The  death  of  Dr.  Henry  J.  Langston  of  Danville 
on  October  26,  1960,  at  the  age  of  72  years,  marked 
the  end  of  his  thirty-eight  year  career  as  a skillful 
and  dedicated  physician.  His  passing  is  mourned  by 
his  colleagues  in  the  Danville-Pittsylvania  Academy 
of  Medicine  and  by  a host  of  appreciative  patients. 

Dr.  Langston  was  born  in  Winterville,  Pitt  County, 
North  Carolina.  He  was  a graduate  of  Wake  Forest 
College;  he  received  his  medical  degree  from  the  Med- 
ical College  of  Virginia  in  1921.  He  was  a member 
of  the  American  Medical  Association,  the  Tri-State 
Medical  Society,  the  American  Medical  Editors  and 
Authors  Association,  the  Piedmont  Medical  Society, 
The  Medical  Society  of  Virginia,  the  Southern  Medical 
Association,  and  the  World  Medical  Society.  Dr. 
Langston  was  a member  of  the  First  Baptist  Church 
and  the  Danville  Lion’s  Club.  He  is  survived  by  three 
children,  C.  E.  Langston  of  New  York  City,  Mrs. 
Carolyn  L.  Stevens  of  Greensboro,  and  Henry  J.  Lang- 
ston, Jr.,  of  Danville. 

Dr.  Langston’s  life  was  characterized  by  an  intense 
sincerity,  a friendly  and  generous  disposition,  a tire- 
less interest  in  his  patients,  and  loyal  devotion  to  his 
community  and  his  profession. 

Therefore,  be  it  resolved  that  this  expression  of  our 
respect  be  recorded  in  the  minutes  of  the  Danville- 
Pittsylvania  Academy  of  Medicine  and  a copy  of  this 
resolution  be  sent  to  his  family  and  to  the  Virginia 
Medical  Monthly. 

F.  H.  McGovern,  M.D. 

J.  W.  Milam,  M.D. 

Glenn  B.  Updike,  Jr.,  M.D. 
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In  convenient  tablet  form... 


(BRAND  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


Stops  diarrhea  promptly 


Now  an  exempt  preparation  under 
revised  Federal  Narcotic  Laws 


LOwers  propulsive 
MOTILity 


Extensive  clinical  experience  in  the  United 
States  and  Europe  demonstrates  that  Lomotil 
provides  prompt  and  positive  symptomatic  con- 
trol of  diarrhea. 

Lomotil  possesses  a highly  efficient  antiperi- 
staltic  action.  It  controls  diarrhea  with  few  or 
none  of  the  undesirable  side  effects  of  many 
other  commonly  used  antiperistaltic  agents. 

In  the  control  of  diarrhea,  Lomotil  offers 
safety,  efficacy  and  greater  convenience. 

DOSAGE:  The  recommended  initial  dosage  for 
adults  is  two  tablets  (2.5  mg.  each)  three  or  four 
times  daily,  reduced  to  meet  the  requirements 


of  each  patient  as  soon  as  the  diarrhea  is  under 
control.  Maintenance  dosage  may  be  as  low  as 
two  tablets  daily.  Lomotil,  brand  of  diphenoxy- 
late hydrochloride  with  atropine  sulfate,  is  sup- 
plied as  unscored,  uncoated  white  tablets  of  2.5 
mg.,  each  containing  0.025  mg.  (V2400  grain)  of 
atropine  sulfate  to  discourage  deliberate  over- 
dosage. 

Recommended  dosage  schedules  should  not 
be  exceeded. 

e.  d.  SEARLE  & co. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


Volume  88,  March,  1961 


43 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  St’s. 
Fredericksburg,  Virginia 

For  convalescent,  aged,  chronically  ill, 
and  retired  persons.  Provides  healthful 
rest,  excellent  nursing  care  in  cheerful, 
comfortable  surroundings.  Air-condition- 
ed, fire-safe  building.  Accommodations 
for  eighty-eight.  Medical  Supervision. 
Inspection  Invited.  Write,  or  telephone 
Essex  3-3434. 

Rates: 

$45.00  to  $75.00  per  week 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

cOpo 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


ST.  ELIZABETH’S  HOSPITAL 


RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Guy  VV.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

J.  Shelton  Horsley,  III,  M.D. 
General  Surgery  and  Gynecology 


Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

W.  Kyle  Smith,  Jr.,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 
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/*3|f  'i  ' 'TSfL  If  If  Established  1916 

afppalacfjtait  • Asheville,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital 

Roanoke,  Virginia 
Announces  to  the  Profession 

THIRTY-FOURTH  ANNUAL  SPRING  CONGRESS 

in 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

April  3 through  April  8,  1961 

GUEST  SPEAKERS 


Rudolf  Aebli,  M.D New  York,  N.  Y. 

Allen  Barker,  M.D Roanoke,  Va. 

Windsor  S.  Davies,  M.D Detroit,  Mich. 

R.  M.  Fasanella,  M.D New  Haven,  Conn. 

Robert  L.  Goodale,  M.D Boston,  Mass. 

Thomas  R.  Hedges,  Jr.,  M.D.__Philadelphia,  Pa. 

Chevalier  L.  Jackson,  M.D Philadelphia,  Pa. 

George  M.  Knauf,  Colonel,  USAF,  MC 

Patrick  Air  Force  Base,  Fla. 
Arthur  Linksz,  M.D New  York,  N.  Y. 


George  W.  Murgatroyd,  Jr.,  M.D. -Baltimore,  Md. 

Donald  F.  Proctor,  M.D Baltimore,  Md. 

James  E.  Purnell,  M.D New  York,  N.  Y. 

Bernard  Schwartz,  M.D Brooklyn,  N.  Y. 

Ben  H.  Senturia,  M.D St.  Louis,  Mo. 

Benjamin  H.  Shuster,  M.D. -.Philadelphia,  Pa. 

Harold  Syrop,  D.D.S Richmond,  Va. 

Frederick  H.  Theodore,  M.D New  York,  N.  Y. 

William  P.  Tice,  M.D Roanoke,  Va. 

Henry  P.  Wagener,  M.D Rochester,  Minn. 


For  further  information  write: 

Superintendent,  P.  O.  Box  1789  Roanoke,  Virginia 
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Third  Docade  of  Nursing  

MRS.  PLYLER’S 
NURSING  HOME 

KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 
1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 


Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with  ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  "long  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-2483 
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ST.  LUKE’S  HOSPITAL 

McGUIRE  CLINIC 

1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 


Bronchoscopy 


HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 
JOHN  B.  CATLETT.  M.D. 
ROBERT  W.  BEDINGER,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 


GEORGE  AUSTIN  WELCHONS,  M.D 
Radiology 

HENRY  S.  SPENCER,  M.D. 
STUART  J.  EISENBERG,  M.D. 


Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Neurology 

RAYMOND  A.  ADAMS,  M.D. 


Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 
Urology 

CHAS.  M.  NELSON,  M.D. 
AUSTIN  I.  DODSON,  JR.,  M.D. 


Pathology 

J.  H.  SCHERER,  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 
HETH  OWEN,  JR.,  M.D. 
WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES,  BS.,  C.P.A. 

ALL  ROOMS  AIR  CONDITIONED 

Free  Parking  for  Patrons 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield 
Dr.  George  S.  Fultz 


Dr.  Weir  M.  Tucker 
Dr.  Amelia  G.  Wood 
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RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital 
specially  constructed  for  the  treatment  of 
Eye,  Ear,  Nose  and  Throat  Diseases,  includ- 
ing Laryngeal  Surgery,  Bronchoscopy  and 
Plastic  Surgery  of  the  Nose. 

Professional  care  offered  a limited  num- 
ber of  charity  patients. 


ADDRESS:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 


■ • - » Understanding  Care  • ■ 1 - — 

Your  Patients  Get  the  Skilled  Care  They  Deserve 


Health  Approved  Intermediate  Care Inspection  Invited 

AGED  • TERMINAL  CASES  • CHRONICALLY  ILL 

• Round  the  Clock  Skilled  Care  pja|  * 67  Simmons  Hospital  Bed  Capacity 

• Highest  Ethical  Operating  Standards  * Automatic  Litter-Size  Elevator 

• R.N.  Supervision  and  M.C.V.  Extern  MIlton  3-2777  • Rates  Start  From  $60  Weekly 

• Trained  Dietitian  • Male  Orderlies  • Private  and  Multiple  Rooms — toilets 


Bernard  Maslan 
Administrator 


Terrace  Hill  Nursing  Home  Richmond  22,  Va. 

Inc. 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 
W.  L.  Mason,  M.D. 

J.  Warren  Montague,  M.D. 

Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr„  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

J.  Edward  Hill,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

Irvin  W.  Cavedo,  Jr.,  M.D. 
Pathology: 

James  B.  Roberts,  M.D. 
Physiotherapy: 

Miss  Etheleen  Dalton 

Director: 

Charles  C.  Hough 


3 -dimensional 
support  for  older 

patients 

BOLSTERS...  A tissue  metabolism 
A interest , vitality 
A failing  nutrition 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  B,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (B2)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B6) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate 
25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate 


50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 
(Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 
Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 
(as  Kl)  0.1  mg.  • Calcium  (as  CaHP04)  35  mg.  • Phosphorus  (as 
CaHP04)  27  mg.  • Fluorine  (as  CaF^  0.1  mg.  • Copper  (as  CuO) 
1 mg.  • Potassium  (as  K2S04)  5 mg.  • Manganese  (as  MnOj) 
1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 
(as  Na2840,.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia — Phone  Salem  4761 


Copyright  1955  H.N.  Afford,  Atlanta,  Co. 
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you  can’t  prescribe  a more 
effective  antibiotic  than 

ERYTHROCIN 

Erythromycin,  Abbott 

How  much  “spectrum”  do  you  need  in  treating  an 
infection?  Clearly,  you  want  an  antibiotic  that  will 
show  the  greatest  activity  against  the  offending  or- 
ganism, and  the  least  activity  against  non-patho- 
genic  gastro-intestinal  flora. 

Weigh  these  criteria— and  make  this  comparison— 
when  treating  your  next  coccal  infection.  Erythrocin 
is  a medium-spectrum  antibiotic,  notably  effective 


against  gram-positive  organisms.  In  this  it  comes 
close  to  being  a “specific”  for  coccal  infections  — 
which  means  it  is  delivering  a high  degree  of  activity 
against  the  majority  of  common  infection-producing 
bacteria. 


And  against  many  of  the  troublesome  “staph”  strains 
—a  group  which  shows  increasing  resistance  to  peni- 
cillin and  certain  other  antibiotics— Erythrocin  con- 
tinues to  provide  bactericidal  activity.  Yet,  as  potent 
as  Erythrocin  is,  it  rarely  has  a disturbing  effect  on 
normal  gastro-intestinal  flora.  Comes  in  easy-to- 
swallow  Filmtabs®,  100  and  250  mg. 

Usual  adult  dose  is  250  mg.  every  six 
hours.  Children,  in  proportion  to  age 
and  weight.  Won’t  you  try  Erythrocin? 

®Filmtab— Film-sealed  tablets,  Abbott. 


ABBOTT 


DORNWAL®  IS  THE  TRANQUILIZER 


VERSATILE  ENOUGH  TO 
BE  USED  ALMOST  ANYWHERE. 

Take,  for  instance,  the  woman  in  our  picture, 
suffering  from  a really  severe  tension  headache. 
Aspirin  she  has  tried,  of  course;  but  suppose  she’s 
called  you  and  you  prescribed  Dornwal.  What 
would  you  expect? 

First,  let  us  say  you  told  the  druggist  to  indicate 
the  dosage  that  our  clinical  research  has  shown 
is  useful  in  these  cases  — 1 or  2 tablets  t.i.d.  In 
all  probability,  she  would  experience  relief  of  pain 
and  a general  relaxation  in  less  than  an  hour.  If 
she  is  doing  her  housework,  she  could  go  on  with 
it,  because  she  wouldn’t  get  sleepy. 

-'Dornwal  is  one  tranquilizer  that  doesn’t  make 
people  sleepy.  It’s  a tranquilizer  pure  and  simple. 
Its  effectiveness  you  will  see  clearly  the  next  time 
you  encounter  a patient  given  to  tension  head- 
aches. Try  Dornwal  and  see  the  results. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day.  Administration  limited 
to  three  months’  duration. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  “Genericist”,  Dornwal  is  amphenidone 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known.  There 
have  been  no  reports  or  evidence  of  habituation,  addiction  or  drug  toler- 
ance in  animal  or  clinical  studies.  Dornwal  is  relatively  free  from  untoward 
effects  when  administered  at  recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc.,  Belleville  9,  N.  J. 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


Every  Virginia  Doctor  Should 
Ha  ve  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 
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Doctor . . . 

•What  would  paying  a bill  like  this 
do  to  your  personal  finances? 

•And  what  about  additional  bills  for  your 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient  ? 


j—  AS  A PRACTICING  PHYSICIAN  ...  

. . . knowing  that  today's  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  "catastrophic” 
hospital-nurse  insurance  for  yourself  and  your  family's 
assured  protection. 

PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 

You  have  a choice  of  3 deductible  amounts,  assuring 
the  'right'  protection  at  the  'right'  cost  for  YOU! 


[—AS  A PRACTICAL  BUSINESSMAN 

. . . knowing  that  today  it  costs  BIG  money  to  operate 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  'on  duty’  — it’s  only  good  business  to  obtain 
Overhead  Expense  protection. 

PLAN  2 

Professional  Overhead  Expense 

PAYS  covered  Office  Expenses  — Rent,  Employees' 
Salaries,  Heat,  etc.  — when  you  are  continuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you,  and  can  continue 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 

You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 


APPROVED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


UNDERWRITTEN  BY  AMERICAN  CASUALTY  CO.  READING,  PA. 

DAVID  A.  DYER,  Administrator 

Medical  Arts  Building  Roanoke,  Virginia 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro- 
tection for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  an 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


Each  of  the  babies  pictured  on  this  page 
was  borne  by  a mother  with  a documented 
previous  history  of  true  habitual  abor- 
tion, who  was  treated  with  delalutin 
during  the  pregnancy  leading  to  this  birth 

LIVING  PROOF  OF  FETAL  SALVAGE  WITH 

DELALUTIN 

Squibb  hydroxyprogesterone  caproate  Improved  Progestational  Therapy 


Roselle,  111.  Seaford,  N.  Y.  Hartford,  Conn.  East  Williston,  N.  Y.  Norwich,  Vt. 


delalutin  offers  these  advantages  over  other  progestational  agents 


• long-acting  sustained  therapy  • more  effective  in  producing  and  maintaining  a 
completely  matured  secretory  endometrium  • no  androgenic  effect  • more  concen- 
trated solution  requiring  injection  of  less  vehicle  • unusually  well-tolerated,  even  in 
large  doses  • fewer  injections  required  • low  viscosity  makes  administration  easy 

Complete  information  on  administration  and  dosage  is  supplied  in  the  package  insert 

Supply : 

Vials  of  2 and  10  cc.,  each  containing  125  mg.  of  hydroxyprogesterone  caproate  in  benzyl  benzoate  and  sesame  oil. 


Also  available : DELALUTIN  2X  in  5 cc.  multiple-dose  vials.  Each  cc.  contains  250  mg.  hydroxyprogesterone  caproate 
in  castor  oil,  preserved  with  benzyl  alcohol. 


Squibb 


Squibb  Quality—  The  Priceless  Ingredient 

'OELALUTIN'®  IS  A SQUIBB  TRADEMARK 
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You  see  an  improve- 
ment within  a few  days 

Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  — 
often  in  a few  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  her 
normal  activities. 


Lifts  depression.. .as  it  calms  anxiety! 


Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 


Balances  the  mood  — no  “seesaw”  effect 
of  amphetamine  -barbiturates  and  ener- 
gizers. While  amphetamines  and  energizers  may 
stimulate  the  patient  — they  often  aggravate 
anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — they 
often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol’s 
smooth,  balanced  action  lifts  depression  as  it  calms 
anxiety  — both  at  the  same  time. 


Acts  swiftly— the  patient  often  feels 
better,  sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antide- 
pressant drugs,  which  may  take  two  to  six  weeks 
to  bring  results,  Deprol  relieves  the  patient  quickly 
—often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypoten- 
sion, psychotic  reactions  or  changes  in  sexual 
function— frequently  reported  with  other  anti- 
depressant drugs. 


Dosage:  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HC1)  and  400  mg. 
meprobamate.  Supplied:  Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 


‘Deprol 


A® 


WALLACE  LABORATORIES/  Cranbury,  N.  J. 


CO-2839 


THE  SILVER  HILL 
FOUNDATION 

New  Canaan,  Connecticut 

announces 

Three-Year  Residency  Training 
Program  in  Psychiatry 

Affiliated  with  Departments  of  Psychiatry 
and  Neurology  of  the  College  of  Physicians 
and  Surgeons,  Columbia-Presbyterian  Medi- 
cal School,  New  York  City. 

1st  year  spent  at  Medical  Center,  New 
York,  N.Y.  2nd  and  3rd  years  at  Silver  Hill, 
New  Canaan,  Conn. 

For  further  information  and  application 
form,  write  William  B.  Terhune,  M.D., 
Medical  Director,  The  Silver  Hill  Founda- 
tion, Box  1177,  New  Canaan,  Conn. 
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(TEAR  ALONG  DOTTED  LINE) 


Of  special 
significance 


tc  the 
physician 
is  the  symbol 


When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally 
standardi.ed,  and  therefore  of 
unvarying  activity  and  quality. 


When  the  physician  writes  “DR” 
(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 

Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 

Clinical  samples  sent  to  physicians  on  request 


Davies,  Rose  Sc  Company,  Limited 
Boston  18,  Mass. 


DORNWAL®  HAS  BEEN  CALLED 
'‘THE  GENERAL  TRANQUILIZER  • 
FOR  GENERAL  PRACTICE.” 

Suppose  the  physician  visiting  this  patient  finds 
that  he  has  to  be  hospitalized.  Certainly  he  wants 
an  alert  but  not  excited  fellow  who  can  respond 
to  the  history  and  physical  on  admission.  De- 
pending on  the  condition,  of  course,  the  thing  to 
do  is  to  give  the  patient  one  or  two  tablets  of 
Dornwal  before  he  ever  leaves  his  home. 

Dornwal  will  calm  the  patient  but  won’t  make 
him  drowsy  or  give  him  feelings  of  depersonali- 
zation. And  what's  more,  while  Dornwal  most 
assuredly  tranquilizes,  it  won’t  interfere  with  most 
other  medications  that  your  subsequent  examin- 
ation or  laboratory  studies  may  indicate. 

Since  every  man  in  general  practice  encounters 
such  situations  almost  daily,  it  makes  good  sense 
to  keep  some  tablets  in  one’s  bag,  doesn’t  it? 
We  will  be  glad  to  send  you  a supply. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day.  Administration  limited 
to  three  months’  duration. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  "Genericist”,  Dornwal  is  amphenidone 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known.  There 
have  been  no  reports  or  evidence  of  habituation,  addiction  or  drug  toler- 
ance in  animal  or  clinical  studies.  Dornwal  is  relatively  free  from  untoward 
effects  when  administered  at  recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc.,  Belleville  9,  N.  J. 

PDW-12 
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attains 
sustains 
retains 


extra 

antibiotic 

activity 


IMS 


attains  activity 
levels  promptly 


Deci 

sustains  activity  I \ 
levels  evenly  c 


DECLOMYCIN  Demethylchlortetracycline  attains—  DECLOMYCIN  Demethylchlortetracycline  sustains  ; 

usually  within  two  hours-blood  levels  more  than  ade-  through  the  entire  therapeutic  course,  the  high  activ-  ity 


ity  levels  needed  to  control  the  primary  infection  anc  ,r 
to  check  secondary  infection  at  the  original -or  at  in 
another— site.  This  combined  action  is  usually  sus  & 
tained  without  the  pronounced  hour-to-hour,  dose-to  itti 
dose,  peak-and-valley  fluctuations  which  charac  k. 
terize  other  tetracyclines. 


quate  to  suppress  susceptible  pathogens-on  daily 
dosages  substantially  lower  than  those  required  to 
elicit  antibiotic  activity  of  comparable  intensity  with 
other  tetracyclines.  The  average,  effective,  adult 
daily  dose  of  other  tetracyclines  is  1 Gm.  With 
DECLOMYCIN,  it  is  only  600  mg. 


TETRACYCLINE 

ACTIVITY 

WITH 

DECLOMYCIN 

THERAPY 


TETRACYCLINE 
ACTIVITY 
WITH  OTHER 
TETRACYCLINE 
THERAPY 


DOSAGE 
150  mg.  q.i.d. 


DOSAGE 
250  mg.  q.i.d. 


POSITIVE  ANTIBACTERIAL  ACTION 


PROTECTION  AGAINST  PROBLEM  PATHOGENS 


LOMYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 


xtains  activity 
evels  24-48  hrs. 

|)ECLOMYCIN  Demethylchlortetracycline  retains  ac- 
vity  levels  up  to  48  hours  after  the  last  dose  is 
liven.  At  least  a full,  extra  day  of  positive  action  may 
nus  be  confidently  expected.  The  average,  daily  adult 
•osage  for  the  average  infection -1  capsule  q.i.d.— 
5 the  same  as  with  other  tetracyclines... but  total 
llosage  is  lower  and  duration  of  action  is  longer. 


AYS  1 2 3 


DAYS  OF  TETRACYCLINE  A DOSAGE 

DURATION  OF  PROTECTION 

DAYS  OF  TETRACYCLINE  B DOSAGE 

DURATION  OF  PROTECTION 

DAYS  OF  TETRACYCLINE  C DOSAGE 

DURATION  OF  PROTECTION 

DAYS  OF  DECLOMYCIN  DOSAGE 

DURATION  OF  PROTECTION 


CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage: 
Average  infections-1  capsule  four  times  daily.  Severe 
infections-lnitial  dose  of  2 capsules,  then  1 capsule 
every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3  to 
6 mg.)  per  pound  body  weight  per  day— divided  into 
4 doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored), 
bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg.  per 
pound  body  weight  per  day- divided  into  4 doses. 

PRECAUTIONS-As  with  other  antibiotics,  DECLOMYCIN  may 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to 
sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN. 
Although  reversible  by  discontinuing  therapy,  patients  should 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with 
DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should 
be  kept  under  constant  observation. 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


PROTECTION  AGAINST  RECURRENCE 


ORIGINAL  FORM  ULA 

The  ideal  cerebral  tonic  and  stimulant  for  the  aged. 


62 


NICOZOL  therapy  (the  original  formula)  affords 
prompt  relief  of  apathy.  Patients  generally  look 
better,  feel  better;  become  more  cooperative, 
cheerful  and  easier  to  manage. 

No  dangerous  side  effects. 


NICOZOL  contains  Dentylenetetrazol 
and  nicotinic  acid 

For  relief  of  agitation  and  hostility: 
NICOZOL  with  reserpine  Tablets 

Supply:  Capsules  • Elixir 


Write  for  professional  sample  and  literature. 
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DRUG—, 

WINSTON-SALEM  1,  NORTH  CAROLINA 


DEDICATED  TO  SERVING  THE  SOUTHERN  PHYSICIAN 
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through  major  traumatic  areas  into  further  regions  of  severe  pain 


Percodan  tablets  effectively  relieve  pain  through  a range  of 


intensities  commencing  with  moderate  pain  and  extending 


Percodair 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 

TABLETS 

for  pain 

prompt  relief 
profound  relief 
prolonged  relief 


acts  faster— usually  within  5-15  minutes,  lasts 
longer— usually  6 hours  or  more,  more  thorough 
relief— permits  uninterrupted  sleep  through  the 
night,  rarely  constipates— excellent  for  chronic 
or  bedridden  patients. 

average  adult  dose:  1 tablet  every  6 hours.  May  be  habit 
forming.  Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxy- 
codeinone hydrochloride,  0.38  mg.  dihydrohydroxycode- 
inone terephthalate,  0.38  mg.  homatropine  terephthalate, 
224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin,  and 
32  mg.  caffeine. 

Also  available— for  greater  flexibility  in  dosage— Percodan®- 
Demi:  The  Percodan  formula  with  one-half  the  amount  of 
salts  of  dihydrohydroxycodeinone  and  homatropine. 


LITERATURE  AVAILABLE  ON  REQUEST 

ENDO  LABORATORIES 

Richmond  Hill  1 8,  New  York 


'U.S.  Patent  Nos.  2,628,185  and  2,907,768 


Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 


peptic 

ulcer 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Minutes  20 


New  PDC  A 1 

MAI  | d ANTACID 

UlftHI 

ivlftlm  TABLETS 

New  York  18,  N.  Y. 


New  proof  in  vivo1  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  show  that  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid2  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 
Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher.  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcer  ■ gastritis  ■ gastric  hyperacidity 

1467* 
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Dimetane 

distinguished  by  its 
. .very  low  incidence  of 
undesirable  side  effects . . . 


even  in 
allergic 
infants 


FROM  A CLINICAL  STUDY*  IN  ANNALS  OF  ALLERGY 


Patients 

200  infants  and  children,  ages  2 months  to  14  years 

Diagnosis 

Perennial  allergic  rhinitis 

Therapy 

Dimetane  Elixir 

Results 

in  149,  good  results  / in  40,  fair  results 

Side  Effects 

Encountered  in  only  7 patients  (in  all  except  one, 
the  side  effect  was  mild  drowsiness) 

In  allergic  patients  of  all  ages,  Dimetane  has  been  shown  to  work  with  an  effec- 
tiveness rate  of  about  90%  and  to  produce  an  exceptionally  low  incidence 
of  side  effects.  Complete  clinical  data  are  available  on  request  to  the  Medical 
Department.  Supplied:  dimetane  Extentabs®  (12  mg.),  Tablets 
(4  mg.),  Elixir  (2  mg./5  cc.),  new  dimetane-ten  Injectable 
(10  mg./cc.)  or  new  dimetane-100  Injectable  (100  mg./cc.). 

*MC  GOVERN,  J.  P..MC  ELHENNEY,  T.  R.,  HALL,  T.  R.,  AND  BUR  DON,  K.O.i  ANNALS  OF  ALLERGY  17:915,  1959. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA/ETHICAL  PHARMACEUTICALS  OF  MERIT  SINCE  1878 

t PARABROMDYLAMINE  MALEATE 


In  over  five  years 

Proven 

in  more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

J 

Outstandingly  Safe 

simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

does  not  produce  ataxia,  change  in  appetite  or  libido 

does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

does  not  impair  mental  efficiency  or  normal  behavior 


1 

2 

3 

4 

5 


Miltowii 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  nig.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 

Also  as  MF.t’ROTAiis*  — 400  mg.  unmarked,  coated  tablets;  and 
as  mki’rosi'an®—  400  mg.  and  200  mg.  continuous  release  capsules. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 


of  clinical  use 


. . . for  the  tense  and  nervous  patient 

Despite  the  introduction  in  recent  years  of  “new  and  different”  tranquil- 
izers, Miltown  continues,  quietly  and  steadfastly,  to  gain  in  acceptance. 
Meprobamate  (Miltown)  is  prescribed  by  the  medical  profession  more  than 
any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a known  drug.  Its  few  side 
effects  have  been  fully  reported.  There  are  no  surprises  in  store  for  either 
the  patient  or  the  physician. 


NEW  analgesic 


mmh 


ammmmammmmmmmmmMam 


For  neuralgias,  dysmenorrhea,  upper  respiratory 
distress,  postsurgical  conditions ...  new  compound 
kills  pain,  stops  tension,  reduces  fever— gives  more 
complete  relief  than  other  analgesics. 


Soma  Compound  is  an  entirely  new,  totally  dif- 
ferent analgesic  combination  that  contains  three 
drugs.  First,  Soma:  a new  type  of  analgesic  that 
has  proved  to  be  highly  effective  in  relieving 
both  pain  and  tension.*  Second,  phenacetin: 
a “standard”  analgesic  and  antipyretic.  Third, 


caffeine:  a safe,  mild  stimulant  for  elevation  of 
mood.  As  a result,  the  patient  gets  more  complete 
relief  than  he  does  with  other  analgesics. 

Soma  Compound  is  nonnarcotic  and  nonad- 
dicting. It  reduces  pain  perception  without  im- 
pairing the  natural  defense  reflexes.* 


NEW  NONNARCOTIC  ANALGESIC 


Composition:  Soma  (carisoprodol),  200  mg.; 
phenacetin,  160  mg.;  caffeine,  32  mg. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  apricot-colored, 
scored  tablets. 


NEW  FOR  MORE  SEVERE  PAIN 

soma  ompoundcodeine 

BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Compound  boosts 
the  effectiveness  of  codeine.  Therefore,  only  Va  grain  of  codeine  phosphate 
is  supplied  to  relieve  the  more  severe  pain  that  usually  requires  Vz  grain. 

Composition:  Same  as  Soma  Compound  plus  !4  grain  codeine  phosphate. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  white,  lozenge-shaped  tablets;  subject  to  Federal  Narcotics  Regulations. 


® WALLACE  LABORATORIES  • Cranbury,  N.  J. 


* References  available  on  request. 


CONTINUOUS 

PROTECTION  IN 

ANGINA 

PECTORIS 

ANTORA... 

PROVIDES  10-12  HOURS 
GRADUAL  RELEASE  . . . 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  ...  a clinically  proven 
dosage  form.  For  assured  24  hour  control,  administer 
one  Antora  capsule  before  breakfast  and  one  before 
evening  meal.  ANTORA  REDUCES  NITROGLYCERIN  RE- 
QUIREMENTS . . . IMPROVES  EKG  TRACINGS  . . . 
PROVIDES  BETTER  EXERCISE  TOLERANCE  . . . REDUCES 
NUMBER  AND  SEVERITY  OF  ATTACKS.  Administer  with 
caution  in  glaucoma. 

FOR  THE  UNDULY 
APPREHENSIVE  PATIENT  . . . 


ANTORA-B... 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  plus  50  mg.  Secobarituric 
Acid.  Medication  is  released  over  10  to  12  hours  with 
fewer  side  effects  and  less  ‘‘hangover”  than  the  long- 
er acting  barbiturates.  As  with  Antora,  capsules  are 
administered  only  twice  daily  instead  of  the  usual 
8 to  12  tablets.  Administer  with  caution  in  glaucoma. 


REFER  TO 

PDR 

PAGE  643 


Supplied:  Bottles  of  60  and  250. 
Literature  and  clinical  samples 
available. 


JMcUiSUUi<ir  me. 


PHARMACEUTICALS 

1042  WESTSIDE  DRIVE 
GREENSBORO,  NORTH  CAROLINA 
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TROPIN  AL 


for  the  nervous  patient 
with  gastrointestinal  or 
other  smooth  muscle  spasm? 


In  the  new  formula  for  Tropinal  TABLET  and  ELIXIR  (th< 
are  two  different  dosage  forms)  homatropine  methyl  bromi 
and  butabarbital  sodium  are  combined  to  provide  a mec 
of  effective  relief  from  the  manifestations  of  gastrointestii 
spasm  and  hyperchlorhydria  with  virtual  freedom  fr< 
J undesirable  side  effects. 

New  Formula:  Each  tablet  or  teaspoonful  (5  < 

(Adopted  Dec.  1960)  contains: 

Butabarbital  Sodium  15  r 

• Warning:  May  be  habit  forming) 
Homatropine  Methyl 
Bromide  5 n 


Indications: 


Dosage: 


Supplied: 


For  the  relief  of  spasticity  of  the  gas 
intestinal  tract,  such  as  pylorospasm, 
iary  spasm,  cardiospasm,  and  spa: 
colon.  Effective  antispasmodic  action 
provided  in  spasm  associated  with  pe] 
ulcer,  gastritis,  cholecystitis,  and  of 
such  organic  diseases.  The  combinat 
of  antispasmodic  plus  mild  sedative 
also  of  value  for  the  alleviation  of  sp 
ticity  associated  with  flatulence,  naus 
distension,  or  similar  disturbances  as 
ciated  with  functional  derangements. 

Usually  administered  in  doses  of  c 
tablet  (or  one  teaspoonful  of  the  eli 
four  times  daily  before  meals  and  at  b 
time.  Because  of  the  wide  margin 
safety,  larger  doses  may  be  employ 
with  safety  where  indicated.  Infants  rr 
be  given  one-fourth  tablet  or  fifteen  drc 
of  the  elixir.  This  dosage  may  be 
peated  several  times  a day  as  necess< 
in  infant  colic. 

Tropinal  Tablets  (yellow,  scored  c 
monogrammed  with  "PP")  in  bottles 
100  and  1000;  Tropinal  Elixir  (red) 
bottles  of  one  pint  and  one  gallon. 


Samples  And  Literature  Gladly  Sent  Upon  Request 


A REALISTIC  AID  TO  PROPER  WEIGHT  MAINTENANCE 


At  Last...New  Cook  Book  Designet 


Menus  fulfill  the  recommended  dietary  allowances  of  the  Food  & Nutrition  Board  of  the  National  Research  Council. 


Prevent  Overweight 
Through  Better  Eating  Habits 


Recipes  and  Menus  that  Provide  Satiety  and  Appetite  Appeal 


The  Cook  Book  of  Glorious  Eating  for  Weight 
Watchers  fills  the  long-felt  need  for  a weight 
control  plan  that  is  workable  for  everybody  in 
the  family.  Realistic  regimens  are  built  around 
good,  natural,  readily-available  foods  enhanced 
by  delicious  methods  of  preparation.  In  place 
of  “fad  diets”  or  tasteless  formulas,  it  provides 
for  truly  appetizing  meals.  It  teaches  and  en- 
courages the  development  of  the  healthful  eating 
habits  that  can  prevent  overweight,  America’s 
#1  Health  Problem.  This  full-color  Cook  Book 
contains  100  pages — 248  delicious  recipes  each 
with  calorie  counts.  Complete  menus  are  here  at 
3 calorie  levels — 1200,  1800,  2600.  Calorie  levels 
are  related  to  “best”  weights  by  sex,  age,  size 
and  extent  of  activity. 

Many  diets  fail  because  they  are  “crash”  pro- 
grams only  temporary  in  effect.  Other  diets  are 
unbearable  because  they  are  monotonous  and 
tasteless. 

The  Wesson  way  offers  calorie  controlled  menus 
that  emphasize  appetite  appeal,  variety  and 
satisfaction.  They  fulfill  the  recommended  di- 
etary allowances  of  the  Food  & Nutrition  Board 
of  the  National  Research  Council. 

All  menus  provide  the  proper  amount  of  protein, 
carbohydrates,  fat  and  the  other  essential 
nutrients.  The  principles  of  good  nutrition  are 
included  to  help  the  homemaker  plan  her  own 
properly  balanced,  calorie  controlled  menus. 
With  simple  subtractions  or  additions  to  the 
same  basic  menu,  each  family  member  can  be 
served  delicious  satisfying  menus  according 
to  his  individual  needs. 

Advance  copies  for  physicians.  “The  Cook  Book  j 
of  Glorious  Eating  for  Weight  Watchers”  has 
not  yet  been  released  to  the  general  public.  If  ! 


you  would  like  an  advance  copy  for  yourself, 
together  with  forms  to  enable  patients  to  obtain 
their  own  free  copies,  please  fill  in  coupon  below. 

Poly-unsaturated  Wesson  is  un- 
surpassed by  any  readily  avail- 
able brand  where  a vegetable 
(salad)  oil  is  medically  recom- 
mended for  a cholesterol  depres- 
sant regimen.  As  an  aid  to 
physicians,  Wesson  has  made 
available  “Your  Cholesterol  De- 
pressant Diet  Book” . This  book  is  for  professional 
distribution  only — not  offered  to  laymen. 

Please  do  not  confuse  that  offer  with  this  one. 
"The  Cook  Book  of  Glorious  Eating  for  Weight 
Watchers”  will  be  offered  to  the  general  public.  It 
should  be  explained  that  this  is  not  a reducing 
manual.  Rather,  it  marks  the  first  time  that  a 
major  food  manufacturer  has  taken  so  important  a 
step  in  the  interest  of  prevention  of  obesity. 
Therefore,  it  is  expected  that  this  new  book  will 
be  highly  useful  to  physicians  in  their  practice. 


The  Wesson  People,  Dept.  M, 

210  Baronne  St.,  New  Orleans  12,  La. 

I Please  send  me  my  free  advance  copy  of  “The  Cook  Book  of 
Glorious  Eating  for  Weight  Watchers.” 

\ Two  dozen  order  blanks  will  be  included  for  distribution  to  my 
patients  who  will  receive  free  copies  in  return  for  1 Wesson  label. 
More  blanks  will  be  sent  me  if  requested. 

M o. 


(ADDRESS) 


(CITY.  ZONE.  STATE) 


CJiofrttrrof 

ihpdMlnl  Ibft 
hook 


Poly-unsaturated  Wesson,  the  Pure  Vegetable  Oil,  is  Never  Hydrogenated. 


Listen  . . . good  news! 

GET  BROADER  PROTECTION  AGAINST  CLAIMS 
RESULTING  FROM  PRACTICE  OF  MEDICINE 

with  St.  Paul's  Professional  Liability  Insurance 

Approved  Carrier  of  Medical  Society  of  Virginia 

1.  Broader  Protection.  A St.  Paul  policy  assures  you 
of  complete  “professional  services”  protection. 

2.  Absence  of  Exclusions.  All  professional  liability 
policies  are  not  the  same.  The  St.  Paul  policy  has  only 
one  exclusion — Workman's  Compensation. 

3.  Experienced,  Sound  Company.  The  St.  Paul  has 
established  an  enviable  record  of  competence  extending 
over  more  than  100  years. 

4.  Effective  Defense  and  Prevention.  Close  liaison 
with  doctors  and  medical  societies  helps  the  Company  to 
pinpoint  areas  of  risk  and  to  develop  educational  ma- 
terial which  assists  doctors  in  avoiding  claims. 


For  complete  information  on  “broader  protection” 
Professional  Liability  Insurance  see  your  nearest  St. 
Paul  agent. 

St.  Paul  Fire  and  Marine  Insurance  Co. 

St.  Paul  Mercury  Insurance  Co. 

clRE  o„ 


VIRGINIA  OFFICE 
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HOME  OFFICE 

385  Washington  Street, 
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when  you  suspect 
it  may  become  more 
than  just  a cold... 


with  Bristamin ® 


TETRACYCLINE  PHOSPHATE  COMPLEX  WITH  PHENYLTOLOXAMINE  AND  APC 


Only  a single  prescription  provides: 

• symptomatic  relief  of  aches,  pains, 
fever,  coryza  and  rhinorrhea  associated 
with  upper  respiratory  infections 

• effective  antibiotic  action  against 
secondary  infections  caused 

by  tetracycline-sensitive  pathogens 


Each 

TETREX-APC  with  BRISTAMIN 
Capsule  contains: 

Antibiotic 

tetrex  (tetracycline  phosphate  complex 


equivalent  to  tetracycline  HC1) 125  mg. 

Analgesic  — Antipyretic 

Aspirin 150  mg. 

Phenacetin 120  mg. 

Caffeine  30  mg. 

Antihistaminic 

bristamin  (phenyltoloxamine  citrate) 25  mg. 


Dosage:  Adults:  2 capsules  3 or  4 times  a clay  for  3 to  5 
days. 

Children:  G to  12  yrs.:  One-half  the  adult  dose. 
Supplied:  Bottles  of  24  and  100  capsules. 


According  to  a report  by  the  Council  on  Drugs 
of  the  American  Medical  Association,* 
antibiotics  may  be  administered  for  prophylaxis 
against  secondary  bacterial  invaders  in  the 
following  types  of  patients  with  influenza : 
pregnant  women ; debilitated  infants ; 
older  individuals ; patients  being  treated  for  other 
bacterial  infections  with  chemotherapeutic 
agents,  and  patients  with  chronic,  nonallergic 
respiratory  disease. 

*Council  on  Drugs,  J.A.M.A.  165:58  (Sept.  7)  1957. 

BRISTOL  LABORATORIES 

Div.  of  Bristol-Myers  Co. 

SYRACUSE,  NEW  YORK 


observed,  is  the 
-for  constantly 
she  is  expanding 


guided  by  doctors 


^Service  marks 
reg.  by  Blue  Shield 
Medical  Care  Plans 


As  a respected  doctor,  the  ideas  you 
express  will  take  root  in  the  minds 
of  many.  As  an  active  supporter  of 
Shield  you  can,  if  you  will,  do 
more  than  anyone  else  to  further 
the  cause  of  this  voluntary,  doctor- 
ed program  of  medical  care 
repayment  in  your  community. 
One  doctor  writes:  “A  team  of  Blue 
Shield  Plans  and  cooperating  phy- 
sicians cannot  be  matched  by  any 
program  aimed  at  the  same 

BLUE  SHIELD  8 


4010  WEST  BROAD  STREET  RICHMOND  30.  VIRGINIA 


AN  AMES  CUNIQUICK* 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

"benign" 
gigeosuria . . . 
danger  sign 

“Benign"  glycosuria  can  be  the  first  sign  of  impending  dia- 
betes when  observed  in  predisposed  persons  during  the  “silent” 
period  preceding  frank  diabetes.  In  one  series  of  1,140  dia- 
betics, 96  had  been  informed  of  “benign"  glycosuria  prior 
to  development  of  diabetes.* 

If  these  patients  had  periodically  tested  their  urine  after 
the  first  finding  of  glycosuria,  many  of  them  might  have  de- 
tected recurrence  of  glycosuria— thus  permitting  earlier 
diagnosis  of  diabetes  by  the  physician  and  possible 
avoidance  of  degenerative  complications.  Slight 
glycosuria,  even  when  only  occasional, 
should  always  arouse  suspicion  of 
latent  diabetes. 
cPomeranze,  J.:  J.  New  York 
M.  Coll.  7:32,  1959. 


Periodic  urine-sugar  test- 
ing at  home  is  an  integral  part  of 
the  follow-up  of  “benign”  glycosuria.  Its 
practicality  is  increased  when  the  patient  charts 
his  findings  on  the  Clinitest®  Graphic  Analysis 
Record.  This  chart  frees  the  physician  from  dependence 
on  the  patient’s  memory  and  enables  him  to  follow  at  a 
glance  the  trend  and  degree  of  any  glycosuria. 

for  follow-up  of  “benign”  glycosuria  and 
earliest  detection  and  control  of  Diabetes 

color-calibrated 

CLINITEST® 

grand  Reagent  Tablets 

Standardized  urine-sugar  test  for  reliable  quantitative  estima- 
tions • familiar  blue-to-orange  spectrum  — easily  interpreted 
results  • “plus”  system  covers  entire  critical  range— includ-  i 
_ing  3A%  (++)  and  1%  (+  ++)  . patient  cooperation J 
encouraged  by  use  of  Graphic  Analysis  Record 
-supplied  with  Clinitest  Set  and  each 
tablet  refill  package. 


AMES 

COMPANY,  INC 
Elkhart  • Indiana 
Toronto  • Conada 


after  5 years  of  research  and 
hi, 000  patient  days  of  clinical  testing 


a new  infant  formula 

nearly  identical  to  mother’s  milk1  in  nutritional  breadth  and  balance 

Enfamil 

Infant  formula 

In  a well  controlled  institutional  study,2  Enfamil  was  thoroughly  tested  in  conjunction  with 
three  widely  used  infant  formula  products.  These  investigators  reported  that  Enfamil  pro- 
duced • good  weight  gains  • soft  stool  consistency  • normal  stool  frequency 

nearly  identical  to  mother's  milk  . . . 

• in  caloric  distribution  of  protein,  fat  and  carbohydrate  • in  vitamin  pattern  (vitamin  D 
added  in  accordance  with  NRC  recommendations)  • in  osmolar  load  • in  ratio  of  unsaturated 
to  saturated  fatty  acids  • in  absence  of  measurable  curd  tension  . . . enhances  digestibility 

1.  Macy,  I.  G. ; Kelly,  H.  J.,  and  Sloan,  R.  E. ; with  the  Consultation  of  the  Committee  on  Maternal  and  Child  Feeding  of  the  Food  and 
Nutrition  Board,  National  Research  Council:  The  Composition  of  Milks,  Publication  254,  National  Academy  of  Sciences  and  National  Research 
Council,  Revised  1953.  2.  Brown,  G.  W.;  Tuholski,  J.  M.;  Sauer,  L.  W. ; Minsk,  L.  D.,  and  Rosenstern,  I.:  Evaluation  of  Prepared  Milks  in 
Infant  Nutrition;  Use  of  the  Latin  Square  Technique,  J.  Pediat.  56:391  (Mar.)  1960. 


HMead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


MEDICAL 


because 
vitamin  deficiencies 
tend  to  be  multiple... 
give  your  postoperative 
patient  the  protection  of 

MYADEC 

high-potency  vitamin  formula  with  minerals 


It  is  generally  agreed  that  after  surgery,  or  at  other  times  of 
physiologic  stress,  vitamin  reserves  may  be  depleted,  myadec 
helps  to  correct  such  deficiencies.  Just  one  capsule  daily 
supplies  therapeutic  potencies  of  9 vitamins,  plus  various 
minerals  normally  found  in  body  tissues,  myadec  is  also  valuable 
for  the  prevention  of  vitamin  deficiencies  in  those  patients 
whose  customary  diets  are  lacking  in  important  food  factors. 
Each  myadec  capsule  contains: 

Vitamins:  Vitamin  Br,  crystalline  — 5 meg.:  Vitamin  B„  (G) 
(riboflavin)— 10  mg.;  Vitamin  BG  (pyridoxine  hydrochloride)  — 

2 mg.;  Vitamin  B,  mononitrate— 10  mg.;  Nicotinamide 
(niacinamide)— 100  mg.;  Vitamin  C (ascorbic  acid)— 150  mg.; 
Vitamin  A— (7.5  mg.)  25,000  units;  Vitamin  D — (25  meg.) 

1,000  units;  Vitamin  E (d-alpha-tocopheryl  acetate  concentrate) 

— 5 I.U.  Minerals  (as  inorganic  salts):  Iodine— 0.15  mg.; 
Manganese— 1 mg.;  Cobalt  — 0.1  mg.;  Potassium  — 5 mg.; 
Molybdenum— 0.2  mg.;  Iron— 15  mg.;  Copper— 1 mg.;  Zinc 

— 1.5  mg.;  Magnesium  — 6 mg.;  Calcium— 105  mg.;  Phosphorus 

—80  mg.  Bottles  of  30,  100,  and  2 5 0 . 5526l 


PARKE-DAVIS 

PARKE,  DAVIS  A COMPANY,  Detroit  32.  Michigan 
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Dear  Doctor: 


The  "ideal"  drug  for  rheumatoid  arthritis  would  be  "...one  that 
is  effective  in  the  majority  of  those  afflicted,  and  of  such 
low  toxicity  that  it  can  be  given,  in  an  effective  dosage,  for  as 
many  years  as  may  be  necessary  to  control  the 
disease  process  in  any  given  patient."1 

The  two  drugs  that  currently  come  closest  to  the  definition  of 
"ideal"  are  aspirin  and  Plaquenil2 * * 5.  The  outstanding  safety 
of  aspirin  and  its  effectiveness  in  the  treatment  of  persons  with 
rheumatoid  arthritis  have  been  firmly  established  for 
decades.  Recent  clinical  studies,  extending  over  periods  of 
from  one  to  five  years,  have  demonstrated  that  Plaquenil 
inhibits  rheumatoid  disease  in  the  majority  of  patients'  and 
that  it  is  ". . . the  least  toxic  of  its  class . . .//2 

PLANOLAR*  is  a combination  of  Plaquenil  and  aspirin;  each 
tablet  contains  60  mg.  of  Plaquenil  sulfate  and  300  mg.  (5  grains) 
of  aspirin.  An  average  initial  dosage  of  2 PLANOLAR  tablets 
two  or  three  times  daily  produces  prompt  relief  of  pain  and 
discomfort  in  the  majority  of  patients  while  initiating  effective 
long-term  therapy  of  the  rheumatoid  arthritic  process. 

Our  PLANOLAR  brochure  contains  a complete  report 
of  clinical  experience  and  side  effects  as  well  as  more 
detailed  information  on  dosage.  May  we  send  you  a copy? 

Sincerely  yours, 

WINTHROP  LABORATORIES 


1.  Bagnall,  A.  W.:  Antimalarial  compounds  in  rheumatoid  disease, 
Conod.  M.AJ.  82:1 167,  June  4,  1960. 

2.  Cornbleet,  Theodore:  Discoid  lupus  erythematosus  treated  with 
Plaquenil,  AM. A.  Arch.  Dermot.  73:572,  June,  1956. 

*Planolar,  trademark 

Plaquenil  (brand  of  hydroxychloroquine), 

trademark  reg.  U.S.  Pat.  Off. 


OFFICERS  AND  COUNCILORS  OF  THE  MEDICAL 
SOCIETY  OF  VIRGINIA  FOR  1960-1961 


President — Guy  W.  Horsley,  M.D.,  Richmond 
President-Elect — Russell  V.  Buxton,  M.D.,  Newport  News 
Past-President — Allen  Barker,  M.D.,  Roanoke 
Vice-Presidents — Mallory  S.  Andrews,  M.D.,  Norfolk 
W.  C.  Elliott,  M.D.,  Lebanon 
Harold  W.  Miller,  M.D.,  Woodstock, 

Executive  Secretary-Treasurer — Robert  I.  Howard,  Richmond 
Editor,  Virginia  Medical  Monthly — Harry  J.  Warthen,  M.D.,  Richmond 
State  Health  Commissioner — Mack  I.  Shanholtz,  Richmond 
Speaker  of  the  House — Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
Vice-Speaker — Kinloch  Nelson,  M.D.,  Richmond 


COUNCILORS 


Paul  Hogg,  M.D.,  Newport  News 
K.  K.  Wallace,  M.D.,  Norfolk 
Thomas  W.  Murrell,  Jr.,  M.D.,  Richmond 
Fletcher  J.  Wright,  M.D.,  Petersburg 
William  N.  Thompson,  M.D.,  Stuart 

DELEGATES  AND  ALTERNATES  TO 
Delegates 
1961-62 

V.  W.  Archer,  M.D.,  Charlottesville 

1960-1961 

W.  Linwood  Ball,  M.D.,  Richmond 
Allen  Barker,  M.D.,  Roanoke 


Alexander  McCausland,  M.D.,  Roanoke 
Dennis  P.  McCarty,  M.D.,  Front  Royal 
James  G.  Willis,  M.D.,  Fredericksburg 
W.  Fredric  Delp,  M.D.,  Pulaski 
Richard  E.  Palmer,  M.D.,  Alexandria 

AMERICAN  MEDICAL  ASSOCIATION 
Alternates 
1961-62 

John  T.  T.  Hundley,  M.D.,  Lynchburg 
1960-1961 

W.  Callier  Salley,  M.D.,  Norfolk 
Russell  Buxton,  M.D.,  Newport  News 


COMMITTEES 
Standing  Committees 


Editorial  Board 

Harry  J.  Warthen,  M.D.,  Chairman  & 
Editor,  Richmond 

Robert  Mitchell,  Jr.,  M.D.  (2)  Richmond 
Ennion  Williams,  M.D.  (2)  Richmond 
Lewis  H.  Bosher,  Jr.,  M.D.  (2)  Richmond 
W.  H.  Muller,  Jr.,  M.D.  (3)  Charlottesville 
Hugh  H.  Trout,  Jr.,  M.D.  (3)  Roanoke 
Simon  Russi,  M.D.  (3)  Petersburg 
C.  V.  Cimmino.  M.D.  (1)  Fredericksburg 
Julian  R.  Beckwith,  M.D.  (1)  Charlottes- 
ville 

Charles  E.  Davis,  Jr.,  M.D.  (1)  Norfolk 
Ethics 

Russell  G.  McAllister,  M.D.,  Chairman  (1) 
Richmond 

Robert  P.  Trice,  M.D.  (2)  Richmond 
John  Smoot,  M.D.  (3)  Fredericksburg 

Mediation 

James  P.  King,  M.D.,  Chairman  (1)  Rad- 
ford 

James  D.  Hagood,  M.D.  (2)  Clover 
Harry  C.  Bates,  Jr.,  M.D.  (3)  Arlington 
Walter  P.  Adams,  M.D.  (4)  Norfolk 
Allen  Barker,  M.D.  (5)  Roanoke 

Judicial 

J.  Morrison  Hutcheson,  M.D.,  Chairman 
(2)  Richmond 

W.  Callier  Salley,  M.D.  (3)  Norfolk 
James  P.  King,  M.D.  (1)  Radford 


Medical  Service 

Charles  L.  Savage,  M.D.,  Chairman  (2) 
Waynesboro 

Russell  V.  Buxton,  M.D.  (1)  Newport  News 
J.  T.  Showalter,  M.D.  (1)  Christiansburg 
James  P.  Williams,  M.D.  (1)  Richlands 
Richard  E.  Palmer,  M.D.  (1)  Alexandria 
William  A.  Johns,  M.D.  (2)  Richmond 
Walter  F.  Adams,  M.D.  (2)  Norfolk 
Ray  A.  Moore,  Jr.,  M.D.  (2)  Farmville 
Snowden  C.  Hall,  Jr.,  M.D.  (2)  Danville 
Cecil  G.  Finney,  M.D.  (1)  Culpeper 

Public  Relations 

John  Wyatt  Davis,  Jr.,  M.D.,  Chairman 
(2)  Lynchburg 

Thomas  W.  Murrell,  Jr.,  M.D.,  Vice-Chair- 
man (3)  Richmond 

Mason  C.  Andrews,  M.D.  (2)  Norfolk 
William  S.  Terry,  M.D.  (1)  Portsmouth 
Thomas  E.  Haggerty,  M.D.  (1)  Falls  Church 
Marcellus  Johnson,  III,  M.D.  (3)  Roanoke 

Membership 

William  L.  Sibley,  M.D.,  Chairman  (2) 
Roanoke 

William  W.  Old,  III,  M.D.  (1)  Lexington 
Marion  W.  Fisher,  M.D.  (3)  Sandston 


Legislative 

James  D.  Hagood,  M.D.,  Chairman  (3) 
Clover 

W.  C.  Elliott,  M.D.,  Vice  Chairman  (1) 
Lebanon 

Edward  E.  Haddock,  M.D.  (1)  Richmond 
Ernest  G.  Scott,  M.D.  (2)  Lynchburg 
Dean  B.  Cole,  M.D.  (2)  Richmond 
James  L.  Chitwood,  M.D.  (2)  Pulaski 
Richard  E.  Palmer,  M.D.  (1)  Alexandria 
Walter  J.  Rein,  M.D.  (3)  Richmond 
Mallory  S.  Andrews,  M.D.  (3)  Norfolk 

Program 

Kinloch  Nelson,  M.D.,  Chairman  (1)  Rich- 
mond 

William  J.  Hagood,  Jr.,  M.D.  (2)  Clover 
Owen  Gwathmey,  M.D.  (3)  Richmond 

Finance 

Benjamin  W.  Rawles,  Jr.,  M.D.,  Chairman 
(1)  Richmond 

Walter  A.  Porter,  M.D.  (2)  Hillsville 
Paul  Hogg,  M.D.  (3)  Newport  News 

Scientific  Exhibits  & Clinics 

Frank  M.  Blanton,  M.D.,  Chairman  (3) 
Richmond 

Charles  L.  Crockett,  Jr.,  M.D.  (1)  Roanoke 
Eugene  L.  Lowenberg,  M.D.  (2)  Norfolk 
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NEW  UNEXCELLED  TASTE 


SYRUP  OF  CHLORAL  HYDRATE 

NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
chip ral -h y d rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 


JONES  and  VAUGHAN,  Inc. 

WJEEiMb 


RICHMOND  26,  VA. 


Advisory  to  Woman’s  Auxiliary 

W.  A.  Porter,  M.D.,  Chairman,  Hillsville 
Edward  E.  Haddock,  M.D.,  Richmond 
Hugh  H.  Trout,  Jr.,  Roanoke 

Walter  Reed  Commission 

Raymond  S.  Brown,  M.D.,  Chairman, 
Gloucester 

Thomas  E.  Smith,  M.D.,  Hayes 
Sterling  Ransone,  M.D.,  Mathews 

To  Confer  with  State  Board  of 
Nurse  Examiners 

John  R.  Mapp,  M.D.,  Chairman, 
Nassawadox 

James  M.  Moss,  M.D.,  Alexandria 
R.  Earle  Glendy,  M.D.,  Roanoke 
John  P.  Lynch,  M.D.,  Richmond 
Julian  R.  Beckwith,  M.D.,  Charlottesville 

Maternal  Health 

E.  S.  Groseclose,  M.D.,  Chairman , 
Lynchburg 

A.  Tyree  Finch,  M.D.,  Farmville 
Joseph  C.  Parker,  M.D.,  Richmond 
L.  L.  Shamburger,  M.D.,  Richmond 
George  S.  Hurt,  M.D.,  Roanoke 
Mason  C.  Andrews,  M.D.,  Norfolk 
Chester  L.  Riley,  M.D.,  Winchester 
John  J.  Marsella,  M.D.,  Danville 
W.  N.  Thornton,  Jr.,  M.D.,  Charlottesville 
James  J.  Dunne,  M.D.,  Richmond 
David  M.  Brillhart,  M.D.,  Arlington 
K.  Charles  Latven,  M.D.,  Arlington 
William  M.  Gammon,  M.D.,  Bristol 

Liaison  to  Confer  with  U.M.W.  Welfare  Fund 

James  P.  Williams,  M.D.,  Chairman, 
Richlands 

Kinloch  Nelson,  M.D.,  Richmond 
Mack  I.  Shanholtz,  M.D.,  Richmond 
Rufus  P.  Brittain,  M.D.,  Tazewell 
Lewis  Ingram,  M.D.,  Norton 
Thomas  B.  Hunter,  M.D.,  Charlottesville 
William  F.  Maloney,  M.D.,  Richmond 
H.  B.  Mulholland,  M.D.,  Charlottesville 
W.  Linw'ood  Ball,  M.D.,  Richmond 
Vincent  W.  Archer,  M.D.,  Charlottesville 
Allen  Barker,  M.D.,  Roanoke 

House 

Harry  J.  Warthen,  M.D.,  Chairman, 
Richmond 

Virgil  May,  M.D.,  Richmond 

Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 

National  Emergency  Medical  Service 

W.  Ross  Southward,  Jr.,  M.D.,  Chairman , 
Richmond 

Charles  R.  Riley,  M.D.,  Richmond 
E.  Cato  Drash,  M.D.,  Charlottesville 
Charles  D.  Smith,  M.D.,  Roanoke 
Frank  A.  Kearney,  M.D.,  Hampton 
Meyer  I.  Krischer,  M.D.,  Norfolk 
Coleman  Booker,  M.D.,  Hopewell 

Liaison  to  State  Bar  Association 

Edward  E.  Haddock,  M.D.,  Chairman, 
Richmond 

William  Dolan,  M.D.,  Arlington 
G.  T.  Mann,  M.D.,  Richmond 
T.  Addison  Morgan,  M.D.,  Franklin 
John  O.  Boyd,  Jr.,  M.D.,  Roanoke 
Russell  Buxton,  M.D.,  Newport  News 

Medicare  Advisory 

W.  Linwood  Ball,  M.D.,  Chairman, 
Richmond 

David  W.  Scott,  Jr.,  M.D.,  Fredericksburg 
Hunter  B.  Frischkorn,  M.D.,  Richmond 
Richard  Michaux,  M.D.,  Richmond 
William  E.  Byrd,  M.D.,  Norfolk 

Principles  and  Policies 

Harry  C.  Bates,  Jr.,  M.D.,  Chairman » 
Arlington 

Benjamin  W.  Rawles,  Jr.,  M.D.,  Vice- 
Chairman,  Richmond 
John  T.  T.  Hundley,  M.D.,  Lynchburg 
Samuel  Adams,  M.D.,  Martinsville 
Allen  Barker,  M.D.,  Roanoke 
Thomas  S.  Edwards,  M.D.,  Charlottesville 
Malcolm  H.  Harris,  M.D.,  West  Point 
James  P.  King,  M.D.,  Radford 
Walter  P.  Adams,  M.D.,  Norfolk 


Special  Committees 

Advisory  Committee  to  the  Department  of  Pub- 
lic Welfare 

John  T.  T.  Hundley,  M.D.,  Chairman, 
Lynchburg 

Robley  Bates,  M.D.,  Richmond 
H.  W.  Felton,  M.D.,  Deltaville 
Charles  H.  Lupton,  M.D.,  Norfolk 
Horace  E.  Kerr,  M.D.,  Colonial  Beach 
G.  B.  Setzler,  M.D.,  Pennington  Gap 

Executive  Committee  of  Council 

Fletcher  J.  Wright,  Jr.,  M.D.,  Chairman, 
Petersburg 

Richard  E.  Palmer,  M.D.,  Alexandria 
Paul  Hogg,  M.D.,  Newport  News 

Insurance 

Andrew  F.  Giesen,  M.D.,  Chairman, 
Radford 

W.  D.  Lewis,  M.D.,  Martinsville 
A.  L.  Herring,  Jr.,  M.D.,  Richmond 
J.  R.  B.  Hutchinson,  M.D.,  Arlington 
Robert  S.  Hutcheson,  Jr.,  M.D.,  Roanoke 

C.  M.  McCoy,  M.D.,  Norfolk 

Mental  Health 

John  R.  Saunders,  M.D.,  Chairman , 
Richmond 

Thomas  S.  Edwards,  M.D.,  Charlottesville 
Robert  C.  Longan,  Jr.,  M.D.,  Richmond 
Joseph  R.  Blalock,  M.D.,  Marion 
Walter  J.  Brennan,  M.D.,  Alexandria 
Milton  S.  Goldman,  M.D.,  Norfolk 
G.  Edmund  Stone,  M.D.,  Staunton 

Conservation  of  Sight 

DuPont  Guerry,  III,  M.D.,  Chairman, 
Richmond 

Charles  A.  Young,  Jr.,  M.D.,  Roanoke 
William  P.  McGuire,  M.D.,  Winchester 
Marion  K.  Humphries,  M.D.,  Charlottesville 
Eugene  W.  Heatwole,  M.D.,  Newport  News 
Beverley  R.  Kennon,  III,  M.D.,  Norfolk 

Conservation  of  Hearing 

Calvin  T.  Burton,  M.D.,  Chairman, 
Roanoke 

Neil  Callahan.  M.D.,  Portsmouth 
Fletcher  D.  Woodward,  M.D.,  Charlottesville 
John  B.  Gorman,  M.D.,  Lynchburg 
John  G.  Sellers,  M.D.,  Norfolk 
W.  Copley  McLean,  M.D.,  Charlottesville 
Peter  Pastore,  M.D.,  Richmond 

Rehabilitation 

Roy  M.  Hoover,  M.D.,  Chairman,  Roanoke 
W.  Kyle  Smith,  M.D.,  Richmond 
Charles  L.  Savage.  M.D.,  Waynesboro 
Joseph  R.  Blalock,  M.D.,  Marion 
George  A.  Duncan,  M.D.,  Norfolk 
A.  Ray  Dawson,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
J.  Treacy  O’Hanlan,  M.D.,  Waynesboro 
Leroy  Smith,  M.D.,  Richmond 
G.  S.  Fitz-Hugh,  M.D.,  Charlottesville 
Frank  B.  Stafford,  M.D.,  Charlottesville 
Reno  Porter,  M.D.,  Richmond 
A.  L.  McCausland,  M.D.,  Roanoke 
James  L.  Thomson,  M.D.,  Norfolk 

Radiation  Hazards 

George  Cooper,  Jr.,  M.D.,  Chairman, 
Charlottesville 

Mack  I.  Shanholtz,  M.D..  Richmond 
Hunter  B.  Frischkorn,  M.D.,  Richmond 
Charles  D.  Smith,  M.D.,  Roanoke 

Medical  Education 

Allen  Barker.  M.D.,  Chairman,  Roanoke 
Malcolm  H.  Harris,  M.D.,  West  Point 
William  F.  Maloney,  M.D.,  Richmond 
Thomas  H.  Hunter,  M.D.,  Charlottesville 
Shelton  Horsley,  HI.  M.D.,  Richmond 
John  C.  Watson,  M.D.,  Alexandria 
Russell  M.  Cox,  M.D.,  Portsmouth 


Alcoholism 

William  S.  Sloan,  M.D.,  Chairman , 
Petersburg 

James  Asa  Shields,  M.D.,  Richmond 
Ebbe  C.  Hoff,  M.D.,  Richmond 
William  F.  Gibbs,  M.D.,  Norfolk 
John  J.  Jofko,  M.D.,  Roanoke 

Child  Health 

Warren  C.  Gregory,  M.D.,  Chairman, 
Winchester 

William  C.  Smith,  M.D.,  Waynesboro 
Lee  N.  Kastner,  M.D.,  Portsmouth 
William  P.  Spencer,  M.D.,  Richmond 
Edwin  B.  Vaden,  M.D.,  Lynchburg 
Robert  H.  Anderson,  M.D.,  Alexandria 
William  F.  Murphy,  Jr.,  M.D.,  Norfolk 
W.  N.  Thompson,  M.D.,  Stuart 
Boyd  H.  Payne,  M.D.,  Staunton 
Homer  Bartley,  M.D.,  Roanoke 
Robert  D.  Shreve,  M.D.,  Altavista 


Advisory  to  Work  with  Medical  & Allied 
Organizations 

Robert  Marston,  M.D.,  Chairman,  Bon  Air 
Fleming  Gill,  M.D.,  Richmond 
McLemore  Birdsong,  M.D.,  Charlottesville 


Cancer 

John  R.  Kight,  M.D.,  Chairman,  Norfolk 
George  Cooper,  Jr,,  M.D.,  Charlottesville 
William  D.  Dolan,  M.D.,  Arlington 
W.  Ross  Southward,  Jr.,  M.D.,  Richmond 
J.  Robert  Massie,  Jr.,  M.D.,  Richmond 
Walter  C.  Fitzgerald,  M.D.,  Danville 
Charles  L.  Crockett,  Jr.,  M.D.,  Roanoke 
Carey  A.  Stone,  Jr.,  M.D.,  Radford 
Claiborne  W.  Fitchett,  M.D.,  Norfolk 
Richard  N.  deNiord,  M.D.,  Lynchburg 


National  Legislative 

Vincent  W.  Archer,  M.D.,  Chairman, 
Charlottesville 

Paul  Hogg,  M.D.,  Newport  News 
K.  K.  Wallace,  M.D..  Norfolk 
Thomas  W.  Murrell,  Jr.,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
William  N.  Thompson,  M.D.,  Stuart 
Alexander  McCausland,  M.D.,  Roanoke 
Dennis  P.  McCarty,  M.D.,  Front  Royal 
James  G.  Willis,  M.D.,  Fredericksburg 
W.  Fredric  Delp,  M.D.,  Pulaski 
Richard  E.  Palmer.  M.D.,  Alexandria 


Liaison  to  State  Department  of  Health 

William  Grossmann,  M.D.,  Chairman, 
Petersburg 

Edwin  L.  Kendig,  Jr.,  M.D.,  Richmond 
James  G.  Snead,  M.D.,  Roanoke 

Appointees  to  Board  of  Directors  of  Virginia 
Medical  Service  Association* 

W.  Callier  Salley,  M.D.,  Chairman,  Norfolk 
Frank  N.  Buck,  Jr.,  M.D.,  Lynchburg 
Claude  A.  Nunnally,  M.D.,  Fredericksburg 
R.  Campbell  Manson,  M.D.,  Richmond 
Benjamin  W.  Rawles,  Jr.,  M.D.,  Richmond 
John  R.  Saunders,  M.D.,  Richmond 

D.  Edward  Watkins,  M.D..  Waynesboro 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
Julian  H.  Yeatman,  M.D.,  Fork  Union 
Walter  P.  Adams,  M.D.,  Norfolk 
Russell  V.  Buxton,  M.D.,  Newport  News 
Mathew  L.  Lacey,  II,  M.D.,  South  Hill 
* Also  serve  as  Special  Committee  of  The 
Medical  Society  of  Virginia. 

Traffic  Safety 

F.  H.  McGovern,  M.D.,  Chairman,  Danville 
DuPont  Guerry,  III,  M.D.,  Richmond 
John  Meredith,  M.D.,  Richmond 
Louis  P.  Ripley,  M.D.,  Roanoke 
Robert  P.  Irons,  M.D.,  Lexington 
R.  D.  Butterworth,  M.D.,  Richmond 
William  Pifer,  M.D.,  Winchester 

Tuberculosis 


Aging  and  Chronically  111 

John  P.  Lynch,  M.D.,  Chairman,  Richmond 
Harry  C.  Bates,  Jr.,  M.D.,  Arlington 
H.  B.  Mulholland,  M.D.,  Charlottesville 
Elam  C.  Toone,  Jr.,  M.D.,  Richmond 
Mack  I.  Shanholtz,  M.D.,  Richmond 
Malcolm  H.  Harris,  M.D.,  West  Point 
Louis  P.  Bailey,  M.D.,  Nathalie 


E.  C.  Drash,  M.D.,  Chairman, 
Charlottesville 

John  A.  Sims,  M.D.,  Alexandria 
Edward  S.  Ray,  M.D.,  Richmond 
R.  T.  Peirce,  M.D.,  Newport  News 
C.  L.  Savage,  M.D.,  Waynesboro 

E.  C.  Harper,  M.D.,  Richmond 

G.  B.  Tayloe,  M.D.,  Norfolk 
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New  from 


Saunders 


Nagan- Medical  Almanac,  1961-62 


Hundreds  of  facts  and  figures  on  the  entire 
framework  and  operation  of  the  medical  world 

Just  Ready!  Now  under  one  cover  you’ll  find  a tremendous 
range  of  up-to-date  data  never  before  gathered  into  a single 
source.  You  can  quickly  check  on  such  diverse  information  as: 
Nobel  prize  winners  in  medicine— frequency  rate  of  various 
injuries  in  industry— admission  requirements  of  medical 
schools— number  of  Al.D.s  in  major  countries.  Hundreds  of 
lists,  charts,  graphs  and  directories  set  forth  information  in 
quickly  assimilable  form.  Where  recentness  of  data  is  vital, 
you’ll  find  statistics  carried  right  up  to  I960.  Where  a long 
record  of  experience  is  valuable,  you’ll  find  accurate  figures  in 
some  cases  going  back  to  the  late  Seventeen  Hundreds.  Forth- 
coming meetings,  tax  deadlines,  etc.  are  listed  into  the  future. 
Anyone  in  medicine  who  writes,  who  lectures,  who  must  doc- 
ument articles,  or  who  holds  some  organizational  duties  can 
use  this  almanac  daily. 

Compiled  by  Peter  S.  Nagan,  A.B.,  M.A.,  M.S.,  528  pages,  5V^”x734". 
Paper  Bound.  About  $5.50.  New  — Just  Ready! 


Over  500  pages  of  exhaustive  facts 
and  figures  on  a myriad  of  topics: 

What  medical  records  to  keep  and  for 
how  long  — leading  medical  publications 

— summary  of  medical  systems  in  major 
countries  — average  prevalence  of  peptic 
ulcer  by  sex  and  age— 12  diagnoses  with 
highest  annual  rate  per  1000  patients  — 
prevalence  of  chronic  conditions  among 
persons  45  years  and  older  by  age,  sex 

— number  of  physicians  specializing  in 
industrial  medicine  — deaths  and  death 
rate  from  accidents  by  type  — birth  rate 
by  color  and  by  age  of  mother,  1800- 
1959. 

Advertising  medical  products  on  TV- 
great  epidemics  of  the  past  — leading  for- 
eign medical  journals  — schedule  of  1961 
conventions  — officials  and  executive  staff 
of  the  AM  A — average  income  of  doctors 
in  U.S.— tuberculosis  and  death  rate- 
narcotics  regulations  — license  renewal  by 
State— federal  legislation  affecting  doctors. 


Pillsbury,  Shelley  & Kiigman — 
Manual  of  Cutaneous  Medicine 

A New  Book ! 

Just  Ready ! This  concise,  practical  manual 
contains  a wealth  of  immediately  applicable  in- 
formation on  managing  the  entire  range  of  cu- 
taneous disease.  It  clearly  illuminates  the  anat- 
omy, physiology,  pathology  and  pathophysiology 
of  the  skin.  You'll  find  diagnosis,  prevention  and 
treatment  of  those  skin  diseases  you  meet  most 
frequently  in  daily  practice— from  acne  to  tu- 
mors of  the  skin.  The  authors  emphasize  changes 
in  the  skin  which  may  be  representative  of 
systemic  disease.  They  assess  the  advantages  of 
various  treatment  methods,  and  clearly  point  out 
potential  hazards. 

By  Donald  M.  Pillsbury,  M.A.,  D.Sc.  (Hon.),  M.D., 
F.A.C.P.,  Professor  and  Director  of  Department  of  Dermatol- 
ogy; Walter  B.  Shelley,  M.D.,  Ph.D.,  F.A.C.P..  Professor 
of  Dermatology;  and  ALBERT  M.  KLIGMAN,  M.D.,  Ph.D., 
Professor  of  Dermatology.  All  of  the  University  of  Pennsylvania 
School  of  Medicine.  About  440  pages,  6"x9Vi”,  with  234 
illustrations.  About  $10.00.  New  — Just  Ready! 


Rushmer- 

Cardiovascular  Dynamics 

New  ( 2nd ) Edition! 

This  valuable  book  provides  you  with  the  infor- 
mation you  need  to  make  keener  diagnoses  and 
evaluations  of  heart  disorders.  Dr.  Rushmer  pre- 
sents a clear  picture  of  the  structure,  function 
and  control  of  the  various  components  of  the 
cardiovascular  system  as  they  exist  under  normal 
conditions  — followed  by  the  changes  which  occur 
in  presence  of  disease.  You’ll  find  recent  advances, 
particularly  in  the  areas  of  instrumentation  and 
analysis  of  cardiac  dynamics,  clearly  shown. 
Among  the  topics  covered  are:  Cardiac  Output; 
Measurements  of  Pressure;  Cardiovascular 
Sounds;  Heart  Size  and  Configuration. 

By  ROBERT  F.  Rushmer,  M.D.,  Professor  of  Physiology  and 
Biophysics,  University  of  Washington  Medical  School.  503 
pages,  6Vi"x  10",  with  264  illustrations.  $12.50. 

Just  Published  — New  (2nd)  Edition! 


SJG-4-61 


W.  B.  SAUNDERS  COMPANY 


West  Washington  Square,  Philadelphia  5 

Please  send  me  the  following  books  and  charge  my  account : 

□ Nagan’s  Medical  Almanac,  1961-62,  about  $5.50 

□ Pillsbury  et  al..  Manual  of  Cutaneous  Medicine,  about  $10.00 

□ Rushmer’s  Cardiovascular  Dynamics,  $12.50 


Name. 


Address. 


do  you 
still  need 
special 
skills 
to  run 
your  own 


There  was  a time  when  you  almost  did  need 
an  electrical  engineer’s  talents  to  run  a clear, 
clinically  accurate  ’cardiogram  . . . when 
ECG’s  were  like  the  one  pictured  — a 
Sanborn  $1500  “table  model’’  of  the  mid- 
1920’s.  But  Sanborn  ECG’s  today  use  every 
proven  advantage  of  modern  electronic  in- 
strument design  to  give  you  and  your  tech- 
nician equipment  which  is  extremely  compact, 
portable  and  easy  to  use  — with  such  con- 
veniences as  automatic  grounding  . . . ampli- 
fier stabilization  as  leads  are  switched  by  a 
single  control  . . . choice  of  sensitivities  and 
chart  speeds  . . . quick,  easy  paper  loading  . . . 
and  a choice  of  three  models  to  suit  the  needs  of 
your  practice:  the  18-pound  portable  Visette, 
the  2-speed,  highly  versatile  100  Vfso,  and  its 
mobile  counterpart,  the  100M  Mobile  Viso. 

Your  nearby  Sanborn  man  has  shown  a grow- 
ing number  of  your  colleagues  how  easy  it  is  to 
use  a Sanborn  ECG  in  their  offices  and  on  call, 
and  add  this  valuable  diagnostic  facility  to 
their  practices.  He’ll  be  glad  to  do  the  same 
for  you.  Call  him  today  for  full  details. 

SANBORN 

COMPANY 

MEDICAL  DIVISION 

175  Wyman  St.,  Waltham  54,  Massachusetts 


'cardiograms? 


Bethesda  Branch  Office  8118  Woodmont  Ave. 
Oliver  6-5170  and  6-5171 


Richmond  Resident  Representative  301  E.  Franklin  St.,  Milton  9-1108 
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CAT.  NO.  350N  ANGEtES 


For  all  Technics  of  Resuscitation  including  Closed  Chest  Cardiac  Massage 


ONLY 


Coynplete  with 
2 External 
and  2 Internal 
Electrodes 


A two-in-one  instrument  for  both  technics  of  defibrillation  and  cardiac  massage. 

The  new  Birtcher  External-Internal  Defibrillator  provides  automatic  or  manually 
timed  and  strength-controlled  electrical  shocks  in  two  ranges:  For  internal  de- 
fibrillation with  the  electrodes  applied  directly  to  the  myocardium;  for  external 
defibrillation  with  the  shock  passing  through  the  closed  chest.  The  Johns  Hopkins 
group  advocates  and  has  widely  taught  the  technic  of  closed  chest  cardiac  massage, 
a technic  which  makes  it  mandatory  to  have  an  external  defibrillator  readily  at 
hand.  Beck,  Hosier  and  others  who  have  advocated  open  chest  cardiac  massage 
indicate  the  urgency  of  having  an  internal  defibrillator  at  hand.  The  new  Birtcher 
External -Internal  Defibrillator  has  precise  power  and  range  for  both  technics. 

Many  other  Exclusive  Features 

CAN  BE  FOOTSWITCH  AS  WELL  AS  MANUALLY  OPERATED 

U.  L.  Approved  Explosion-proof  Footswitch 

NO  FUSES  TO  BLOW -HEAVY  DUTY  CIRCUIT  BREAKER  BUILT-IN 
INSULATED  ELECTRODES  FOR  MAXIMUM  OPERATOR  SAFETY 

For  descriptives  and  a copy  of  the  newly  published 
“Guidebook  on  Cardiac  Resuscitation” 
write  to  Mr.  Arnold  Newman,  Cardiac  Division 


ft 


THE  BIRTCHER  CORPORATION  Department  VM-461 

4371  VALLEY  BOULEVARD  • LOS  ANGELES  32,  CALIFORNIA 
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‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


r 


‘CORTISPORIN’ 


Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

*/2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

*/2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  >/2  oz.  and 
Va  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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when  the  need 

for  iron  is  acute  . . . 


inject 


(Brand  of  dextriferron) 

intravenously 


Write  for  literature  and  professional  sample 


AD\ 


^ AVI  It 
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ASTItA  PHARMACEUTICAL  PRODUCTS,  INC. 
Worcester,  Mass.,  U.  S.  A. 


inflammatory 


YOUR  CHOICE  OF  FIVE  TOPICAL  FORMS 


Aristoderm 


Foam 


Triamcinolone  Acetonide 


Aristoderm 

Foam  0.1%  ST 


Aristocort 

Cream  0.1%  Acetonide 


7.5  cc.  and  15  cc. 
push-button  dispensers 
Neat,  not  messy  or  sticky — - 
spreads  readily  without 
irritation  or  burning— -for 
oozing,  crusted,  severely 
inflamed  and  injured  skin 
or  mucous  membranes. 


Each  cc.  contains: 

Aristocort  Triamcinolone  Acetonide.  1 mg.  . . . 0.1% 
Neomycin  Sulfate,  5 mg 0.5% 

Precautions:  Contraindicated  in  herpes 
simplex.  Sensitivity  reactions  to 
neomycin  occasionally  occur. 


7.5  cc.  and  15  cc. 

push-button 

dispensers 


Precautions: 

Contraindicated 
in  herpes  simplex 


Tubes  of  5 and  15  Gm. 


Precautions: 

Contraindicated 
in  herpes  simplex. 


and  allergic  skin  conditions . . . 

simple,  sparing  application  - prompt,  symptomatic  relief 


HIGHLY  ACTIVE  WHEN  DIRECTLY  APPLIED  TO  SKIN  LESIONS 


A recent  study  has  demonstrated  the 
efficacy  of  triamcinolone  acetonide  0.1  per 
cent  in  222  patients  with  a variety  of 
allergic  and  inflammatory  dermatoses. 
The  conditions  included  in  the  study  were 
contact  dermatitis,  seborrheic  dermatitis, 
neurodermatitis,  atopic  dermatitis,  and 
pruritus  vulvae. 


The  anti-inflammatory  and  antipruritic 
efficacy  of  triamcinolone  acetonide  was 
shown  by  the  prompt  control  of  itching 
and  resolution  of  affected  areas.  Cahn, 
M.  M.,  and  Levy,  E.  J. : A Comparison  of 
Topical  Corticosteroids : Triamcinolone 
Acetonide,  Prednisolone,  Fluorometho- 
lone,  and  Hydrocortisone. 

Antibiotic  Med.  & Clin.  Ther.  6:734  [Dec.]  1959. 


Aristoeort 


Neo-Aristoeort® 


Ointment  0.1%  Acetonide 


Tubes  of  5 and  15  Gm. 


Precautions: 

Contraindicated 
in  herpes  simple* 


plSTWoi 


LiiMMilaii; 


Eye-Ear  Ointment  0.1%  Triamcinolone  Acetonide 


Tubes  of  % oz. 

For  inflammatory, 
allergic,  infective  eye 
and  ear  conditions 


Each  gram  contains: 

Aristoeort  Triamcinolone  Acetonide  ...  1 mg. 
Neomycin  Sultate  5 mg. 

Precautions:  Contraindicated  in  herpes 
simplex.  Sensitivity  reactions 
to  neomycin  occasionally  occur. 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


'Tfliere’s  a lot  of  satisfaction  in  pointing  out  some- 
'L  thing  good  to  a friend.  That’s  why  it  sometimes 
happens  that  one  cigarette  out  of  a pack  of  Dual  Filter 
Tareytons  never  does  get  smoked. 

People  open  it  to  show  its  remarkable  Dual  Filter 
containing  Activated  Charcoal.  They  may  not  know 
why  it  works  so  well,  but  they  do  know  this:  it  brings 
out  the  best  taste  of  the  best  tobaccos.  Yes,  Tareyton 
delivers  the  flavor  . . . and  the  Dual  Filter  does  it! 

Try  a pack  of  Dual  Filter  Tareyton.  We  believe  the 
extra  pleasure  they  bring  will  soon  have  you  passing 
the  good  word  to  your  friends. 


Tareyton  delivers  the  flavor  . . . 
DUAL  FILTER  DOES  IT! 

HERE'S  HOW  : 1.  It  combines  a 
unique  inner  filter  of  ACTIVATED 
CHARCOAL  . . . definitely  proved  to 
make  the  taste  of  a cigarette  mild  and 
smooth  . . . 

2.  with  a pure  white  outer  filter.  To- 
gether they  select  and  balance  the 
flavor  elements  in  the  smoke.  Tareyton’s 
flavor-balance  gives  you  the  best 
taste  of  the  best  tobaccos. 


ymur  trienas.  . - ■ j 

DUAL  filterTQ  TCytOTL 

Product  of  •JVmeiieam  c/o&ceeoUcmuiarw^^ — c/vtraeeo-  is  our  middle  name  © A.  T. 
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CONTINUOUS 

PROTECTION  IN 

ANGINA 

PECTORIS 

ANTORA... 

PROVIDES  10-12  HOURS 

GRADUAL  RELEASE  . . . 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  ...  a clinically  proven 
dosage  form.  For  assured  24  hour  control,  administer 
one  Antora  capsule  before  breakfast  and  one  before 
evening  meal.  ANTORA  REDUCES  NITROGLYCERIN  RE- 
QUIREMENTS . . . IMPROVES  EKG  TRACINGS  . . . 
PROVIDES  BETTER  EXERCISE  TOLERANCE  . . . REDUCES 
NUMBER  AND  SEVERITY  OF  ATTACKS.  Administer  with 
caution  in  glaucoma. 


FOR  THE  UNDULY 
APPREHENSIVE  PATIENT  . . . 


ANTORA-B... 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  plus  50  mg.  Secobarituric 
Acid.  Medication  is  released  over  10  to  12  hours  with 
fewer  side  effects  and  less  “hangover”  than  the  long- 
er acting  barbiturates.  As  with  Antora,  capsules  are 
administered  only  twice  daily  instead  of  the  usual 
8 to  12  tablets.  Administer  with  caution  in  glaucoma. 


REFER  TO 


PAGE  643 


Supplied:  Bottles  of  60  and  250. 
Literature  and  clinical  samples 
available. 


M au/ia+tdl,  inc. 


PHARMACEUTICALS 

1042  WESTSIDE  DRIVE 


GREENSBORO,  NORTH  CAROLINA 
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Doctor . . . 

•What  would  paying  a bill  like'this' 
do  to  your  personal  finances? 


•And  what  about  additional  bills  for  your 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient  ? 


j— AS  A PRACTICING  PHYSICIAN  ...  

. . . knowing  that  today's  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  "catastrophic” 
hospital-nurse  insurance  for  yourself  and  your  family’s 
assured  protection. 

PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 

You  have  a choice  of  3 deductible  amounts,  assuring 
the  'right'  protection  at  the  'right'  cost  for  YOU! 


— AS  A PRACTICAL  BUSINESSMAN  . . . — 

. . . knowing  that  today  it  costs  BIG  money  to  operate 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  'on  duty’  — it's  only  good  business  to  obtain 
Overhead  Expense  protection. 

PLAN  2 

Professional  Overhead  Expense 

PAYS  covered  Office  Expenses  — Rent,  Employees' 
Salaries,  Heat,  etc.  — when  you  are  continuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you,  and  can  continue 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 

You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 


APPROVED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


UNDERWRITTEN  BY  AMERICAN  CASUALTY  CO.  READING,  PA. 

DAVID  A.  DYER,  Administrator 

Medical  Arts  Building  Roanoke,  Virginia 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro- 
tection for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  an 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


ANNOUNCING— 

SPECIFICALLY  FOR 
INFECTIONS  DUE  TO 
•RESISTANT”  STAPHYLOCOCCI 


AN  ENTIRELY  NEW  SYNTHETIC 
‘STAPH-CIDAL”  PENICILLIN 


StaDhcillin 


sodium  dimethoxyphenyl  penicillin 

FOR  INJECTION 


UNIOUE— BECAUSE  IT 
RETAINS  ANTIBACTERIAL 
ACTIVITY  IN  THE  PRESENCE  OF 
STAPHYLOCOCCAL  PENICILLINASES 


WHICH  INACTIVATE 
OTHER  PENICILLINS 


NEW  SYNTHETIC  PENICILLIN  FOR  “RESISTANT"  STAPH 


Official  Packack  Circular 
Novembi  i . 1960 


STAPHCILLIN™ 

(sodium  dimethoxyphenyl  penicillin) 

For  Injection 

DESCRIPTION 

Staphcillin  is  a unique  new  synthetic  parenteral  penicillin  produced 
by  Bristol  Laboratories  for  the  specific  treatment  of  staphylococcal 
infections  due  to  resistant  organisms.  Its  uniqueness  resides  in  its 
property  of  resisting  inactivation  by  staphylococcal  penicillinase.  It  is 
active  against  strains  of  staphylococci  which  are  resistant  to  other 
penicillins. 

Each  dry  filled  vial  contains:  1 Gin.  Staphcillin  (sodium  dimethoxy- 
phenyl penicillin),  equivalent  to  900  mg.  dimethoxyphenyl  penicillin 
activity. 

INDICATIONS 

Staphcillin  is  recommended  as  specific  therapy  only  in  infections 
due  to  strains  of  staphylococci  resistant  to  other  penicillins,  c.g.: 

Skin  and  soft  tissue  infections:  cellulitis,  wound  infections,  car- 
buncles, pyoderma,  furunculosis,  lymphangitis  and  lymphadenitis. 

Respiratory  infections:  staphylococcal  lobar  or  bronchopneumonia, 
and  lung  abscesses  combined  with  indicated  surgical  treatment. 

Other  infections:  staphylococcal  septicemia,  bacteremia,  acute  or 
subacute  endocarditis,  acute  osteomyelitis  and  enterocolitis. 

Infections  due  to  penicillin-sensitive  staphylococci,  streptococci,  pneu- 
mococci and  gonococci  should  be  treated  with  Syncillin®  or  parenteral 
penicillin  G rather  than  Staphcillin.  Treponemal  infections  should 
be  treated  with  parenteral  penicillin  G. 

DOSAGE  AND  ADMINISTRATION 

Staphcillin  is  well  tolerated  when  given  by  deep  intragluteal  or  intra- 
venous injection. 

As  is  the  case  with  other  antibiotics,  the  duration  of  therapy  should  be 
determined  by  the  clinical  and  bacteriological  response  of  the  patient. 
Therapy  should  be  continued  for  at  least  48  hours  after  the  patient  has 
become  afebrile,  asymptomatic  and  cultures  are  negative.  The  usual 
duration  has  been  5-7  days. 

Intramuscular  route:  The  usual  adult  dose  is  1 Gin.  every  4 or  6 hours. 
Infants’  and  children’s  dosage  is  25  mg.  per  Kg.  ( approximately  12  mg. 
per  pound)  every  6 hours. 

Intravenous  route:  1 Gm.  every  0 hours  using  50  ml.  of  sterile  saline 
solution  at  the  rate  of  10  ml.  per  minute. 

* Warning:  Solutions  of  Staphcillin  and  kanamycin  should  not  be 
mixed,  as  they  rapidly  inactivate  each  other.  Data  on  the  results  of 
mixing  Staphcillin  with  other  antibiotics  are  being  accumulated. 

DIRECTIONS  FOR  RECONSTITUTION 

Add  1.5  ml.  sterile  distilled  water  or  normal  saline  to  a l Gm.  vial  and 
shake  vigorously.  Withdraw  the  clear,  reconstituted  solution  (2.0  ml.) 
into  a syringe  and  injec  t.  The  reconstituted  solution  contains  500  mg. 
of  Staphcillin  per  ml.  Reconstituted  solutions  are  stable  for  24  hours 
under  refrigeration. 

For  intravenous  use,  dilute  the  reconstituted  dose  in  50  ml.  of  sterile 
saline  and  inject  at  the  rate  of  10  ml.  per  minute. 

ncnl  supersedes  (lint  in  the  Official  Package  Circulars  dated  September  and/or  October.  1960. 

( continued) 
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Official  Packacl  Circular  ( continued ) 


MICROBIOLOGICAL  AM)  PHARMACOLOGICAL 
PROPERTIES 

In  vitro  studies  show  that  Stapiicillin  is  a bactericidal  penicillin 
with  activity  against  staphylococci  resistant  to  penicillin  G.  Strains  of 
staphylococci  so  far  tested  have  been  sensitive  to  Stapiicillin  in  vitro 
at  concentrations  of  1-6  meg.  per  ml.  These  levels  are  readily  attained 
in  the  blood  and  tissues  by  administration  of  Stapiicillin  at  the 
recommended  dosage.  This  unique  attribute  is  probably  due  to  the 
fact  that  Stapiicillin  is  stable  in  the  presence  of  staphylococcal  peni- 
cillinase. Stapiicillin  also  resists  degradation  by  II.  cereus  penicil- 
linase. The  antimicrobial  spectrum  of  Stapiicillin  with  regard  to 
other  microorganisms  is  qualitatively  similar  to  that  of  penicillin  G; 
but  considerably  higher  concentrations  of  Stapiicillin  are  required 
for  bactericidal  activity  than  is  the  case  with  penicillin  G. 

Stapiicil  lin  is  rapidly  absorbed  after  intramuscular  injection.  Peak 
blood  levels  (6-10  meg.  ml.  on  the  average  after  a 1.0  Gm.  dose!  are 
attained  within  I hour;  and  then  progressively  decline  to  less  than 
I meg.  over  a 1 to  0 hour  period.  It  is  poorly  absorbed  from  the  gastro- 
intestinal tract.  Stapiicillin  is  rapidly  excreted  by  the  kidney. 

As  shown  by  animal  studies,  Stapiicillin  is  readily  distributed  in  body 
tissues  after  intramuscular  injection.  Of  the  tissues  studied,  highest 
concentrations  are  reached  in  the  kidney,  liver,  heart  and  lung  in  that 
order;  the  spleen  and  muscles  show  lower  concentrations  of  the  anti- 
biotic. Stapiicillin  diffuses  into  human  pleural  and  prostatic  fluids, 
but  its  diffusion  into  the  spinal  fluid  has  not  yet  been  completely 
studied.  However,  one  patient  with  meningitis  showed  a significant 
concentration  in  his  spinal  fluid  while  on  Stapiicillin  therapy. 

Toxicity  studies  with  Stapiicillin  and  penicillin  G in  animals  show 
that  they  have  approximately  the  same  low  order  of  toxicity. 

Certain  staphylococci  can  be  made  resistant  to  Stapiicillin  in  the 
laboratory,  but  this  resistance  is  not  related  to  their  penicillinase  pro- 
duction. During  the  clinical  trials,  no  STAPMClLLlN-resistant  strains  of 
staphylococci  were  observed  or  developed;  the  possibility  of  the  emer- 
gence of  such  strains  in  the  clinical  setting  awaits  further  observation. 

PRECAUTIONS 

During  the  clinical  trials,  several  mild  skin  reactions,  e.g..  itching, 
papular  eruption  and  erythema  were  observed  both  during  and  after 
discontinuance  of  Stapiicillin  therapy.  Patients  with  histories  of  hay 
fever,  asthma,  urticaria  and  previous  sensitivity  to  penicillin  are  more 
likely  to  react  adversely  to  the  penicillins.  It  is  important  that  the 
possibility  of  penicillin  anaphy  laxis  be  kept  in  mind.  Epinephrine  and 
the  usual  adjuvants  I antihistamines,  corticosteroids)  should  be  avail- 
able for  emergency  treatment.  Because  of  the  resistance  of  Stapiicillin 
to  destruction  by  penicillinase,  parenteral  II.  cereus  penicillinase  may 
not  be  effective  for  the  treatment  of  allergic  reactions.  Information 
with  regard  to  cross-allergenicity  between  penicillin  G.  penicillin  V. 
phenethicillin  tSyncillin)  and  Stapiicillin  is  not  available  at  present. 
If  superinfection  due  to  Gram-negative  organisms  or  fungi  occurs 
during  Stapiicillin  therapy,  appropriate  measures  should  be  taken. 

SUPPLY 

List  79502  - 1.0  Gm.  dry  filled  vial. 

BRISTOL  LABORATORIES  • SYRACUSE.  NEW  YORK 

Division  of  Bristol-Myers  Company 
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UNIQUE  SYNTHETIC  “STAPH -Cl DAL”  PENICILLIN 


100. 


90- 
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In  the  presence  of  staphylococcal 
penicillinase.  Staphcillin  remained  active 
and  retained  its  antibacterial  action. 

By  contrast,  penicillin  G was  rapidly 
destroyed  in  the  same  period  of  time. 
(After  Gourevitch  et  al„  to  be  published ) 


o. 


Specifically  for  “ resistant”  staph . . . 

StaDhcillin 


sodium  dimethoxyphenyl  penicillin 
FOR  INJECTION 


The  failure  of  staphylococcal  infections  to  respond  to  penicillin  therapy  is  attributed  to 
the  penicillin-destroying  enzyme,  penicillinase,  produced  by  the  invading  staphylococcus. 

Unlike  other  penicillins: 

1 Staphcillin  is  effective  because  it  retains  its  antibacterial  activity  despite  the  pres- 
ence of  staphylococcal  penicillinase. 

-2  The  clinical  effectiveness  of  Staphcillin  has  been  confirmed  by  dramatic  results  in 
a wide  variety  of  infections  due  to  “resistant”  staphylococci,  many  of  which  were  serious 
and  life-threatening. 

Like  other  penicillins: 

Staphcillin  has  no  significant  systemic  toxicity.  It  is  well  tolerated  locally,  and 
pain  or  irritation  at  the  injection  site  is  comparable  to  that  following  the  injection  of 
penicillin  G.  In  occasional  cases , typical  penicillin  reactions  may  be  experienced. 


PROFESSIONAL  INFORMATION  SERVICE  — The  attached  Official  Package  Circular  provides  com- 
plete information  on  the  indications,  dosage,  and  precautions  for  the  use  of  Staphcillin.  If  you  desire 
additional  information  concerning  clinical  experiences  with  Staphcillin,  the  Medical  Department  of 
Bristol  Laboratories  is  at  your  service.  Yui  may  direct  your  inquiries  via  collect  telephone  call  to  New  York. 
PLaza  7-7061,  or  by  mail  to  Medical  Department,  Bristol  Laboratories,  630  Fifth  Ave.,  N.  Y.  20.  N.  Y. 

BRISTOL  LABORATORIES  • SYRACUSE,  NEW  YORK 

Division  of  Bristol-Myers  Company 


©OSTO * 
PUBLIC 
GARDEN 


Bod  of  Digitalis  purpurea 

with  Campanula  (Canterbury  Bells;  in  foreground 


Not  far  from  here  are  manufactured 
from  the  powdered  leaf 
Pil.  Digitalis  (Davies,  Rose) 

0.1  Gram  (IV2  grains)  or  1 U.S.P.  Digitalis  Unit. 

They  are  physiologically  standardized, 
with  an  expiration  date  on  each  package. 

Being  Digitalis  in  its  completeness, 
this  preparation  comprises  the 
entire  therapeutic  value  of  the  drug. 

It  provides  the  physician  with  a safe  and  effective 
means  of  digitalizing  the  cardiac  patient 
and  of  maintaining  the  necessary  saturation. 
Security  lies  in  prescribing  the 
“original  bottle  of  35  pills,  Davies,  Rose.” 


Clinical  samples  and  literature  sent  to  physicians  on  request 


Davies,  Rose  & Co.,  Ltd.  Boston  18,  Mass. 
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Located  in  the  heart  of  the  Capitol  of  the 
Confederacy,  is  Virginia's  largest  and  finest 
convention  hotel.  Historic  sites  of  interest 
are  within  walking  distance  and  convention 
delegates  will  find  their  leisure  hours  occu- 
pied with  interesting  and  informative  tours 
of  Richmond  and  other  nearby  areas  of 
historic  interest.  Spacious  banquet  and  meet- 
ing areas,  tastefully  decorated  rooms,  and 


exceptional  food  prepared  by  master  hotel 
chefs  insure  a successful  convention  at  The 
John  Marshall.  TV  and  air  conditioning  — 
of  course!  In  the  heart  of  downtown  Rich- 
mond. 1200  rooms,  conveniently  located, 
under  one  management  in  Richmond:  The 
John  Marshall,  Hotel  Wm.  Byrd,  Hotel  Rich- 
mond, Hotel  King  Carter.  Central  reserva- 
tion service  through  The  John  Marshall. 


This  gracious  resort  hotel  offers  a unique  experi- 
ence for  convention  delegates.  The  pleasant 
seaside  atmosphere,  spacious  meeting  and  exhibit 
areas,  delightful  Southern  style  cooking  and 
excellent  room  accommodations  will  long  be 
remembered  by  the  entire  convention.  Exceptional 
recreational  facilities  offer  both  an  outdoor  and 
indoor  heated  pool,  fishing,  boating,  golf,  game 
room,  tennis,  dancing  or  if  you  prefer  there  are 
many  tours  of  convenient  historic  shrines,  includ- 
ing the  Jefferson  Davis  Casemate,  Yorktown, 
Jamestown  and  Williamsburg.  During  the  Civil 
War  Centennial,  you'll  find  many  conventioners 
will  want  to  take  advantage  of  a few  extra  days 
to  visit  all  of  these  historic  sites. 


Year  Round  Resort 

HOTEL 

CHAMBERLIN 

ON  THE  CHESAPEAKE  BAY 

OLD  POINT  COMFORT  • FORT  MONROE,  VA. 

300  ROOMS 


Ik  Hotels  tkt  Hospitality  Built 

For  Additional  Information  and  Brochures— 

Please  Write  or  Call  Charles  M.  Adams— 

Director  of  Sales— Dept.  VM 

Executive  Offices,  Eighth  & Broad  Streets,  Richmond,  Va.,  Phone  Ml  8-4481 
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moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients1 


Prescribe  one  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  3 times  daily, 
before  each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  dis- 
orders. Side  effects  are  short-lived,  usually  only  harmless  flushing  and  tingling 
associated  with  vasodilation,  antivert  is  contraindicated  in  severe  hypotension 
and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.)  in  bottles  of  100.  Syrup  in  pint  bottles.  Prescription  only. 
Bibliography  available  on  request. 

And  for  your  aging  patients — 

NEOBON®  Capsules:  five-factor  geriatric  supplement. 

Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 

A 

now  available:  ~~~ 

M/vert  svrup 

Each  teaspoonful  (5  cc.)  contains  6.25  mg. 
meclizine  HCI  and  25  mg.  nicotinic  acid. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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How  to  help  your  patient  stick  to  a 
“regularity”  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

Bulky  foods,  essential  to  a 'regularity''  diet,  will  have 
more  appeal  if  they  are  attractively  prepared.  Variety 
helps  a patient  follow  a diet  enthusiastically,  too.  Chilled 
orange  and  apple  compote  is  inviting,  rich  in  cellulose 
and  pectin  which  absorbs  fluid  to  form  smooth  bulk.  Beets 
and  carrots  are  also  good  pectin  sources.  Cranberries  in 
oatmeal  muffins  offer  cellulose  plus  Vitamin  B complex. 

And  liquids  are  vital,  of  course  — 8 to  10  glasses  a day. 


A glass  of  beer  can  add 
zest  to  a patient's  diet. 

8-oz.  glass  supplies  about  Vt  minimum 
Niacin  requirements  and  smaller  amounts 
of  other  B Complex  Vitamins. 
(Average  of  American  Beers) 


Diet  patients  find  an  incentive  in  appetizing  "bulk"  foods  like  these. 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  11  other  diet  menus,  write  us  at  636  Fifth  Avenue,  N.Y.  17,  N.Y. 
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LEBANON' 

^!i??>WiU<  mm 

YORK.  < 


The  First  Fluid  Extracts  were  made  in  the  U.S.A., 
in  1 848  by  The  Tilden  Company,  the  oldest 
pharmaceutical  manufacturing  house  in  America. 
Founded  in  1 824. 


HAIMASED* 


Lower  blood  pressure  effectively. ..safely,  with  this  time-tested  Sodium 
Thiocyanate  formula.  The  proved  clinical  record  of  Haimased  for 
27  years  and  more  than  1,500,000  prescriptions  shows  this  to  be  the 
therapy  of  choice  over  the  newer,  potentially  more  toxic  Hexametho- 
niurr^-veratrum-rauwolfia  preparations.  A reduction  of  30  to  50  mm. 

Hg  in  systolic  pressure,  without  orthostatic  hypotension,  can  be 
anticipated  in  up  to  40-70%  of  patients.2’3'5  Sympathectomy  appears 
to  increase  the  antihypertensive  action  of  Haimased.4  5 

DOSAGE:  During  the  first  five  to  seven  days  of  treatment,  1 teaspoonful  of  Haimased 
(representing  2 Vi  grains— or  .16  Gm.-of  Sodium  Thiocyanate)  well  diluted  in  water, 
three  times  a day,  is  considered  adequate  to  produce  a blood  concentration  sufficient 
for  a decline  of  elevated  blood  pressure  and  alleviation  of  symptoms  associated 
with  hypertension.  Many  clinicians  prefer  to  start  with  one-half  this  dose  and  gradually 
build  up  until  effect  on  blood  pressure  is  noted  and  adequate  blood  levels  reached. 

Since  Haimased  is  a liquid,  it  permits  fractional,  easier  adjustment  of  correct 
dosage.  As  the  blood  pressure  approaches  the  estimated  normal,  the  quantity  must 
be  gradually  reduced  to  a maintenance  dose  of  1 teaspoonful  of  Haimased  daily 
(2V2  grains  of  Thiocyanate  or  .16  Gm.)  over  an  extended  period  of  time,  without 
the  development  of  secondary  toxic  effects.  In  certain  patients,  it  may  be  best  to 
interrupt  medication  for  a period  of  one  month  after  three  or  four  months  of 
administration.  Reduced  blood  pressure  levels  may  be  maintained  for  many  days  after 
dosage  is  decreased  or  administration  temporarily  discontinued. 


FORMULA:  Palatable,  stable,  easy-to-take  fluid.  Each  100  cc.  of 
Haimased  represents  4.4  Grams  (20  grains  to  the  fluid-ounce) 
of  Sodium  Thiocyanate;  alcohol  0.8%  by  volume;  glycerine  and 
aromatics  q.s.  No  Sugars.  SUPPLIED:  In  pint  and  gallon  bottles. 

CONTRAINDICATIONS:  Thiocyanates  should  not  be  used  in 
patients  with  congestive  heart  failure,  easily  provoked  recurring 
attacks  of  angina  pectoris,  severe  debility,  nephritis,  renal 
insufficiency,  or  cerebral  damage.  The  dosage  of  Haimased 
should  be  decreased  in  the  presence  of  extreme  fatigue, 
vomiting,  abdominal  cramps,  or  diarrhea.  Administration  should 
be  terminated  immediately  upon  manifestation  of  such 
symptoms  as  exfoliative  dermatitis,  psychosis,  and  delirium, 
occurring  occasionally  with  blood  levels  higher  than  12  mg. 


References:  1.  California  Medicine  80:375,  1954;  2.  Peterson, 
D.  M.:  J.  Missouri  S.M.A.  40:279,  1943;  3.  Lindberg,  H.  A.. 
Treger,  N.  V.,  Barker,  M.  H.:  Quarterly  Bull.,  Northwestern 
Univ.  Med.  School,  Vol.  22,  No.  1,  59,  1948;  4.  Davis,  L.: 
Postgraduate  Med.  9:321,  1951;  5.  Goodman  and  Gilman, 

The  MacMillan  Co.,  New  York,  1958. 


NEW  LEBANON,  N.  Y. 


HOUSE  IN  AMERICA  • 


& DIVISION  OF  TEXTRON  PHARMACEUTICALS,  INC. 


THE  OLOEST 


SQUIBB  VITAMINS  FOR  THERAPY 


For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts : 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B,2 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

'Theragran'*  is  a Squibb  trademark 
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£ ^nutrition...  present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^ 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.’  2.  Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958 

arthritis " It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . .”3 

3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets.4  Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

I)  pcpnrrll  I nril  ^ 4.  Sebrell,  W.  H Am.  J Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

\C3tai  L VjUUHLII.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”6  6.  Overholser,  W.,  and  Fong,  T.C  C in  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.7  7.  Goldsmith,  g a.; 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec  10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.8  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”9 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SQUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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ORIGINAL  FORMULA 
^ /em  (.(je/'ttifvfc  S/'onc'c  u&tn  / 


NICOZOL  COMPLEX  is  a cerebral  stimulant-tonic  and  dietary 


^'Oi 


supplement  intended  for  geriatric  use.  Improves  mental  and 
physical  well-being.  Improves  protein  and  calcium  metabolism. 
Indicated  during  convalescence,  also  as  a preventive  agent  in 
common  degenerative  changes. 


1 teaspoonful  (5  cc)  3 times  a day, 
preferably  before  meals.  Female  pa- 
tients should  follow  each  21-day 
course  with  a 7-day  rest  interval. 


NICOZOL  COMPLEX  is  avail- 
able as  a pleasant-tasting 
elixir.  Popularly  priced. 
Bottles  of  1 pint  and  1 gallon. 


Each  15  cc  (3  teaspoonfuls)  contains: 


Pentylenetetrazol  150  mg. 

Niacin  75  mg. 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thiamine  Hydrochloride  6 mg. 

Riboflavin  3 mg. 

Pyridoxine  Hydrochloride  6 mg. 

Vitamin  B-12  2 meg. 

Folic  Acid  0.33  mg. 

Panthenol  5 mg. 

Choline  Bitartrate  20  mg. 

Inositol  15  mg. 

1-Lysine  Monohydrochloride  ..  100  mg. 

Vitamin  E (a-Tocopherol 
Acetate) 3 mg. 


Iron  (as  Ferric  Pyrophosphate)  15  mg. 
Trace  Minerals  as:  Iodine  0.05  mg., 
Magnesium  2 mg..  Manganese  1 mg., 
Cobalt  0.1  mg.,  Zinc  1 mg. 

Contains  15%  Alcohol 


Write  for  professional  sample  and  literature. 


DRUG 

(SptuuxzULe*')  WINSTON-SALEM  1,  NORTH  CAROLINA 

^ 1 Dedicated  to  Serving  the  Southern  Physician 
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good  judgment  can  render  it  “null  and  void’ 
by  a ruling  in  favor  of 
dependable  autonomic  sedation 

DON  NATAL 


TABLETS  • CAPSULES  • ELIXIR  • EXTENTABS  ^ura 

Natural  belladonna  alkaloids  in  optimal  synergistic  ratio,  plus  phenobarbital 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


Hyoscyamine  sulfate 
Atropine  sulfate 
Hyoscine  hydrobromide 


In  each  Tablet, 
Capsule  or  tsp. 
(5  cc.)  of  Elixir 
0,1037  mg, 
0.0194  mg. 
0.0065  mg. 


njUOUIHC  lljuiuuiunuui,  W.vwv«  "'6- 

Phenobarbital  (Vi  gr.)  16.2  mg.  (% 


In  each 
Extentab 
0.3111  mg. 
0.0582  mg. 
0.0195  mg. 


)ainful  skeletal  muscle  spasm 

<§> 


INJECTABLE  AND  TABLETS  Methocarbamol  Robins  U.S.  Pat.  No.  2770649 

Relaxation  — obtained  within  minutes  with  Robaxin  Injectable. 

— maintained  without  drowsiness  with  Robaxin  Tablets. 

Nine  published  studies  show: 

Beneficial  results  in  90%  of  cases  of  skeletal  muscle  spasm  with  ROBAXIN. 
Clinical  responses  to  Robaxin  therapy,  as  reported  by  investigators: 

“ marked ” in  26  out  of  33  patients,  moderate  in  6 . . “ pronounced ” in  37  out  of  58 
patients,  moderate  in  20 . . r “good''  in  25  out  of  38  patients,  moderate  in  6 . . .5 
“ excellent ” in  14  out  of  17  patients,  moderate  in  2 . . .6  “ significant ” in  27  out  of  30 
patients  . . .T  “ gratifying ” in  55  out  of  60  patients  . . .8  “ effective ” in  32  out  of  32 
patients  . . “ marked ” in  27  out  of  46  patients,  moderate  in  6 . . .4  “good”  in  57  out 
of  60  patients,  moderate  in  3.10 

Robaxin  exhibits  “great  freedom  from  undesired  side  reactions,”3  does  not  pro- 
duce “concomitant  euphoria  or  partial  anesthesia,”10  and  permits  patients  to  retain 
concentration  and  awareness.8 

For  immediate  relaxation  of  acute  skeletal  muscle  spasm: 

_ . . T . . — each  ampul  containing  1.0  Gm.  of  methocarbamol  in 

Robaxin  Injectable  10  cc.  of  sterile  solution. 

For  initiating  therapy  or  maintaining  relaxation  induced  by  Robaxin  Injectable: 

Robaxin®  Tablets  — 0.5  Gm.  (white,  scored)  in  bottles  of  50  and  500. 

Also  available:  When  pain  and  spasm  require  concurrent  analgesic  and  relaxant  action: 
RobaxisaP  Tablets  —Robaxin  with  Aspirin 

—and  for  skeletal  muscle  relaxation  with  more  comprehensive  analgesia: 
Robaxisal®—  PH  — Robaxin  with  Phenaphen® 

Literature  available  to  physicians  on  request. 

REFERENCES:  1.  Carpenter,  E.  B.:  Southern  M.J.  51:627,  1958.  2.  Forsyth,  H.  F.,  J.A.M.A.  167:163,  1958.  3.  Hudgins, 
A.  1*.:  Clin.  Med.  6:2321,  1959.  4.  Grisolia,  A.,  and  Thomson,  J.  E.  M.:  Clin.  Orthopaedics  13:299,  1959.  5.  Lewis,  W.  B.: 
California  Med.  90:26,  1959.  6.  O’Doherty,  D.  S.,  and  Shields,  C.  D. : J.A.M.A.  167:160,  1958.  7.  Park,  H.  W. : J.A.M.A. 
167:168,  1958.  8.  Plumb,  C.  S. : Journal-Lancet  78:531,  1958.  9.  Poppen,  J.  L.,  and  Flanagan,  M.  E. : J.A.M.A.  171:298, 
1959.  10.  Schaubel,  H.  J.:  Orthopedics  1:274,  1959. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today’s  medicines  ivith  integrity . . . seeking  tomorrow’s  with  persistence 


Robins 


■M 


Put  your  low-back  patient 
back  on  the  payroll 

Soma's  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 

VaY  Wallace  Laboratories,  Cranbury,  New  Jersey 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  pa- 
tients required  an  average  of  41 
days  for  full  recovery  (range:  3 to 
90  days).  The  addition  of  Soma 
therapy  in  this  comparative  inves- 
tigation reduced  the  average  to 
11.5  days  (range:  2 to  21  days). 
With  Soma,  patients  averaged  full 
recovery  30  days  sooner. 
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in  peritonitis 


Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 
in  this  as  in  a wide  variety 
of  bacterial  diseases. 


Supplied:  Capsules,  each  containing: 
Panmycin*  Phosphate  (tetracycline 
phosphate  complex),  equivalent  to 
250  mg.  tetracycline  hydrochloride,  and 
125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Adult  dosage:  2 capsules  four  times  a day. 

Side  effects:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable 
to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to 
therapeutic  use  in  patients  are 
infrequent  and  consist  principally  of 
mild  nausea  and  abdominal  cramps. 
Albamycin  also  has  a relatively  low 
order  of  toxicity.  In  a certain  few 
patients,  a yellow  pigment  has  been 
found  in  the  plasma.  This  pigment, 
apparently  a metabolic  by-product  of 
the  drug,  is  not  necessarily  associated 
with  abnormal  liver  function  tests. 
Urticaria  and  maculopapular  dermatitis, 
a few  cases  of  leukopenia,  and 
agranulocytosis  have  been  reported  in 
patients  treated  with  Albamycin.  All 
of  these  side  effects  rapidly  disappeared 
upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of 
nonsusceptible  organisms,  constant 
observation  of  the  patient  is  essential. 

If  new  infections  appear  during  therapy, 
appropriate  measures  should  be  taken. 
As  with  any  serious  infection,  therapy 
of  peritonitis  with  Panalba  or  other 
antibacterial  agents  is  adjunctive 
to  surgical  procedures  and  supportive 
therapy. 


Inflammatory 
process 
of  the 
peritoneum 

•Trademark,  Reg.  U.  S.  Pat.  Off. 


The  Upjohn  Company 
Kalamazoo,  Michigan 
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your  broad-spectrum 
antibiotic  of  first  resort 


A REALISTIC  AID  TO  PROPER  WEIGHT  MAINTENANCE 


At  Last...New  Cook  Book  Designed 


Menus  fulfill  the  recommended  dietary  allowances  of  the  Food  & Nutrition  Board  of  the  National  Research  Council. 


Prevent  Overweight 
Through  Better  Eating  Habits 


Recipes  and  Menus  with  Satiety 

The  Cook  Book  of  Glorious  Eating  for  Weight  Watchers 

fills  the  long-felt  need  for  a weight  control  plan 
that  is  workable  for  everybody  in  the  family. 
Realistic  regimens  are  built  around  good,  nat- 
ural, readily-available  foods  enhanced  by  de- 
licious methods  of  preparation.  In  place  of  “fad 
diets”  or  tasteless  formulas,  it  provides  for  truly 
appetizing  meals.  It  teaches  and  encourages  the 
development  of  the  healthful  eating  habits  that 
can  prevent  overweight,  America's  #1  Health 
Problem.  This  full-color  cook  book  contains  100 
pages — 248  delicious  recipes  each  with  calorie 
counts.  Complete  menus  are  here  at  3 calorie 
levels — 1200,  1800,  2600.  Calorie  levels  are  re- 
lated to  best  weights  by  sex,  age,  size  and  extent 
of  activity.' 

Many  diets  fail  because  they  are  crash  programs 
only  temporary  in  effect.  Other  diets  are  unbear- 
able because  they  are  monotonous  and  tasteless. 

The  Wesson  way  is  not  a crash  program.  It  offers 
calorie  controlled  menus  with  appetite  appeal,  vari- 
ety and  satiety  in  mind.  They  fulfill  the  recom- 
mended dietary  allowances  of  the  Food  & Nutri- 
tion Board  of  the  National  Research  Council. 

All  menus  provide  the  proper  amount  of  protein, 
carbohydrates,  fat  and  the  other  essential  nutri- 
ents. The  principles  of  good  nutrition  are  in- 
cluded to  help  the  homemaker  plan  her  own 
properly  balanced,  calorie  controlled  menus. 
With  simple  subtractions  or  additions  to  the 
same  basic  menu,  each  family  member  can  be 
served  delicious  satisfying  menus  according  to 
his  individual  needs. 

Not  a reducing  manual.  It  should  be  explained 
that  “The  Cook  Book  of  Glorious  Eating  for 
Weight  Watchers”  is  a guide  to  the  prevention 
of  obesity.  Its  publication  marks  the  first  time 


and  Appetite  Appeal  in  Mind 

that  a food  manufacturer  like  Wesson  has  taken 
so  important  a step  to  help  combat  this  serious 
public  health  problem. 


Copies  for  physicians.  “The  Cook  Book  of  Glo- 
rious Eating  for  Weight  Watchers”  is  being 
offered  to  the  general  public.  If  you  would  like 
a copy  for  yourself,  together  with  forms  to  en- 
able patients  to  obtain  their  own  copies,  please 
fill  in  coupon  below. 

Note:  Please  do  not  confuse  this 
booklet  with  the  Cholesterol  De- 
pressant Diet  Book,  published  by 
Wesson  as  an  aid  to  physicians 
and  for  professional  distribution 
only.  The  concept  of  the  Choles- 
terol Depressant  Diet  Book  stems 
from  Wesson’s  value  in  choles- 
terol depressant  diets.  Where  a vegetable  (salad) 
oil  is  medically  recommended  for  a cholesterol 
depressant  regimen,  poly -unsaturated  Wesson  is 
unsurpassed  by  any  readily  available  brand. 


The  Wesson  People,  Dept.  M,  210  Baronne  St.,  New  Orleans  12,  La. 


Please  send  me  my  copy  of  “The  Cook  Book  of  Glorious  Eating  for 
Weight  Watchers”,  plus  two  dozen  order  blanks  for  distribution  to 
my  patients. 


. M.D. 
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Poly -unsaturated  Wesson,  the  Pure  Vegetable  Oil,  is  Never  Hydrogenated 


TRISTAMINE  is  a unique  combination  of  three 
antihistaminic  agents,  designed  to  afford  high-level 
antihistaminic  activity  with  a minimum  of  unde- 
sirable side-effects.  The  enhanced  effectiveness 
achieved  by  the  combination  affords  welcome  relief 
from  the  discomfort  of  hay  fever,  seasonal  and. 
non-seasonal  rhinitis,  allergic  dermatitis,  urticaria' 
and  other  conditions  for  which  the  contained  anti- 
histamines are  clinically  useful,  while  sedation  and 
other  side-effects  commonly  encountered  with  anti- 
histamine therapy  are  minimized  by 
the  use  of  lower  doses  of  the  individual 
drugs. 


Tristamine  is  supplied  in  two 
convenient  dosage  forms — Tris- 
tamine Sustained  Release  Cap- 
sules, affording  relief  for. periods 
up  to  ten  hours,  and  Tristamine 
Elixir,  a sugar  free  sorbitol  type 
‘syrup’  that  will  appeal  to  chil- 
dren and  adults  who  prefer  liquid 
medication. 


CAUTION: 

Federal  law  prohibits  dispensing 
without  prescription. 


PACKAGING: 

Sustained  Release  Capsules, 
60  mg.,  Bottles  of  30,  100 


Contained 

Antihistamine 

Dosage 

Range 

Median 

Dose 

Amount  in 
20.0  mg.  of 
Tristamine 

IT ■ ? *m}  \ 

Phenyltoloxamine 

Citrate 

25  mg. 

25  mg. 

6.25  mg. 

25.0% 

Pyrilamine  Maleate 

25-50 

mg. 

37.5  mg. 

1 2.50  mg. 

33.3% 

Chlorpheniramine 

Maleate 

2-4  mg. 

3 mg. 

1 .25  mg. 

41.7% 

Percentage  of  Median  Combined 
Dose  of  the  three  contained  anti- 
histamines in  20.0  mg.  Tristamine 

1 00.0% 

and  1000. 

Liquid,  10  mg./5  cc.,  Bottles 
of  one  pint  and  one  gallon. 

DOSAGE: 

Tristamine  Capsules  60  Mg.  (Sustained  Release)  Adults, 

One  capsule  every  twelve  hours,  morning  and  night 
or  at  breakfast  and  supper.  In  unusually  resistant  cases 
it  may  be  desirable  to  give  one  capsule  every  eight 
hours. 

Tristamine  Liquid  (10  mg./5cc.) 

Adults,  two  teaspoonfuls  four  times  daily;  Children  12 
to  16,  one  to  two  teaspoonfuls  three  to  4 times  daily; 
Children  6 to  12,  One  teaspoonful;  Children  under  six, 
one-fourth  to  one-half  teaspoonful. 


PRODUCTS  CO.,  INC. 

PETERSBURG,  VIRGINIA 
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without  steroids 
this  arthritic  miner 
[I  might  still  be  spoon-fed 

On  METICORTEN,  he  has  worked  steadily 
for  six  years  with  no  serious  side  effects 


J.  G.’s  rheumatoid  arthritis  started  in  1949  with 
severe  and  unremitting  pain  in  his  shoulders. 
Later,  his  wrists,  elbows,  feet  and  hands  became 
involved  with  swelling  and  loss  of  function.  By 
1951,  when  he  was  45,  the  patient  was  helpless 
and  had  to  be  fed  and  dressed  by  his  wife.  He 
was  frequently  hospitalized  during  the  next  three 
years.  Hydrocortisone  failed  to  make  any  change 
in  his  condition. 

On  April  2,  1955,  the 
patient  was  placed  on 
Meticorten  and  im- 
proved promptly.  Two 
weeks  later  he  stated,  “I 
feel  very  well  now.”  He 
was  able  to  go  back  to 
work  as  a mine  electri- 
cian that  year  and  had  no  difficulty  driving  a car. 


For  the  past  six  years,  he 
has  been  maintained  on 
Meticorten  5 mg.  two 
or  three  times  a day. 
There  have  been  no  side 
effects.  The  patient  has 
not  lost  any  work  time, 
nor  has  he  had  to  limit 
his  activities  in  any  way. 


Case  history  courtesy  of  Joel  Goldman,  M.D.,  Johnstown, Pa. 
These  photographs  of  Dr.  Goldman’s  patient  were  taken  on 
November  10, 1960. 

Meticorten,®  brand  of  prednisone. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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■ See 

both  blood  picture 

and  patient  respond  to 

TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable  of 
producing  in  ten  days  an  Hb  and  RBC  re- 
sponse comparable  to  that  obtained  after  a 
transfusion  of  one  pint  of  whole  blood.  For 
potent,  complete  anemia  therapy,  prescribe 
Trinsicon  . . . just  2 a day  for  all  treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose)  provide: 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor)  ....  300  mg. 

Vitamin  B12  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F.,  equivalent 

to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically  equiva- 
lent to  1 N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 


119008 


42 


Virginia  Medical  Monthly 


The  Virginia 

MEDICAL 

MONTHLY 


April,  1961 

Vol.  88,  No.  4 
Whole  No.  1307 


Guest  Editorial . . . . 


Gout — a New  Concept 

J)ERHAPS  the  most  dramatic  acting  drug  in  the  medical  armamentar- 
ium is  colchicine  when  given  intravenously  in  the  treatment  of  acute 
gout,  especially  in  its  early  stages.  Relief  is  often  achieved  within  ten 
minutes.  Many  a gouty  toe  would  have  been  spared  the  surgeon’s  knife 
in  the  Out-Patient  Department  if  the  gouty  individual  had  been  given  a 
trial  by  intravenous  colchicine. 

The  action  of  colchicine  is  not  understood.  For  many  years  it  has  been 
known  that  colchicine  stops  mitosis.  It  was  Lucretia  Borgia’s  favorite 
poison.  During  the  17th  and  18th  centuries,  its  use  by  British  and  French 
physicians  was  prohibited.  Too  many  patients  died  from  its  unskilled 
administration.  The  penalty  was  great  if  a physician  was  apprehended 
using  this  drug  which  was  known  to  the  Chinese  2000  years  B.C. 

During  the  period  when  colchicine  administration  was  prohibited, 
many  cases  of  cerebral  gout  or  epilepsy  due  to  gout  were  reported.  The 
only  cure  was  to  allow  the  urate  to  run  out  of  the  toe  or  finger  as  pus 
out  of  a boil.  During  this  process,  urate  became  deposited  in  various  tis- 
sues, and  the  disease  progressed  oftentimes  to  the  death.  One  poor  soul 
was  said  to  have  discharged  from  one  toe  so  much  urate  before  he  died 
that  it  was  saved  and  used  for  his  tombstone. 

Trousseau’s  lectures  in  clinical  medicine,  delivered  at  the  Hotel  Dieu 
in  Paris  were  published  in  1882.  He  reported  two  cases  of  cerebral  gout. 
One  of  these  was  autopsied. 

The  second  of  these  cases  died  in  a state  of  coma  at  the  age  of  40.  "Dur- 
ing his  youth,”  stated  Trousseau,  "he  was  a man  of  vigorous  constitution 
even  though  a child  of  gouty  parents.  He  had  at  the  age  of  2 5 been  sub- 
ject to  attacks  of  frank,  regular,  acute  gout.  Being  a friend  of  pleasure 
and  incapable  of  submitting  to  any  restraint  which  prevented  him  from 
giving  himself  up  to  his  pleasure,  he  had  recourse  to  the  pills  of  Lartique 
and  the  syrup  of  Boubee  whenever  the  paroxysm  set  in.  These  remedies 


never  failed  to  produce  the  effect  which  the  patient  expected  from  them. 
It  took  1 5 years,  but  then  the  day  of  reckoning  was  at  hand,  and  he  died 
a miserable  bedridden  derelect  in  a state  of  coma.” 

It  was  a moot  question  with  Drs.  Sydenham  and  Trousseau  whether 
one  should  treat  gout.  Trousseau  stated,  "However  great  may  be  my 
desire  to  relieve  my  patients,  I still  ask  myself  the  question,  ought  we  to 
treat  gout?” 

Sydenham  felt  the  gouty  subject  was  a sort  of  charged  machine  which 
had  to  be  discharged  externally,  by  some  safety  valve,  so  as  to  prevent  an 
internal  explosion. 

Trousseau  wrote,  "that  a certain  Baylas  and  a certain  Acragus  were 
incased  alive  in  the  chalk  which  they  secreted  in  such  frightful  quantities 
that  their  tombs  might  have  been  constructed  from  the  material  they 
supplied.”  He  further  said,  "It  is  a fact  that  gouty  patients  sometimes 
produce  300  grams  of  calcarious  matter  from  one  joint.” 

Gout  attacks  occur  chiefly  in  the  male  (98%).  Attacks  occur  classi- 
cally in  the  early  a.m.  when  spermatogenesis  is  at  its  height.  The  attacks 
are  usually  controlled  by  colchicine,  whose  chief  known  effect  is  on 
mitosis. 

In  the  sperm  mitosis  is  most  abundant.  During  active  mitosis,  nucleic 
acid  is  liberated.  This  nucleic  acid  is  the  forerunner  of  uric  acid,  which 
in  man  for  the  most  part  is  converted  into  urea  nitrogen  before  excretion 
in  the  urine,  although  some  uric  acid  is  excreted.  (Preliminary  experi- 
ments we  have  done  show  a rise  of  urea  nitrogen  in  the  urine  during  the 
first  twenty-four  hours  following  the  intravenous  administration  of  col- 
chicine. Uric  acid  levels  are  not  affected  in  the  urine.)  It  is  thought  that 
colchicine  stops  mitosis,  stops  the  formation  of  nucleic  acid,  which  is 
probably  the  culprit  in  gouty  attacks,  helps  convert  nucleic  acid  into  its 
normal  metabolic  stream  to  uric  acid  and  thence  to  urea  nitrogen  for 
excretion. 

Recently,  a tablet  composed  of  .2  5 mg.  of  colchicine  and  .75  mg.  of 
dexamethasone  has  been  given  orally  to  ten  gouty  patients  at  the  onset 
of  acute  attacks.  The  therapeutic  results  have  been  excellent. 

Gout  has  been  said  to  be  a disease  of  high  livers;  we  believe  that  the 
reverse  is  true.  Men  with  gout  live  high.  They  are  usually  successful, 
have  a zest  for  living,  have  great  energy,  and  a long  love  life  usually  due 
perhaps  to  a stimulation  from  an  excess  of  nucleic  acid. 

John  Staige  Davis,  M.D. 
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The  Physicians  Responsibility  in  the 
Care  of  the  Aged 


HUGH  H.  TROUT,  Jr.,  M.D. 
Roanoke,  Virginia 


The  interest  and  understanding  of 
a kindly  physician  is  most  impor- 
tant in  the  medical  care  of  the 
aged.  Much  will  be  lost  if  this 
aspect  of  medicine  is  discarded. 


npHE  JOB  of  the  physician  in  the  care 
**■  of  the  aging  is  twofold: 

His  first  and  most  immediate  concern  is 
the  personal  care  he  gives  to  his  own  pa- 
tients. 

The  second  and  one  which  cannot  be 
shirked  by  the  physician  is  his  responsibil- 
ity to  the  community  to  see  that  the  aging 
receive  not  only  adequate  but,  even  more 
important,  the  proper  type  of  care. 

In  attempting  to  define  "Aged”  or  even 
"Aging”  we  see  at  once  the  impossibility  of 
choosing  any  specific  chronological  age  at 
which  the  practice  of  geriatrics  begins.  Some 
of  our  patients  in  the  early  sixties  are  old. 
On  the  other  hand,  we  all  have  friends  in 
their  seventies  who  are  quite  youthful  phys- 
ically, mentally  and  emotionally.  Bismarck 
was  the  culprit  who  arbitrarily  set  the  age 
of  65  for  retirement.  To  select  one  example 
from  many  that  aging  is  relative,  Sir  Win- 
ston Churchill  published  the  fourth  volume 
of  his  "History  of  the  English  Speaking  Peo- 
ples” two  years  ago  at  the  age  of  84.  To  the 
old  saying  that  a man  is  as  old  as  he  feels 
and  a woman  as  she  looks,  I would  add  "and 
as  old  as  they  think”.  Activity  of  the  mind 


and  interests  outside  one’s  self  postpone  the 
aging  process. 

The  first  thing  a physician  can  do  from 
the  viewpoint  of  general  treatment  of  the 
aging  is  one  of  prophylaxis.  Some  help  can 
be  given  in  this  respect  by  good  medical  care 
in  the  years  before  old  age  is  reached.  This 
includes  not  only  periodic  checkups  and 
treatment  of  any  disability  encountered,  but 
also  public  dissemination  of  medical  infor- 
mation of  the  type  proper  for  the  lay  public 
to  have.  As  an  example  of  the  former,  one 
might  consider  the  diagnosis  and  treatment 
of  diabetes  and  of  hypertension  thus  mini- 
mizing the  effect  of  these  diseases  on  the  vas- 
cular system  in  later  years.  As  an  example 
of  the  latter,  the  spread  of  information  con- 
cerning early  signs  of  cancer,  and  the  ill  ef- 
fects of  alcohol  and  tobacco  are  proper  fields 
for  wide  dissemination  of  information  to  the 
lay  public. 

In  general  medical  treatment  of  patients, 
a thorough  knowledge  of  the  physical,  men- 
tal, and  emotional  status  of  the  patient  is 
necessary.  Such  information  can  best  be  ac- 
quired by  long  knowledge  and  association 
of  the  physician  with  the  patient.  It  is  for 
this  reason  that  many  of  the  old  family  phy- 
sicians were  so  beloved  and  indeed  so  val- 
uable. Many  times  their  judgment  was 
superior  to  the  judgment  of  a younger 
physician  with  better  training  and  greater 
scientific  knowledge.  There  is,  however,  no 
conflict  between  better  training  and  greater 
scientific  knowledge  and  one  filled  with 
great  human  understanding.  Were  the  choice 
between  these,  certainly  we  would  prefer 
our  own  patients,  friends  and  selves  to  be 
under  the  care  of  one  with  great  scientific 
knowledge,  but  one  does  not  preclude  the 
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other.  In  our  quest  for  further  advance- 
ment in  the  science  of  medicine,  let  us  be 
equally  diligent  to  drink  deep  in  the  well  of 
the  art  of  medicine.  To  many  a "good  bed- 
side manner”  implies  "probable  poor  medi- 
cine”. Actually  it  has  nothing  to  do  with 
the  scientific  knowledge  of  the  physician.  A 
good  bedside  manner  is  one  part  of  the  art  of 
medicine  and  should  be  applauded  rather 
than  condemned. 

We  must  encourage  the  use  of  exercise  of 
an  amount  and  type  that  the  patient  can 
physiologically  tolerate.  Psychologically  and 
physiologically  they  will  be  helped  by  occu- 
pational therapy,  association  with  other  peo- 
ple, being  made  to  get  fully  dressed  and 
taking  an  interest  in  their  personal  appear- 
ance and  participation  in  activities:  art, 
drama,  knitting,  and  gardening.  We  must 
remember  that  the  senile  ones  in  this  group 
may  be  going  through  a recession  advancing 
into  infancy.  This  year  we  may  have  a four 
year  old,  next  year  a two  year  old  and  the 
year  after  our  patient  may  be  six  months  in 
age.  While  this  is  Linden’s  philosophy1  it  is 
not  new.  Aristophanes  stated  "old  age  is  but 
a second  childhood”.  This  recessive  rate  may 
be  slowed  by  the  various  adjunctive  measures 
mentioned  above.  Finally,  our  duty  is  to 
know  our  patient.  One  old  lady  requires  a 
good  dirty  joke  daily,  another  a squeeze  of 
the  hand,  a third  a frank  discussion  of  the 
medical  status,  and  a fourth  a sympathetic 
audience  for  her  to  tell  of  her  belief  in  a life 
hereafter.  Dr.  Askey  in  his  Presidential  Ad- 
dress at  the  American  Medical  Association 
meeting  stated  "Let  us  never  forget  that 
the  doctor  must  always  be  counsellor  and 
friend”.1  In  no  group  is  this  truer  than  in 
the  aged.  From  England,  Dr.  Rudd  of  the 
Geriatrics  Division  of  South  Hampton 
Group  of  Hospitals  has  said  "Satisfactions  in 
old  age  depend  on  human  relationships  rath- 
er than  on  the  mechanical  provision  of  hu- 
man needs”.3 

Fundamentally  these  patients  need  what 
all  of  us  need,  "The  need  to  be  needed”. 
Browning  has  stated,  "We  live  by  admira- 


tion, love  and  praise.”  Cannot  we  as  phy- 
sicians admire  them,  praise  them,  and  indeed 
love  them? 

We  know  that  an  individual  is  the  product 
of  his  heredity  and  life-long  environment. 
Therefore  we  are  not  in  a position  to  change 
the  pattern  so  that  the  person  will  live  to 
die  "sustained  and  soothed  by  an  unfaltering 
trust”  but  we  can  give  them  comfort  by 
bolstering  their  belief  in  an  omnipotent  be- 
ing and  a life  hereafter  which  belief  is  such 
succor  to  the  dying. 

We  cannot  leave  the  discussion  of  our 
personal  responsibility  to  the  very  elderly 
without  touching  on  the  controversial  sub- 
ject of  euthanasia.  Theoretically  there  is  no 
medical  or  legal  method  of  setting  up  any 
type  of  commission  to  allow  a human  vege- 
table or  individual  in  torture  to  be  put  out 
of  his  misery.  As  long  as  there  is  any  hope 
whatsoever  of  any  real  improvement  in  the 
patient’s  condition,  I fight  to  the  last  bitter 
gasp  to  prolong  his  life  with  every  scientific 
method  I know,  but  in  a patient  who  has 
no  possible  hope  of  palliation,  let  alone  cure, 
my  conscience  allows  me  to  let  that  patient 
die  peacefully  rather  than  fighting  for  a 
few  additional  hours  with  intensive  stimula- 
tion. 

For  very  many  years  now  we  have  fought 
for  ever  increasing  longevity  statistics.  We 
have  succeeded  largely  through  the  effort 
of  our  research  scientists  and  our  own  minds 
and  hands.  Now  comes  the  problem  of  what 
to  do  about  the  aging  process  of  the  human 
body  and  the  human  mind.  How  do  we  keep 
the  process  of  prolonging  life  and  delaying 
senility  in  balance?  How  should  we  care  for 
the  aged  and  the  senile  as  doctors  and  citi- 
zens? This  is  our  second  responsibility. 

There  are  16  million  persons  in  the  United 
States  over  65,  almost  one-tenth  of  the  popu- 
lation. The  socialization  of  medicine  is  being 
promoted  by  the  government — any  gov- 
ernment, Republican  and  Democratic — 
through  this  back  door  of  "Care  for  the 
Aged”.  So  it  behooves  us  to  give  it  our  very 
thoughtful  consideration. 
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Parenthetically,  but  underlining  our  need 
for  concern,  I would  like  to  quote  from  a 
poll  taken  by  the  Congressional  Quarterly 
back  in  July  at  the  start  of  the  political 
conventions:  of  364  newspaper  editors  the 
overwhelming  majority  gave  "foreign  pol- 
icy” first  in  the  ten  top  issues  of  the  1960 
campaign,  with  "medical  care  for  the  aged” 
second,  "farm  policy”  third,  "military  pre- 
paredness” fourth  and  so  on.  The  204  Sena- 
tors and  Representatives  who  answered  put 
"foreign  policy”  second.  Their  top  issue  was 
"medical  care  for  the  aged”.  I don’t  presume 
to  know  why  our  Senators  and  Congressmen 
would  put  this  problem  before  all  others, 
but  it  occurs  to  me  that  many  of  those  16 
million  referred  to  above  can  and  do  VOTE. 

As  physicians  what  are  our  responsibilities 
as  members  of  the  community?  First,  we 
must  make  every  effort  to  insure  sufficient 
numbers  of  capable  physicians.  To  me  there 
is  no  possibility  of  there  being  too  many  phy- 
sicians in  the  foreseeable  future.  While  a 
few  new  medical  schools  have  been  opened 
up  in  the  past  1 5 years,  their  number  is  piti- 
fully small.  The  population  of  the  country 
is  increasing  at  a much  greater  rate  than  the 
number  of  new  physicians  entering  practice. 
In  spite  of  the  tremendous  growth  of  ad- 
junct medical  services,  effort  should  be  made 
to  increase  the  physician  supply.  This  can- 
not be  done  by  merely  asking  every  medical 
school  to  increase  the  number  of  their  stu- 
dents by  twenty-five  per  cent.  This  would 
only  result  in  having  poor  physicians  and 
decreasing  the  caliber  of  medical  care  that 
the  public  receives.  The  problem  is  quite 
complex  but  the  necessity  for  adequate 
teachers  and  teaching  facilities  per  student 
is  fundamental.  We  as  physicians  should  rec- 
ognize this  problem  and  use  our  influence 
financially,  politically,  and  morally  to  help 
the  medical  schools  in  their  quest  for  good 
teachers  and  adequate  teaching  facilities  and 
in  the  development  of  new  medical  schools. 
After  World  War  II  the  medical  schools 
were  blessed  with  a plethora  of  applications. 
Not  only  was  the  number  of  applicants  ex- 


cessive but  the  quality  was  extremely  high. 
We  are  now  being  asked  by  the  medical 
schools  to  use  our  influence  in  interesting 
qualified  young  students  to  enter  the  medi- 
cal profession.  The  greater  financial  gains 
in  other  fields  of  endeavor,  the  fear  of  social- 
ized medicine,  and  the  long  hours  of  work 
have  all  been  indicted  as  the  cause  of  the  de- 
creasing number  and  quality  of  applicants. 
Rather  than  combating  these  arguments, 
none  of  which  can  be  gainsaid,  should  we 
not  appeal  to  the  youth  with  the  best  argu- 
ment of  all:  the  extreme  personal  satisfaction 
of  the  life  of  a physician.  Absence  of  great 
wealth  and  the  necessity  for  hard  work 
should  not  be  denied,  but  should  be  counted 
as  blessings.  A life  of  "blood,  sweat,  and 
tears”  will  attract  the  type  of  student  who 
will  make  the  best  doctor. 

A second  community  responsibility  of  the 
physician  is  to  see  that  the  aged  have  ade- 
quate physical  care.  This  is  accomplished  in 
two  ways.  The  better  way  is  for  the  family 
to  each  care  for  their  own,  as  was  the  gen- 
eral custom  until  this  century.  The  older 
person  is  much  more  apt  to  receive  the  vital 
moral  and  spiritual  help  needed  under  this 
system  than  one  so  common  at  the  present 
time  of  placing  them  in  a "home”.  We  are 
all  aware,  however,  of  many  instances  in 
which  an  elderly  person  cannot  be  physically 
cared  for  by  his  family.  There  are  also  in- 
numerable situations  in  which  the  presence 
of  a particular  elderly  individual  would 
wreck  a home  and  in  this  situation  the  "old 
peoples  home”  must  do.  Let  us  see  that  there 
are  an  adequate  number  of  nursing  homes 
of  good  quality  and  that  there  is  an  increased 
use  of  physical,  occupational  and  spiritual 
therapy  in  these  homes. 

What  have  we  as  physicians  been  advocat- 
ing in  order  that  the  elderly  citizens  will 
have  proper  medical  care  now  and  in  the 
future?  We  have  been  urging  the  expansion 
of  private  insurance  plans.  This  is  now  a 
real  factor  in  the  care  of  the  aged  as  six 
out  of  the  16  million  citizens  over  65  have 
some  type  of  health  insurance  coverage.  Our 
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efforts  should  continue  in  seeing  that  the 
growth  rate  of  the  insurance  coverage  of  the 
aged  is  increased.  Secondly,  we  have  urged 
the  local  and  state  governments  to  take  their 
share  of  responsibility  in  the  care  of  these 
citizens.  Thirdly,  and  as  a corollary  to  the 
second,  we  have  fought  the  encroachment  of 
the  Federal  Government.  It  goes  without 
saying  that  the  farther  the  dollar  strays  from 
home  the  less  valuable  it  becomes.  The  func- 
tion of  the  Federal  Government  not  only  in 
this  but  in  all  areas  is  to  take  care  only  of 
those  necessary  things  that  the  people  cannot 
take  care  of  themselves. 

We  may  assume  that  Senator  Harry  Byrd 
and  Governor  Mennon  Williams  have  the 
same  goals  in  view.  The  great  difference  is 
in  the  method  of  obtaining  these  goals.  It 
is  also  obvious  that  all  groups,  employer  and 
employee,  the  professional  groups  and  the 
aged  have  the  same  goals  in  view.  We  all 
wish  a Utopia  with  a more  comfortable  and 
more  abundant  life  for  all,  including  the 
aged.  This  is  no  more  surprising  than  Calvin 
Coolidge’s  minister  being  against  sin.  It  is 
easier  too  for  a welfare-state  politician  to 
pose  as  a humanitarian  than  for  a politician 
who  is  trying  to  protect  the  soundness  of  the 
dollar  and  the  savings  of  the  elderly  acquired 
over  a lifetime  of  hard  work.  The  conserva- 
tive is  brushed  off  by  the  news  analyst  "as 
living  in  the  19th  Century”. 

Are  we  as  physicians  living  in  the  19th 
Century?  Perhaps  to  some  extent  we  are. 
The  world  is  changing  rapidly  and  it  be- 
hooves us  to  keep  pace.  I believe  that  with 
proper  help,  private  initiative  and  industry 
are  able  to  handle  the  problem  better  but  if 
not,  Federal  intervention  will  become  in- 
evitable. When  the  facts  are  in  hand,  let 
us  face  them.  To  quote  Raymond  Moley 
"There  needs  to  be  verified  the  number  who 
need  aid,  the  number  who  do  not  want  gov- 
ernment aid,  the  number  of  children  able  to 
do  their  moral  duty  to  their  parents,  and 
the  number  who  have  private  insurance.” 
If  possible  those  who  still  need  aid  should  be 
helped  on  the  local  level.  Should  Federal  as- 
sistance be  deemed  wise,  let  us  not  fight  it, 


but  put  it  on  a temporary  basis  so  that  the 
law  will  die  at  a certain  time  unless  there  is 
a definite  proven  need  for  its  continuance. 
Once  a law  is  on  the  books,  there  is  a great 
tendency  not  only  for  it  to  be  perpetuated 
but  gradually  expanded  as  it  is  illustrated  so 
vividly  by  the  social  security  act.  We  should 
also  continue  our  efforts  to  expand  private 
insurance  coverage.  If  the  facts  do  not  sup- 
port need  for  additional  federal  legislation, 
an  intensive  campaign  to  give  the  facts  to 
the  American  people  should  be  made.  Ulti- 
mately it  is  the  people  and  not  Congress  who 
make  the  laws.  Disraeli  put  it  "All  power  is 
a trust;  that  we’re  accountable  for  its  exer- 
cise; that  from  the  people  and  for  the  people 
all  springs,  and  all  must  exist.”  The  Ameri- 
can Medical  Association’s  position  is  "Let’s 
help  those  who  need  help.”  This  is  a reason- 
able proposition  and  one  that  we  should 
back.  In  the  last  session  of  Congress,  the 
Kerr-Mills  bill  for  care  of  the  aged  was 
passed — essentially  this  provides  federal  aid 
for  those  states  who  request  such  aid.  This 
will  help  cover  the  financial  end  of  the 
problem  until  we  have  more  facts  in  hand. 
At  this  time  care  for  the  aged  under  the 
social  security  program  is  being  debated  not 
only  in  the  halls  of  Congress  but  also  in  the 
national  news  media. 

Let  us  fight  the  encroachment  of  the  om- 
nipotent state.  An  omnipotent  state  may  be 
able  to  provide  for  the  physical  care  of  the 
elderly  but  by  its  very  character  it  deprives 
the  aged  of  their  need  to  be  needed.  In  the 
oriental  religions  the  aged  are  respected  and 
the  latter  years  are  to  be  anticipated  with 
pleasure  and  cherished.  Cicero  stated  "Old 
age  is  the  consummation  of  life,  just  as  of  a 
play.”  In  western  civilization  until  recently 
many  of  our  own  elderly  citizens  obtained 
esteem  and  respect  because  of  their  technical 
knowledge.  This  is  now  deprived  them  be- 
cause of  the  rapid  technical  advances  in  in- 
dustry. There  is  a dire  need  for  youth  to 
understand  the  values  of  old  age  and  a dire 
need  for  the  aged  to  replace  the  instincts 
of  power,  reproduction,  and  material  assets 
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by  lessons  of  the  highest  spiritual  value.  Jung 
has  stated  "The  psychological  necessity  of 
life  hereafter  is  a goal  for  a happy  old  age.”  3 
Can  you  imagine  our  Federal  Government 
promoting  such,  in  their  opinion,  nonsense. 
The  Supreme  Court  might  well  call  it  un- 
constitutional. The  omnipotent  state  pro- 
vides care  but  also  perpetuates  "the  delusion 
of  safety  where  no  safety  exists.”  3 Let  us  as 
physicians  endeavor  to  provide  not  only  the 
physical  but  also  spiritual  care  for  our  senior 
citizens.  Let  us  make  them  free,  and  we  our- 
selves will  indeed  be  free. 

Summary 

In  all  the  discussions  during  the  past  year 
concerning  care  of  the  aged,  only  the  phys- 
ical and  financial  aspects  of  the  problem  have 
been  stressed.  Hardly  mentioned,  but  more 
important,  is  the  mental  and  spiritual  care 


of  these  patients.  The  physician,  as  well  as 
the  family  and  the  minister,  should  assume 
his  share  in  this  phase  of  therapy.  We  should 
also  make  the  public,  and  through  it  the  poli- 
ticians, realize  that  the  heart  of  the  problem 
is  missed  when  human  relations  are  ignored. 
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Life  Expectancy  Near  120 


Life  expectancy  may  approach  120  years 
in  America  by  the  end  of  this  century,  ac- 
cording to  the  Journal  of  the  American 
Medical  Association. 

A steady  upgrading  of  longevity  in  the 
West  may  reach  the  reputed  longevity  of 
certain  peoples  in  the  East,  an  editorial  in 
the  February  25  th  Journal  said.  More  than 
20  Civil  War  veterans  passed  the  century 
mark  with  the  oldest  living  to  be  117. 

There  is  evidence  that  men  in  Hunza 
Land,  a remote  and  mountainous  region  of 
northern  Pakistan,  live  to  be  120  or  even 
140.  Although  not  documented,  such  ages 


are  believed  to  be  within  the  limits  of  pos- 
sibility. 

"If  scientific  advances  continue  to  be  pro- 
ductive, and  there  is  little  doubt  but  that 
this  will  be  factual — with  eradication  of 
infection,  prevention  of  cancer,  and  inhibi- 
tion of  progression  of  the  degenerative  dis- 
eases— life  expectancy  in  America  should 
approach  that  of  the  fabled  Hunzukuts  by 
the  end  of  this  century  and  equal  that  of 
the  Himalayan  dwellers  in  the  21st  century. 
The  problems  posed  by  such  a probability 
merit  careful  study.” 
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The  Status  of  the  Syndrome  of  Arteriomesenteric 
Occlusion  of  the  Duodenum 

A Critical  Review 


After  examining  this  syndrome 
thoroughly  the  author  finds  that 
its  importance  and  incidence  have 
been  exaggerated. 


THIS  REVIEW  has  been  designed  to 
evaluate  the  syndrome  of  symptomatic 
occlusion  of  the  duodenum  by  the  superior 
mesenteric  artery  or  its  branches,  first  de- 
scribed by  Rokitansky  a century  ago, 
claimed  by  some  not  to  exist50;  by  others  to 
be  frequent,  and  often  not  diagnosed  when 
present-14’69;  and  by  still  others  to  exist  but 
frequently  overdiagnosed' '46'6|,'J.  Diagnos- 
tic radiology  has  come  of  age,  and  the  time 
is  ripe  for  such  an  evaluation. 

Nomenclature 

Many  names  have  been  given  the  syn- 
drome, most  of  which  are  inappropriate:  1. 
superior  mesenteric  artery  syndrome : does 
not  differentiate  occlusion  of  the  superior 
mesenteric  artery  with  infarction  or  abdom- 
inal angina;  2.  superior  mesenteric  artery 
occlusion  of  duodenum:  satisfactory  as  far 
as  it  goes,  but  the  right  and  middle  colic 
branches  may  be  the  offending  agents 
separately  or  with  the  parent  artery;  3. 
duodenal  regurgitation:  this  is  especially  bad 
because  regurgitation  within  the  duodenum 
and  from  the  duodenum  into  the  stomach 
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can  be  normal4',  or  be  found  with  mechani- 
cal obstruction  of  the  duodenum  from  any 
cause,  or  even  with  functional  abnormali- 
ties; 4.  duodenal  stasis:  this  is  especially  poor 
because  stasis  is  present  in  the  decompen- 
sated stage  of  any  mechanical  obstruction, 
or  even  in  the  functional  conditions,  which 
indeed  are  much  commoner  than  mechani- 
cal obstructions  in  the  duodenum41;  5.  duo- 
denal ileus:  this  is  probably  the  worst  of 
them  all.  Ileus,  from  the  Greek,  means  to 
twist.  It  has  been  extended  to  mean  volvu- 
lus, severe  colic  due  to  intestinal  obstruc- 
tion, and  when  coupled  with  adynamic,  to 
mean  the  silent  paralytic  state  of  the  in- 
testinal tract  found  in  many  conditions;  6. 
arteriomesenteric  occlusion  of  the  duode- 
num (AOD),  preceded  by  the  appropriate 
acute,  subacute,  intermittent  or  chronic,  is 
probably  the  best  name,  with  the  sanction 
of  long  usage  as  contrasted  with  the  pos- 
sibly even  more  appropriate  term,  angio- 
neurome  sent  eric,  which  acknowledges  the 
possible  role  of  the  mesenteric  vein  and 
nerve,  along  with  the  artery,  in  the  obstruc- 
tion. "Megaduodenum”  is  merely  a descrip- 
tive name,  meaning  big  duodenum,  al- 
though there  has  been  a tendency  to  equate 
it  with  aganglionosis.  Because  of  this  confu- 
sion between  the  specific  and  generic  mean- 
ings (cf.  megacolon)  it  would  be  better  not 
to  use  it. 

Clinical  History 

The  patient  is  typically  a young  adult, 
more  likely  female,  with  a long  history  of 
intermittent  "bilious  attacks”,  nausea,  head- 
ache, vertigo,  epigastric  discomfort  merging 
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into  pain;  these  symptoms  are  followed  by  a 
day  or  so  of  vomiting  and  then  relief.  The 
attacks  tend  to  recur  after  a period  of  rela- 
tive well-being  lasting  from  several  weeks 
to  months. 

The  many  recorded  case  histories  give  one 
the  impression  of  a relatively  high  incidence 
of  women  associated  directly  or  indirectly 
with  the  medical  profession,  such  as  doctors’ 
wives  or  nurses.24,30,37,51  Indeed,  both  the  cases 
of  one  report’1  fell  into  this  category.  If 
this  impression  can  be  proved  valid,  it  might 
be  explained  by  the  more  or  less  subtle  pres- 
sures upon  the  medical  attendants  (clini- 
cian, radiologist,  surgeon)  to  "produce”  a 
socially  and  medically  acceptable  organic 
basis  for  the  symptoms  of  one  of  their  own 
circle. 

The  inordinate  frequency  of  the  single 
marital  status  of  these  women  is  on  even 
more  certain  ground.  For  example,  in  nine 
females  of  one  series  5S,  four  were  unmarried. 
Although  this  may  be  explained  by  assum- 
ing that  the  chronic  disorders  of  these  wom- 
en render  them  unsuitable  candidates  for 
marriage,  it  is  more  likely,  I believe,  that  un- 
suitability for  marriage  is  just  another  mani- 
festation of  an  unstable  psychologic  consti- 
tution ( v . infra ) . 

More  or  less  serious  psychogenic  overlay 
to  frank  mental  disease  in  patients  with 
AOD  receives  frequent  attention6,52,57:  for 
example,  such  comments  were  made  in  three 
of  four  patients4,  three  of  1 830,  one  of  a 
series  of  one33,  one  of  two36,  and  two  of 
eight.3'  Slowing  of  the  smooth  muscle  (as 
well  as  the  striated)  is  well  accepted  in  cer- 
tain psychoses16,45.  The  possibility  is  real  that 
at  least  some  of  the  reported  examples  of 
AOD  are  psychoneurotic  or  psychotic  with 
secondary  effects  on  the  smooth  muscle  of 
the  gastrointestinal  tract. 

The  prominence  of  cerebral  symptoms, 
especially  headache  and  vertigo,  is  noted.  In 
the  first  quarter  of  this  century  when  the 
theory  of  autointoxication  ruled,  these 
symptoms  were  explained  on  this  basis.  The 
"toxic”  products  were  thought  to  originate 
in  the  stasis  within  the  duodenum.  Later, 


the  new  knowledge  of  electrolyte  depletion 
took  over,  especially  in  those  cases  called 
acute  (v.  infra).  One  of  a series  of  five2, 
had  severe  migraine  since  childhood.  Indeed, 
the  cerebral  symptoms  may  be  so  prominent 
that  a diagnosis  of  brain  tumor  or  a typical 
neuralgia  is  suggested.54 

The  known  relation  between  true  mi- 
graine and  abdominal  pains  (Alvarez)  and 
the  definite  motor  disturbances  produced  in 
the  gastrointestinal  tract  in  a patient  with 
headache,  migrainous  or  not12,  make  it 
doubtful  that  these  cases  with  headache 
looming  large  in  the  history  were  really 
AOD;  they  may  be  more  logically  explained 
as  motor  disturbances  in  the  gastrointestinal 
tract  secondary  to  migraine.  The  author 
has  had  severe  headaches  followed  later  in 
their  course  by  vomiting  of  food  eaten  12 
or  more  hours  previously. 

It  is  striking  that  none  of  the  "toxic” 
symptoms  were  found  in  the  31  cases  of 
aganglionosis,  a true  duodenal  stasis  caused 
by  congenital  deficiency  in  the  myenteric 
plexus.1  This  is  additional  evidence  that  the 
"toxic”  symptoms  that  receive  such  promi- 
nence in  the  reported  cases  of  AOD  are 
probably  primary  and  the  motor  disturb- 
ances in  the  gastrointestinal  tract,  secon- 
dary. 

Summary  of  Comments  on  Clinical  History 

The  possible  peculiarities  of  marital  status 
and  occupation,  the  prominence  of  "toxic” 
symptoms  (headache  and  vertigo) , and  the 
lack  of  these  in  true  organically  determined 
functional  obstruction  (aganglionosis),  and 
the  heavy  psychic  overlay,  would  exclude 
many  of  the  patients  reported  as  AOD  as 
true  examples  of  this  syndrome. 

Physical  Findings 

Patients  with  AOD  are  characteristically 
hyposthenic  and  lordotic.  The  former  is 
associated  with  visceroptosis,  commonly  re- 
garded as  the  determining  factor  in  AOD. 
Lordosis  plays  an  accessory  role  in  further 
narrowing  the  "legs  of  the  compass”  (aorta 
posteriorly  and  superior  mesenteric  artery 
anteriorly)  with  the  third  portion  of  the 
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duodenum  sandwiched  between.  Weight  loss 
is  said  to  be  due  to  the  patient’s  abstinence 
from  food  to  avoid  the  customary  post- 
prandial distress. 

The  physical  examination  is  otherwise 
usually  normal  in  most  patients  with  the 
subacute,  intermittent  or  chronic  variety  of 
AOD. 

Weight  gain,  as  well  as  weight  loss,  has 
also  been  called  a predisposing  factor  in  the 
syndrome.1' 

Summary  of  Comments  on  Physical 
Findings 

Scarcely  a paper  fails  to  indicate  the  im- 
portance of  weight  loss  in  the  production  of 
AOD,  implying  that  a loss  of  the  cushion  of 
mesenteric  fat  exposes  the  duodenum  to  the 
occlusive  effects  of  the  aorticomesenteric 
compass.  I agree  that  such  a cushion  of  fat 
will  reduce  the  pressure  (force  per  unit 
area)  by  its  distributive  effect  if  force  were 
unchanged.  Force,  however,  probably  in- 
creases because  of  the  addition  of  any  tissue, 
regardless  of  its  consistency,  into  the  angle 
of  the  vascular  compass.  Rather  than  the 
rare  report  of  the  importance  of  weight 
gain  in  producing  this  syndrome,  we  should 
expect  many. 

Pathophysiology 

As  already  noted,  the  mechanism  of  AOD 
is  an  abnormally  narrow  angle  between  the 
aorta  (and  spine)  posteriorly,  and  the  root 
of  the  mesentery  with  its  contents  anteri- 
orly. Any  factors  that  narrow  this  vascular 
compass  favor  the  development  of  the  syn- 
drome. The  main  acquired  factors  are: 
weight  loss,  loss  of  tone  of  the  anterior  ab- 
dominal musculature,  and  lordosis;  the  main 
congenital  (and  more  important)  factors 
are:  visceroptosis,  lordosis,  and  all  varieties 
of  shortened  mesentery2  and  anomalous  fix- 
ations of  the  gut,  such  as  a well  developed 
mesentery  of  the  ascending  colon36,41,  all 
these  factors  said  to  increase  the  drag  on  the 
superior  mesenteric  artery  postero-caudad, 
thus  narrowing  the  vascular  angle. 

Any  physical  maneuvers  designed  to 
widen  this  angle  such  as  the  knee-chest  posi- 


tion, inward  and  upward  pressure  upon  the 
lower  abdomen,  should  effect  relief.  Al- 
though some  patients  volunteer  relief  with 
such  maneuvers,  most  do  not,  nor  obtain  the 
theoretically  probable  striking  relief  when 
advised  to  perform  them.  In  other  well  de- 
lineated diseases,  patients  often  show  an  un- 
canny sense  in  ferreting  out  those  simple 
physiologic  aids  that  give  them  relief,  such 
as  head  high  and  feet  low  in  congestive  car- 
diopathies, and  the  assumption  of  certain 
positions  that  tend  to  lessen  the  movement 
of  opposing  pleuritic  surfaces.  I believe  that 
if  the  pathophysiology  of  AOD  were  so 
mechanically  simple  as  herein  indicated, 
many  more  patients  would  have  saved  them- 
selves the  long  years  of  chronic  ill  health  al- 
legedly caused  by  AOD. 

The  rarity  of  mention  of  degenerative 
disease  as  a factor  in  the  production  of  AOD 
is  indeed  striking,  if  its  mechanism  is  such 
as  we  have  described  above.  The  only  such 
reference  I found  was  Case13:  he  quotes 
Brin  and  Deneschau  who  "cite  an  interest- 
ing case  in  which  there  was  the  added  factor 
of  atheroma  of  the  superior  mesenteric 
artery  and  a considerable  augmentation  of 
size  of  the  mesenteric  root”.  Occlusive  dis- 
ease in  the  chest  (arteriosclerosis  of  the  de- 
scending aorta  posteriorly  and  cardiomegaly 
anteriorly) , effecting  obstruction  in  the 
esophagus  with  dysphagia,  mild  dilatation 
and  hang-up  of  barium,  is  well  documented 
in  the  literature  of  England. 32,44  It  would  be 
natural,  therefore,  to  expect  degenerative 
disease  of  the  arteries  to  play  a significant 
role  in  AOD,  which  apparently  it  does  not. 
Note  the  young  age  incidence  of  AOD. 

That  AOD  is  not  a purely  mechanical 
syndrome  receives  some  support  in  the 
literature.4,23,24  For  example,  all  the  patients 
in  one  series23  had  stigmata  of  a neurovege- 
tative  disorder.  Importance  of  fatigue  and 
nervous  strain  in  precipitating  symptomatic 
episodes  of  AOD  indicate  that  "neuro-mus- 
cular  derangement”  also  is  an  important 
etiologic  factor.24 

Hence,  any  discussion  of  AOD  leads  per- 
force into  consideration  of  functional  dis- 
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turbance  of  the  duodenum,  by  which  many 
authors  explain  the  clinical  and  radiologic 
picture  of  AOD  that  by  others  would  be 
considered  incontrovertible.  Even  in  1927, 
Bloom  and  Arens  (quoted  in  ref.  67)  repre- 
sent the  departure  from  the  pure  mechani- 
cal "party-line”:  they  reported  on  200 

patients  showing  duodenal  stasis,  50  of 
whom  were  operated  upon.  In  40  of  these 
50,  an  irritative  focus  was  found  near-by, 
such  as  gallbladder  disease,  duodenal  ulcer, 
and  appendicitis.  Chronic  duodenal  stasis 
from  mechanical  obstruction  of  all  varieties 
is,  in  their  opinion,  rare.  Similar  opinion  was 
held  by  Widmann74  two  years  later:  "Duo- 
denal irregularities,  spasticities,  dilatation 
and  stasis,  and  obstruction  are  frequently  as- 
sociated with  and  sometimes  produced  by 
pathology  in  the  adjacent  viscera.  The 


stomach,  gallbladder,  pancreas,  colon,  ap- 
pendix, and  lymph  glands — in  fact,  almost 
any  inflammatory  condition  in  the  abdomen 
— may  cause  chronic  duodenal  stasis.” 

Kamieth31  in  a fruitful  discussion  of  the 
functional  abnormalities  of  the  duodenum 
reported  on  50  patients  with  motility  and 
tonus  disturbances  (34  spastic  and  16  hypo- 
tonic) representing  about  4%  of  his  routine 
gastrointestinal  material.  Tonus  changes 
were  commonly  found  with  disease  in  the 
neighboring  organs,  especially  the  biliary 
tree,  but  also  at  times  in  distant  organs. 
(Table  1) 

Even  more  extensive  classifications  of 
stasis  (atonic  and  hypertonic)  can  be  based 


upon  etiologic  factors  ',  further  subdivided 
into  abdominal  and  extra-abdominal43,  and 
probable  locus  and  modus  operand i of  these 
several  factors.20  The  reader  must  consult 
these  last  four  papers  for  details,  but  let  it 
suffice  that  a wide  variety  of  conditions  can 
lead  to  a big  duodenum  in  the  absence  of 
mechanical  discontinuity  of  the  lumen,  and 
these  are  not  unusual: 

A.  Viscero-visceral  reflexes:  gastro-duo- 
denal  inflammatory,  calculous  or  neoplastic 
disease;  inflammatory  or  neoplastic  disease 
in  the  rest  of  the  enteric  tract,  genital 
tract'",  urinary  tract,  thoracic  organs;  and 
even  trauma.26 

B.  Toxic:  certain  drugs,  such  as  cincho- 
phen67,  phenylbutazone60  and  of  course, 
morphine,  especially  in  the  stage  of  addic- 
tion when  only  the  bulb  or  the  entire  duo- 


denum may  be  dilated  even  with  megacolon 
and  megaesophagus.27 

C.  Central  origin:  epilepsy  cured  by  ab- 
lation of  cortical  scar  in  parietal  region27; 
migraine;  certain  psychoses. 

D.  Endocrine  hypothyroidism  (megaco- 
lon is  noted  in  some  of  these  patients  as 
well)  ; probably  hypo-ovarianism  and  hypo- 
pituitary  states. 

E.  Miscellaneous,  avitaminosis  (megadu- 
odenum noted  with  megaesophagus  in  ex- 
perimental beri-beri  in  the  pigeon)  ; por- 
phyrinuria (primary  and  secondary  to  lead 
intoxication)  ; acid-base  disorders. 

F.  Unknown. 

Because  of  the  daily  importance  of  ulcer, 
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Disease  in  Distant  Organs 
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| organic 
[ functional 
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f organic 
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Biliary  tree 

1 functional 
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Intrinsic  Disease 

duodenal  ulcer 
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biliary  and  pancreatic  disease  in  the  produc- 
tion of  the  big  duodenum,  these  three  will 
be  discussed  in  detail: 

1.  Peptic  Ulcer.  A fantastically  high  as- 
sociation of  gastic  or  duodenal  ulcer,  or  gas- 
tritis, is  reported  with  AOD:  one  of  two 
cases2'10,28;  two  of  six  cases24;  one  of  eight 
cases,3'  and  one  of  four  ".  Similarly,  a high 
association  of  ulcer  with  big  duodena  or  du- 
odenal stasis  is  found:  19  of  75  cases'6;  and, 
from  a different  point  of  view,  54  of  264 
cases  of  duodenal  ulcer  were  found  to  have 
partial  mechanical  obstruction  near  the  du- 
odenojejunal flexure. b’  Note,  however,  that 
43  of  these  54  patients  had  some  other  dis- 
ease in  the  gallbladder,  appendix,  etc.,  but 
the  final  clinical  recovery  from  ulcer  in  all 
these  patients  was  so  satisfactory  following 
relief  of  the  obstruction,  that  it  was  held 
this  must  be  at  least  one  of  the  causes  of 
ulcer.  The  first  theory,  then,  holds  that  all 
kinds  of  obstruction  near  the  duodenoje- 
junal flexure,  including  AOD,  can  cause 
peptic  ulcer. 

The  second  theory  holds  that  ulcer  pre- 
disposes towards  AOD  by  the  excessive 
motor  activity  of  the  duodenum  incident  to 
the  ulcer  working  in  the  presence  of  an 
underlying  tendency  towards  the  occlusion.' 

The  third  theory  ascribes  the  dilatation  of 
the  duodenum  bearing  an  ulcer  to  adhesions 
from  this  ulcer.13 

The  fourth  theory  holds  that  ulcer  pre- 
disposes to  AOD  by  causing  the  patient  to 
lose  weight.'0 

More  convincing  than  any  of  the  evidence 
that  AOD  causes  peptic  ulcer  proximal  to 
the  vascular  occlusion  is  the  interesting 
patient  presented  by  Bernard,  et  al.3  This 
was  a 48  year  old  female  with  an  anomalous 
preduodenal  portal  vein  compressing  the  an- 
terior aspect  of  the  first  portion  of  the  duo- 
denum at  its  junction  with  the  second.  The 
bulb  contained  an  8 mm.  ulcer  that  "may 
reflect  the  consequences  of  stasis”.  Although 
this  vascular  occlusion  was  an  anomalous 
vein  and  not  the  superior  mesenteric  artery, 
the  evidence  is  at  least  suggestive  that  the 
vein  was  a factor  in  the  proximal  (bulbar) 


dilatation  of  the  duodenum,  and  a possible 
factor  in  the  pathogenesis  of  the  ulcer. 
Nevertheless,  a primary  duodenal  ulcer 
causing  reflex  dilatation  limited  to  the  bulb, 
enhancing  the  previous  dilatation  from  the 
occluding  vein,  remains  a possibility  that 
cannot  be  excluded. 

That  the  ulcer  is  primary  and  the  dilata- 
tion of  varying  increments  of  the  remaining 
duodenum  is  secondary  to  the  ulcer  is 
strongly  suggested  by  Paterson’s  findings48: 
In  8 5 5 barium  meal  examinations,  two 
showed  megaduodenum  and  1 1 showed 
megajejunum,  all  13  associated  with  peptic 
ulcer.  Hence,  AOD  is  excluded  because  the 
dilatation  commonly  extended  into  the  je- 
junum. (See  also  ref.  29  and  55).  Mega- 
jejunum,  associated  with  ulcer,  is  not  com- 
monly identified  by  others,  probably  because 
minor  degrees  escape  notice  unless  specifical- 
ly sought.  Even  more  cogent  evidence  is  my 
(and  that  of  others'3)  experience.  The  du- 
odenum may  vary  from  normal  to  greatly 
dilated  on  successive  examinations  done  to 
follow  the  course  of  an  ulcer,  and  even  dur- 
ing the  same  examination;  I have  had,  in 
addition,  two  patients  that  presented  great- 
ly dilated  duodena  at  the  operating  table, 
but  duodena  of  normal  caliber  on  the  pre- 
operative radiologic  studies:  one  was  later 
found  to  have  an  intense  gastritis  and  the 
other  a duodenal  ulcer.  Both  had  the  anlage 
for  viscero-visceral  reflex  dilatation  and  it 
is  entirely  likely  that  the  addition  of  a sec- 
ond factor,  general  anesthesia,  was  enough 
to  make  the  dilatation  so  strikingly  evident 
at  the  operating  table. 

2.  Biliary  tract  disease.  That  biliary  tract 
disease  can  be  associated  with  functional  du- 
odenal dilatation  has  been  well  docu- 
mented. 26,2‘  Gray  and  Garrett20  indicate 
that  AOD  can  produce  a chain  of  symptoms 
much  suggesting  disease  in  the  biliary  tract. 
I cannot  be  certain  how  completely  gall- 
bladder disease  has  been  excluded  in  those 
cases  with  clinical  pictures  suggesting  this. 
Palpation  at  the  operating  table  can  not  ex- 
clude stones  of  the  smallest  size;  nor  will 
the  older  techniques  of  radiologic  explora- 
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tion.1’  Possibly  more  attention  should  be 
given  to  the  functional  disturbances  of  the 
biliary  tree  as  revealed  by  the  operative 
manometric  techniques  with  radiologic  con- 
trol of  Mallet-Guy  and  his  school."5'  In  an 
experience  with  1300  patients  over  nine 
years,  he  had  5 5 with  hypertony  (29  with 
hypertony  of  the  gallbladder,  26  with  hy- 
pertony of  the  sphincter  of  Oddi)  and  43 
with  biliary  hypotony.  Each  of  these  two 
classes  had  a corresponding  functional  duo- 
denal type:  with  biliary  hypertony,  the 

bulb  may  fill  well,  but  small  with  irregular 
edges,  even  resembling  an  ulcer;  the  rest  of 
the  loop  is  of  normal  to  small  contour,  with 
frequent  vigorous  to  and  fro  peristalsis. 
With  biliary  hypotony,  transit  is  slow  be- 
cause of  lack  of  peristalsis  in  the  duodenum; 
the  bulb  is  larger  than  normal  with  regular 
edges;  the  loop  shows  a generally  increasing 
caliber  up  to  the  third  portion  where  there 
is  stasis  with  dilatation.  Just  to  the  left  of 
this  the  caliber  suddenly  becomes  normal. 
Some  of  the  obviously  gastric  symptoms  of 
patients  with  gallbladder  disease  may  be 
nicely  explained  by  these  reflex  changes  in 
the  duodenum  (and  stomach).  This  func- 
tional relation  between  the  gallbladder  and 
duodenum  is  to  be  expected  because  of  their 
close  embryologic  development. 

There  are  still  other  signs  of  close  rela- 
tionship between  the  biliary  tree  and  duo- 
denum: a 49  year  old  woman  with  a stone 
in  the  common  duct  presented  a radiologic 
"obstruction”  in  the  third  portion  of  the 
duodenum  with  gastric  and  duodenal  re- 
tention during  an  acute  attack.”  After  the 
attack,  the  gastrointestinal  tract  returned 
to  normal. 

A persistent  air-fluid  level  in  the  duodenal 
bulb  with  the  patient  upright  should  put  the 
examiner  on  his  guard  for  disease  in  the 
biliary  tree.6"  The  level  tends  to  persist  even 
after  the  gallbladder  disease  subsides  or  after 
a cholecystectomy.63 

Chocholac14  presents  interesting  data  on 
the  mechanism  of  the  functional  relation- 
ship between  biliary  tree  and  duodenum.  He 
believes  that  the  proper  amount  of  bile  with- 


in the  duodenum,  as  regulated  by  a properly 
functioning  sphincter  of  Oddi,  controls 
normal  motor  function  of  the  duodenum, 
and,  through  the  normal  production  of  en- 
terogastrone,  controls  the  emptying  time  of 
the  stomach.  The  functional  disturbances 
(spasm,  atony)  of  the  sphincter  are  usually 
conditioned  by  diseases  in  surrounding 
organs,  such  as  diseases  in  the  biliary  tree  it- 
self, gastrointestinal  tract,  pancreas,  and 
certain  drugs  (morphine,  chlorpromazine) . 
When  there  is  uncoordinated,  insufficient 
bile  in  the  duodenum,  activity  of  the  duo- 
denum and  the  rest  of  the  small  intestine  is 
inhibited,  and  gastric  evacuation  hastened 
(inadequate  production  of  enterogastrone 
because  of  the  bile  insufficiency) . Morphine 
leads  to  persistent  spasm  of  the  sphincter  of 
Oddi  for  two  to  four  hours,  and  the  gall- 
bladder under  the  influence  of  morphine 
does  not  empty  even  after  a fatty  meal. 
The  tonus  of  the  small  intestine  is  lessened, 
and  the  peristalsis  reduced.  (Chocholac’s 
figure  7 indicates  clearly  that  the  dilatation 
in  the  duodenum  ends  at  the  junction  with 
the  jejunum,  a frequent  physiologic  "cross- 
over point”  in  the  matter  of  caliber.)  A di- 
rect action  of  morphine  on  the  intestinal 
wall  is  of  course  also  likely. 

The  mechanism  of  the  action  of  chlor- 
promazine on  the  duodenum  is  very  differ- 
ent from  that  of  morphine:  whereas  there 
is  also  a direct  action  on  the  wall,  the  re- 
duced motility  and  hypotonia  are  related  to 
the  subnormal  flow  of  bile  conditioned  by 
the  hypotonia  of  the  sphincter  of  Oddi,  and 
the  depressed  secretion  of  bile  by  the  liver 
cells.  In  contrast  to  morphine,  which  en- 
hances the  density  of  the  contrast-filled  gall- 
bladder, chlorpromazine  has  no  effect. 

3.  Pancreatitis.  Functional  changes  in 
the  duodenum  are  more  common  with  acute 
than  chronic  disease  in  the  pancreas.  That 
such  a functional  relationship  exists  between 
the  two  organs  is  not  unexpected  because  of 
the  intimate  embryologic  development.  Six 
patients  of  43  barium  meal  examinations  in 
acute  pancreatitis  showed  dilated  duodena 
and  pooling  of  the  medium;  three  patients 
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were  found  to  have  irritable  duodena.11  Two 
children  with  mumps  presented  radiologic 
findings  in  the  duodenum  that  have  come 
to  be  regarded  as  evidence  of  pancreatitis4': 
dilatation  of  the  genu  inferius,  lively  ir- 
regular fluctuations  in  tone,  and  strong 
pendulum  motions  in  the  descending  duo- 
denum. The  barium  falling  down  thru  a 
narrowed  descending  duodenum  with  the 
patient  upright  into  a widened  genu  in- 
ferius gives  rise  to  the  fanciful  "water-can 
sign”. 

Persistent  retrograde  peristalsis  in  the 
third  portion  of  the  duodenum  suggests  ne- 
oplastic and  other  mucosal  lesions  in  this 
segment  as  well  as  neoplastic  and  inflam- 
matory disease  in  the  retroperitoneal  tis- 
sues.61 

Although  it  has  been  suggested"’  that  du- 
odenal stasis  causes  the  inflammatory  disease 
in  the  neighboring  organs  (biliary  tree, 
pancreas,  ulcer)  by  stasis  and  ascending  in- 
fection, the  bulk  of  the  evidence  supports 
the  opinion  that  the  functional  changes  in 
the  duodenum,  so  often  reported  as  AOD, 
are  viscero-visceral  reflexes  from  primary 
diseases  in  these  neighboring  organs. 

It  has  been  repeatedly  demonstrated  that 
functional  dilatation  of  the  duodenum, 
while  commonly  ending  at  the  point  of 
crossing  of  the  superior  mesenteric  artery, 
(thus  often  giving  rise  to  the  diagnosis  of 
AOD) , may  stop  short  of  this  point  or  extend 
beyond.  That  a normal  narrowing  exists  in 
this  segment  of  the  duodenum  is  well  docu- 
mented8’13,22,29'31 ; indeed,  a physiologic 
sphincter  may  exist  here.26  Casts  of  post- 
mortem duodena  commonly  show  the  im- 
pression of  the  superior  mesenteric  artery 
anteriorly,  and  at  times  those  of  its  branches. 
Palpation  of  the  pulsations  of  the  superior 
mesenteric  artery  by  a finger  within  the  du- 
odenum during  surgery  can  not  be  con- 
sidered abnormal.  An  impression  upon  the 
duodenum  before  dilatation  has  occurred 
will  become  even  greater  after  dilatation. 
It  is  much  more  logical,  I believe,  to  regard 
many  of  those  cases  reported  as  AOD  as 
functional  dilatation;  the  role  of  the  su- 


perior mesenteric  artery  is  circumstantial  in 
the  truest  sense  ( circumstare,  to  stand 
around) . 

There  is  anatomic  support  for  the  dif- 
ferences in  motor  activity  between  the  duo- 
denum and  the  rest  of  the  small  intestine26: 
the  duodenum  has  a characteristic  ratio  of 
the  two  types  of  intramural  ganglion  cells, 
the  smaller  multipolar  cells  and  the  larger 
cells  with  fewer  or  only  one  dendrite. 

Summary  of  Comments  on  Pathophysiology 

Functional  dilatation  of  the  duodenum  is 
far  commoner  than  dilatation  from  all 
mechanical  causes  (bands,  adhesions,  intrin- 
sic and  extrinsic  tumor,  AOD,  etc.).  Dis- 
ease in  the  gastrointestinal  tract  itself,  bili- 
ary tree,  and  pancreas  is  the  commonest 
cause  for  such  functional  dilatation.  Nar- 
rowing at  the  duodenojejunal  segment  and 
impression  of  the  superior  mesenteric  artery 
upon  the  anterior  surface  of  the  duodenum 
are  normal  findings.  This  impression  be- 
comes deeper,  the  more  the  duodenum  be- 
comes dilated.  It  is  this  condition,  I believe, 
that  has  given  rise  to  most  of  the  diagnoses 
of  AOD  made  at  the  operating  table,  the 
role  of  the  superior  mesenteric  artery  being 
circumstantial. 

Radiologic  Findings 

The  diagnosis  of  AOD  is  primarily  radi- 
ologic. Nevertheless,  one  reads:  "roentgeno- 
grams cannot  possibly  demonstrate  the 
condition  except  when  a fair  degree  of 
duodenal  dilatation  has  taken  place.  . . . All 
evidence.  . . . must  be  fluoroscopic.  . . .”1< 
Further,  "It  must  be  remembered,  also,  that 
the  absence  of  typical  roentgen  signs  of 
arteriomesenteric  occlusion  of  the  duode- 
num during  any  given  examinations  is  by 
no  means  definitely  conclusive  and  does  not 
serve  to  eliminate  the  possible  existence  of 
this  syndrome.”24  In  my  opinion,  any  par- 
tially obstructive  syndrome  of  the  intestinal 
tract  responsible  for  the  patient’s  woes  of 
many  years  should  be  expected  to  give  radi- 
ologic findings  certainly  during  the  period 
of  actual  symptoms. 
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The  usually  accepted  radiologic  criteria 
of  AOD  are  these58:  vigorous  to  and  fro 
motion  of  duodenal  contents;  dilatation  of 
third  part  of  duodenum  with  a sharp  cut-off 
a little  to  the  right  of  the  spine;  in  the  ab- 
sence of  frank  dilatation,  an  abnormal  dis- 
tensibility'’1';  regurgitation  into  the  stomach 
with  variable  degrees  of  stasis  in  the  duo- 
denum and  stomach. 

Before  these  criteria  can  be  accepted, 
normal  findings  in  the  duodenum  must  be 
determined.  Although  many  of  the  earlier 
radiologists,  as  well  as  some  of  the  later 
ones,  were  all  aware  that  to  and  fro  move- 
ments in  the  duodenum  were  normal  ’13,18’31’ 
43  '4,  it  is  surprising  how  often  this  has  been 
negated. 4’30’38’~"  A narrowing  of  the  lumen  in 
the  duodenojejunal  segment  and  a mild 
"difficulty”  of  passage  of  the  barium,  es- 
pecially in  supine  hyposthenic  patients,  are 
completely  normal.8’13’22’26’29’31’74 

Certain  limitations  of  diagnostic  radi- 
ology in  the  gastrointestinal  tract,  well 
known  to  radiologists,  must  be  accepted. 
The  differential  diagnosis  between  dynamic 
and  adynamic  ileus  of  multiple,  distended 
loops  of  small  intestine,  can  still  give  the 
most  experienced  of  us  difficulty,  even 
though  an  abnormal  state  is  at  once  recog- 
nized. In  the  duodenum,  however,  there 
may  be  a considerable  range  of  opinion  con- 
cerning the  presence  or  absence  even  of  ab- 
normality, let  alone  the  type.  For  example, 
dilatation  of  the  duodenum  in  routine  gas- 
trointestinal material  may  vary  from  4 to 
20%  according  to  the  criteria  of  the  ob- 
server.31 

Fanardshew  (quoted  by  Petren49)  indi- 
cated that  even  radiology  has  not  led  to  a 
satisfactory  solution  of  the  problem  of  ste- 
noses in  the  third  portion  of  the  duodenum. 
The  radiologic  distinction  between  func- 
tional and  organic  obstruction  in  the  duode- 
num is  very  "delicate”.53  Dilatation  consid- 
ered mechanical  (AOD)  by  radiology  were 
later  found  due  to  cinchophen  or  ulcerative 
colitis67,  or  cause  completely  unknown  even 
following  surgical  exploration.  Radiological 
findings  of  duodenal  abnormality  may  be 


so  indecisive  that  we  are  admonished  to 
weigh  the  clinical  history,  physical  signs  in- 
cluding the  bodily  habitus,  before  reaching 
a decision.'4 

Changing  the  bodily  position  has  been 
said  to  release  the  obstruction  in  AOD1'”34, 
and  this  release  has  been  called  of  special  di- 
agnostic significance  in  the  diagnosis.1.  It 
is  more  likely,  in  my  opinion,  to  indicate  an 
absence  of  clinically  significant  obstruction, 
and  an  example  of  those  momentary  stops 
incident  to  habitus. 

Even  the  vigor  of  the  writhing  to  and  fro 
movements  in  the  duodenum  has  been  con- 
trarily  evaluated  as  a sign  of  organic  vs. 
functional  dilatation:  the  waves  are 

"brutal”  in  mechanical  obstruction1';  in 
functional  difficulties,  they  are  more  in- 
tense and  persistent.43 

Other  more  obvious  limitations  of  radiol- 
ogy in  evaluating  a large  duodenum  may  be 
mentioned:  lesions  in  the  gastrointestinal 

canal,  biliary  tree,  pancreas,  and  other 
organs  may  be  radiologically  silent,  thus 
with  no  support  for  the  conception  of  func- 
tional dilatation.  I have  studied  one  such 
patient  with  an  intense  gastritis  diagnosable 
only  microscopically,  and  another  patient 
who  was  found  to  have  a bulbar  ulcer  only 
after  several  radiologic  examinations.  The 
intense  interest  in  the  dilated  duodenum 
may  direct  the  attention  of  the  radiologist 
away  from  the  more  proximal  reaches  in  an 
effort  to  demonstrate  an  obstructing  factor 
distally.48 

Although  all  radiologists  insist  on  visual- 
izing the  actual  details  of  an  obstruction  in 
the  colon,  for  example,  many  are  willing  to 
diagnose  a mechanical  obstruction  in  the 
duodenum  on  little  more  evidence  than 
stasis  ending  at  a certain  place  that  vaguely 
corresponds  to  the  course  of  the  superior 
mesenteric  artery.  Some  illustrations  in  the 
literature  purporting  to  show  the  abrupt 
cut-off  of  the  duodenum  are,  I believe,  just 
the  impression  of  the  right  psoas  muscle  be- 
neath.30 A similar  cut-off  due  to  similar 
mechanism  is  well  recognized  in  the  dilated 
(and  even  normal)  renal  pelvis. 
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Roentgenograms  attempting  to  show  the 
beneficial  effects  of  surgery  would  do  well 
to  be  identical  projections  before  and 
after.24  An  oblique  view,  for  example,  with 
"puddling”  in  the  genu  inferius,  and  some 
superimposition  of  the  second  and  third  por- 
tions of  the  duodenum  may  give  rise  to  the 
impression  of  dilatation.  Many  of  the  il- 
lustrations in  the  literature  purporting  to 
show  AOD  are,  in  my  opinion,  consistent 
with  a normal  examination.  Many  of  these, 
indeed,  looked  more  normal  than  McLaren’s 
et  al.42  figure  224  of  a healthy  subject:  the 
duodenum  is  full,  and  even  after  17  seconds 
no  barium  has  passed  the  duodenojejunal 
segment. 

A new  and  possibly  fruitful  method  of 
radiologic  study  of  functional  disorders  of 
the  duodenum  may  well  be  use  of  the  kymo- 

64 

cassette. 

Summary  of  Comments  on  the  Radiologic 
Findings 

Recognition  that  many  of  the  radiologic 
findings  heretofore  regarded  as  character- 
istic of  AOD  are  normal  is  imperative.  Un- 
less radiologic  details  of  intraluminal  or  ex- 
traluminal obstruction  are  clearly  evident,  it 
were  better  to  consider  the  dilatation  func- 
tional until  proved  otherwise.  Functional 
dilatations  are  much  more  common  than 
mechanical  from  all  causes,  including  AOD. 

Operative  anti  Autopsy  Findings 

The  frequent  use  of  the  words  apparent, 
presumably,  etc.4’25,0  in  many  of  the  opera- 
tive descriptions  of  AOD  is  striking.  I re- 
ceive the  impression  that  often  the  surgeon 
himself  was  not  entirely  convinced  of  his 
findings,  and,  faute  de  mieux,  the  superior 
mesenteric  artery  was  implicated  circum- 
stantially (as  already  noted,  it  was  standing 
around).  The  shortcomings  of  the  surgical 
diagnosis  of  AOD  and  other  lesions  in  the 
third  portion  of  the  duodenum  have  re- 
ceived repeated  attention. 46’4!,,')S‘1'“  ".  . . . ex- 
perience shows  that  it  is  often  difficult,  or 
even  impossible,  to  discover  the  cause  of  the 
affection  [big  duodenum]  by  operation”.40 


And  this  from  a surgeon:  "It  is  by  no  means 
an  easy  matter  to  judge  the  size,  shape, 
and  character  of  the  duodenum,  due  to  the 
inaccessibility  of  the  organ  and  its  rather 
firm  posterior  fixation.  It  is,  therefore,  not 
surprising  that  the  obstruction  may  be 
overlooked  even  by  the  most  competent 
surgeon  if  a pre-operative  diagnosis  has  not 
been  made  or  suggested.”'' 

Nor  is  the  satisfactory  post-operative 
course,  even  with  prolonged  follow-up, 
proof  that  the  diagnosis  of  AOD  was  cor- 
rect. Note  that  frequent  improvement  can 
follow  surgery  for  almost  anything,  as,  for 
example,  a normal  appendix;  bed  rest,  good 
food,  psychologic  pampering  ',  and  even  an 
endocrine  boost  incident  to  the  surgical 
stress  may  all  play  a role. 

Nor  is  post-mortem  observation  infal- 
lible. Petren’s43  detailed  study  of  a patient 
in  whom  autopsy  showed  the  mesenteric  ves- 
sels dividing  the  duodenum  into  normal  and 
abnormal  segments,  old  tuberculous  perito- 
nitis, still  led  to  no  certain  conclusion  about 
the  cause  of  the  big  duodenum.  The  limita- 
tions of  autopsy  is  again  demonstrated  to 
the  author  by  Wells’s'3  case,  presented  as 
AOD  but  looking  much  like  an  example  of 
acute  gastric  dilatation  (v.  infra)  following 
a dietary  indiscretion  with  rutabagas. 

Summary  of  Comments  on  Operative  and 
Autopsy  Findings 

Findings  at  the  operating  table  are  often 
indecisive  because  of  the  technical  difficul- 
ties in  examining  the  duodenum  completely. 
A good  post-operative  course  never  proves  a 
diagnosis.  Even  explanations  of  a large  duo- 
denum furnished  by  autopsy  may  be  open  to 
question  because  of  the  dynamic  nature  of 
AOD. 

Treatment 

Standard  therapy  of  AOD  is  medical 
first,  especially  exercises  to  strengthen  the 
abdominal  muscles,  lying  prone  or  in  the 
knee-chest  position  after  small  and  frequent 
feedings,  and  surgery  only  if  these  conserva- 
tive measures  fail.  Surgical  measures  are 
duodenojejunostomy,  or  mobilization  of  the 
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duodenum  caudad'1''  to  relieve  the  duodenum 
from  the  pinch  of  the  arterial  compass. 

Splanchnic  block  has  been  suggested  to 
differentiate  the  functional  from  the  me- 
chanical dilatations  of  the  duodenum."' 

Psychotherapy  has  been  suggested  as  ad- 
junctive treatment  in  AOD4,  and  as  primary 
therapy  in  the  spastic  variety  of  functional 
aberration  of  the  duodenum.1 1 

Canlas10  reports  that  medical  manage- 
ment is  needed  after  surgical  treatment,  and 
indeed,  gives  better  results  than  surgical  at- 
tack. Further,  operation  is  to  be  avoided  in 
the  mild  cases  of  AOD.61'  How  odd  are  these 
statements,  if  AOD  is  a true  mechanically 
determined  occlusive  syndrome! 

Inadequate  follow-up  characterized  the 
reports  of  many  patients  with  AOD. 4,25,63 
Further,  this  reviewer  was  impressed  with 
the  mildness  of  the  improvement  following 
treatment  in  many  of  the  cases. 

Summary  of  Comments  on  Treatment 

There  is  widespread  doubt  that  surgical 
measures  alone  suffice  for  treating  AOD. 
This  is  incomprehensible:  elsewhere  along 
the  intestinal  tube,  surgery  for  simple  ob- 
struction is  a totally  curative  measure. 

Is  AOD  a True  Syndrome? 

It  must  now  be  apparent  that  many,  if 
not  most,  of  the  patients  reported  with 
AOD  are  very  doubtful  examples.  Often 
the  radiologic  criteria  used  for  making  the 
diagnosis  were  normal  findings.  The  many 
reported  patients  with  associated  ulcer  can 
best  be  regarded  as  having  a functional  en- 
largement of  the  duodenum.  Many  patients 
reported  with  AOD  had  obvious  associated 
disease,  such  as  six  of  11  cases  with  retro- 
peritoneal disease.30  One  had  a deficiency 
pattern  in  the  small  intestine."1  It  is  impos- 
sible to  determine  how  effectively  disease  in 
the  surrounding  (or  distant)  organs  was 
excluded  as  potential  factors  in  the  big  duo- 
denum. It  is  at  times  difficult  to  exclude 
cases  with  certain  congenital  abnormalities 
that  properly  take  them  from  the  class  of 
AOD,  such  as  a fibrous  mass  in  the  mesen- 


teric pedicle'2,  local  mesenteric  abnormali- 
ties2,36, and  a thick  peritoneal  induration 
ensheathing  the  superior  mesenteric  vessels.0" 

Even  after  excluding  the  many  doubtful 
examples  of  AOD,  there  remains  a number 
of  cases  that  must  be  considered  authentic: 
BonteV  15  day  old  patient  ( but  why  did  the 
child  die  despite  surgical  relief  of  the  ob- 
struction— "simply  exaggeration  of  normal 
anatomy”?)  ; Campbell’s  case1*  in  a two  year 
old;  Prouty’s  first  patient’0;  and  probably 
several  others  as  well.  Nordentoft46,  obvi- 
ously a skeptic  regarding  AOD,  feels  that 
certain  definite  cases  have  been  reported  in 
the  Scandinavian  literature  [noted  for  its 
radiologic  excellence — C.V.C.  ],  and  he  does 
not  agree  with  the  other  skeptic,  Robert- 
son'5 and  others  that  AOD  should  be  rele- 
gated to  history.  Nevertheless,  Nordentoft’s 
sage  counsel  that  additional  cases  of  mega- 
duodenum should  be  collected  and  studied, 
and  not  dismissed  with  the  ready  explana- 
tion of  AOD,  should  be  followed. 

Wilkie"  was  originally  so  enthusiastic 
about  AOD  that  it  came  to  be  known  as 
Wilkie’s  disease.  If  I interpret  his  later  paper 
correctly'1',  there  is  some  disenchantment: 
many  of  his  cases  had  recurrences,  which 
he  ascribed  to  lack  of  proper  post-operative 
care,  especially  postural  exercises.  Nine  of 
his  57  cases  (duodenal  obstruction  from  all 
causes)  showed  no  improvement:  these  were 
the  marked  visceroptotics,  some  of  whom 
had  several  previous  operations.  Surgery 
gave  best  results  in  those  patients  with  a 
definite  gross  anatomic  abnormality  or  gross 
pathologic  process  in  the  root  of  the  mesen- 
tery. Where  the  duodenum  was  found  di- 
lated, but  no  very  obvious  obstructing  cause 
[conforming  with  most  of  the  cases  re- 
ported as  AOD? — C.V.C.],  short-circuiting 
operation  gave  most  uncertain  results.  And 
finally,  arriving  at  the  importance  of  the 
viewpoint  of  functional  dilatation  without 
so  stating  it,  he  claims  that  dilatation  of  the 
duodenum  may  apparently  be  present  with- 
out any  mechanical  obstruction,  for  reasons 
yet  unknown,  and  the  drainage  operation  in 
this  class  of  case  is  relatively  ineffective. 
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Before  this  review  is  brought  to  a close, 
some  comments  are  in  order  about  acute  gas- 
tric dilatation  (or  atony,  or  paralysis) , which 
has  been  interpreted  by  some  as  the  acute 
variety  of  AOD30  35,  or  which  demands  at 
least  some  degree  of  AOD  for  its  develop- 
ment.' Other  opinion,  and  I think  correctly, 
holds  that  the  condition  is  not  readily  ex- 
plained by  pressure  of  the  mesenteric  ves- 
sels5, and  that  this  and  AOD  are  distinct 
entities.23  Although  the  master  surgeon 
Bloodgood’s  name  has  been  constantly  asso- 
ciated with  AOD,  he  was  writing'  about 
acute  gastric  dilatation  and  felt  that  the  pull 
of  the  mesentery  did  not  explain  the  picture, 
especially  in  those  cases  where  the  dilatation 
extends  into  the  jejunum.  He  supports  his 
claim  that  this  is  not  a mechanical  obstruc- 
tion by  illustrating  the  very  significant  clin- 
ical differences  between  this  and  true  high 
organic  obstruction  of  the  gut.  He  consid- 
ered some  toxic  agent  in  a weakened  patient 
the  probable  cause. 

Robertson  " and  others  divide  the  acute 
syndrome  into  five  groups:  1.  No  apparent 
cause,  even  detectable  after  death;  2.  Some 
definite  lesion  found  elsewhere,  such  as 
pneunomia,  typhoid,  or  other  severe  infec- 
tion; 3.  Some  surgical  procedure  done  under 
a general  anesthetic;  4.  Dietary  indiscre- 
tion21, and  5.  Following  an  injury  with  or 
without  application  of  a body  cast  (the  cast 
syndrome).  That  the  patient’s  course  may 
continue  to  death,  even  though  the  cast  has 
been  removed35,  makes  it  unlikely  that  sim- 
ple fixation  in  hyperextension  with  AOD  is 
the  primary  cause. 

Rather  than  a simple  mechanical  syn- 
drome, acute  gastric  dilatation  must  repre- 
sent a severe  disturbance  in  the  autonomic 
innervation  of  the  stomach  and  of  varying 
increments  of  the  small  intestine:  motor 
activity  is  lost,  and  there  is  massive  accu- 
mulation of  gastric  secretion.  A similar  con- 
dition has  been  produced  experimentally23 
by  interruption  of  the  gastric  autonomic 
nerves,  exclusion  of  the  intramural  nervous 
system,  and  stimulation  of  gastric  secretion 
by  histamine. 


Some  of  the  patients  in  the  first  group 
have  had  an  associated  psychologic  difficul- 
ty; one  patient  I studied  had  a schizoid  aura. 

It  is  my  opinion  that  acute  gastric  dila- 
tation is  essentially  different  from  AOD, 
and  should  not  be  discussed  with  it. 

Conclusions 

1.  The  prominence  of  "toxic”  symptoms, 
of  psychic  overlay,  of  single  marital  status 
of  the  predominant  females,  the  frequency 
of  nurses  and  doctors’  wives  among  the  suf- 
ferers; 

2.  The  prominence  of  functional  dila- 
tation, dependent  upon  disease  in  the  sur- 
rounding viscera,  such  as  peptic  ulcer, 
gallstones,  and  pancreatitis; 

3.  The  equivocal  and  inconstant  radio- 
logic  pictures; 

4.  The  shortcomings  of  surgery  and  au- 
topsy as  diagnostic  measures; 

5.  The  frequent  lack  of  definitive  cure 
following  surgery  for  a supposedly  mechani- 
cal obstruction  syndrome,  and  the  frequent 
need  for  adjunctive  therapy,  both  psycho- 
therapy and  physical  therapy; 

All  suggest  the  wide  over-diagnosis  of 
the  syndrome,  although  some  authentic  ex- 
amples probably  exist. 

6.  Acute  gastric  dilatation  should  not  be 
considered  with  AOD,  but  sui  generis. 
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Management  of  Complex  Facial  Injuries 


Every  practicing  doctor  of  medi- 
cine is  called  upon  at  times  to  treat 
the  patient  ivho  has  suffered  facial 
injuries.  The  prevention  of  per- 
manent disfigurement  of  the  face 
and  serious  disturbances  of  func- 
tion frequently  depend  on  pri- 
mary treatment  of  such  injuries. 

THE  PATIENT  who  sustains  severe  fa- 
cial injuries  frequently  has  been  sub- 
jected to  forces  causing  soft  tissue  and  bony 
injury  in  other  parts,  further  complicating 
the  management  of  the  facial  problem.  Con- 
versely, the  patient  who  sustains  multiple 
body  injuries  may  have  facial  injuries  which 
are  overlooked.  The  term  Complex  Facial 
Injuries,  as  used  here,  refers  primarily  to 
multiple  fractures  of  the  facial  skeleton  and 
extensive  soft  tissue  facial  injuries. 

The  general  surgeon,  the  otolarnygologist, 
the  neurosurgeon,  the  ophthalmologist  and 
the  dentists  may  be  called  on  to  manage  the 
patient  with  facial  injuries.  Unquestion- 
tionably,  the  general  surgeon  is  best  equipped 
from  the  standpoint  of  training  and  index 
of  suspicion,  derived  from  daily  contact,  to 
manage  the  individual  with  mutiple  body 
injuries.  The  orthopedist,  neurosurgeon  and 
otolaryngologist,1,2,3'4  are  frequently  called 
upon  to  assist  or  to  assume  responsibility  for 
management  of  the  patient  as  determined  by 
the  location  and  type  of  injury.  (Fig.  1) 

Presented  at  the  meeting  of  Virginia  Society  of 
Ophthalmology  and  Otolaryngology,  Williamsburg, 
April  29,  1960. 


JOHN  B.  GORMAN,  M.D. 

JAMES  R.  GORMAN,  M.D. 

Lynchburg,  Virginia 

The  Dental  Laboratory  with  the  Serv- 
ices of  Trained  Technicians  Offers  In- 
valuable Aid  to  the  Otolaryngologist 
in  Caring  for  Facial  Injuries  of  a Com- 
lex  Nature. 


Fig.  1A.  Partial  avulsion  of  nose;  trap-door  flap — 
left  cheek. 


Fig.  IB.  No  functional  impairment.  Fine  scar  left  nose 
and  cheek. 
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The  principles  of  treatment  of  multiple 
fractures:  definitive  treatment,  particularly 
in  the  presence  of  compound  wounds,  is  car- 
ried out  promptly  whenever  possible.  In  the 
presence  of  multiple  fractures,  blood  replace- 
ment, therapeutic  (Fig.  2)  or  prophylactic 
tracheotomy,  massive  antibiotic  therapy  and 


Fig.  2A.  Comminuted  fracture  of  right  zygoma;  com- 
minuted compound  fracture  of  nose.  Complete  respira- 
tory obstruction  following  unconsciousness  and  bleeding. 
Alertness  on  part  of  general  surgeon  and  prompt 
tracheotomy  resulted  in  survival. 


Fig.  2B.  Following  correction  of  nose  and  zygoma  in- 
juries. 


a detailed  general  examination  are  of  prime 
importance.  An  important  adjunct  fre- 
quently overlooked  for  management  of  soft 
tissue  injury  is  the  Pressure  (Burn  Type) 
dressing  which  accomplishes  control  of  soft 
tissue  hemorrhage  and  swelling,  improves 
blood  supply  by  preventing  venous  stasis  and 
provides  stability  to  soft  tissues.  (Fig.  3)  The 


Fig.  3.  One  of  sixteen  from  head-on  collision.  Meticulous 
subcutaneous  closure  after  extensive  undermining,  use 
of  pressure  dressings,  etc.  gave  result  seen  in  Fig.  9A 
and  Fig.  9B. 


pressure  dressing  is  imperative  when  skin  has 
had  to  be  trimmed  and  replaced.  With  full 
thickness  free  graft  or  where  other  grafting 
procedures  are  done,  the  pressure  dressing 
is  mandatory. 

In  cases  where  soft  tissue  and  bony  facial 
injury  must  await  correction  of  blood  vol- 
ume and  stabilizing  of  the  patient’s  general 
condition,  decreased  scarring  is  promoted  by 
appropriate  dressings. 

Interdental  eyelet  wiring,  or  more  com- 
monly, use  of  prefabricated  arch  bars,  for 
example,  the  Ehrich  arch  bar  and  elastic  band 
intermaxillary  traction  are  of  considerable 
aid.  In  the  presence  of  multiple  fractures, 
however,  permanent  fixation  and  proper 
alignment  of  combined  fractures  of  the 
maxilla,  nose  and  zygoma  or  combined  frac- 
tures of  the  maxilla  and  mandible  call  for 
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other  techniques  in  conjunction  with  and 
sometimes  separately  from  the  use  of  wiring 
or  the  use  of  arch  bars. 

Where  there  are  combined  maxilla  and 
mandible  fractures,  the  first  consideration  is 
restoration  of  dental  occlusion.  ’ In  cases  of 
this  type,  it  is  our  policy  to  obtain  impres- 
sions of  the  dentition  and  to  make  a cast  of 
the  upper  and  lower  teeth  mounted  in  an 
articulator.  In  fact,  this  can  be  of  assistance 
in  cases  of  multiple  fractures  of  the  man- 
dible alone.  The  articulated  model  is  an  aid 
in  determining  the  occlusion,  which  is  finally 
established  in  the  oral  cavity  by  means  of 
surgery.  Mandibular  fractures  are  reduced 
and  immobolized  first  by  whatever  means 
indicated,  whether  interosseous  wiring, 
banded  retention  splint,  or  other  intraoral 
or  external  appliances.  The  mandible  can 
then  serve  as  a guide  in  restoration  of  the 
maxillary  parts.  The  teeth  of  the  mandible 
are  forced  against  those  of  the  maxilla  by 
means  of  intermaxillary  bands.  Direct  wir- 
ing from  the  intraoral  appliances  to  the 
zygoma  may  then  be  carried  out.  Where  the 
zygoma  is  involved  in  the  fracture,  the  wire 
may  be  carried  to  the  frontal  bone,0  in  back 
of  the  zygomatic  process.  Rarely,  a head 
cap  may  be  necessary. 

Middle  third  facial  fractures  are  less  com- 
plicated when  the  mandible  is  not  involved. 
However,  the  same  principles  previously 
outlined  are  still  valid. 

The  principle  of  immobilizing  the  maxilla 
with  restoration  of  the  normal  relationship 
to  the  mandible  is  of  prime  consideration. 

In  cases  where  the  zygoma  is  simply  im- 
pacted but  not  comminuted,  correction  may 
be  carried  out  by  open  reduction  with  direct 
interosseous  wiring;  this  is  the  best  method 
when  associated  with  complex  facial  frac- 
tures. The  suspension  method  and,  at  least 
in  the  hands  of  the  otolaryngologists,'  the 
simple  transantral  method  gives  good  results. 

Case  Reports 

Case  1.  This  thirty-two  year  old  colored 
male  was  admitted  to  the  emergency  room 


of  the  Lynchburg  General  Hospital  in  acute 
distress,  totally  uncooperative  and  thrashing 
around  on  the  stretcher. 

Examination  by  the  general  surgeon  re- 
vealed multiple  lacerations  of  the  frontal  and 
periorbital  areas  with  comminution  and  de- 
pression of  the  frontal  bone.  There  was 
epistaxis  with  cerebrospinal  fluid  present  in 
the  blood  from  the  nose.  The  eyes  were  not 
visible  because  of  the  marked  periorbital 
swelling.  The  entire  frontal  area  was  in- 
volved in  a comminuted  depressed  fracture. 
There  were  multiple  tears  in  the  dura 
through  which  blood  and  some  cerebral  cor- 
tex were  seen.  Both  maxilla  were  "floating” 
along  with  the  nose  and  infraorbital  rims  in 
a bilateral  LaForte  II  fracture. 

Whole  blood  replacement  was  begun;  one 
hour  after  being  admitted,  the  patient’s  gen- 
eral condition  was  satisfactory  for  general 
anesthesia  and  the  emergency  operative  pro- 
cedures were  begun. 

The  frontal  area  was  exposed  through  the 
lacerations,  skin  flaps  were  developed  and 
turned  back.  Fragments  were  returned  to 
place  and  loose  smaller  fragments  were  re- 
moved. A large  portion  of  the  anterior  skull 
vault  was  devoid  of  bony  support.  Clots  of 
bone  fragments  were  cleaned  and  the  drain 
was  inserted  and  brought  out  through  the 
left  eyebrow  to  drain  the  frontal  sinuses. 

A tracheotomy  was  carried  out.  The  pa- 
tient’s postoperative  condition  was  fair. 

Following  stabilization  of  the  patient’s 
condition,  correction  of  the  bilateral  frac- 
tures of  the  maxilla  was  carried  out  under 
general  anesthesia  via  the  tracheotomy  tube. 
The  extensive  fracture  of  the  frontal  sinuses 
and  frontal  bone  precluded  the  use  of  a head 
cap  or  wiring  to  the  frontal  bone. 

A Kirschner  wire  was  placed  through  a 
fine  incision  in  the  skin  over  the  right  zy- 
goma and  passed  through  the  right  upper 
jaw,  nose  and  left  upper  jaw  and  brought  out 
through  the  opposite  zygoma.  An  additional 
Kirschner  wire  was  placed  immediately  ad- 
jacent for  further  support. 

Ehrich  arch  bars  were  applied. 
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020  Baker  dental  wire  was  put  through  a 
spinal  needle  through  the  left  cheek,  through 
the  buccogingival  sulcus  and  around  the 
upper  arch  bar  at  the  level  of  the  second 
molar.  This  was  passed  through  the  needle 


Fig.  4.  Deformity  following  compound  comminuted  frac- 
ture of  frontal  bone.  Satisfactory  reconstruction  of  oc- 
clusion and  upper  jaw  position,  following  bilateral 
LaForte  II. 

and  out  through  the  cheek.  A similar  pro- 
cedure was  carried  out  on  the  opposite  side. 
These  wires  were  twisted  around  the  Kirsch- 
ner  wires  on  each  side,  using  cork  to  protect 
the  skin.  Intermaxillary  bands  were  applied. 

Repeat  examinations,  clinically  and  by 
x-ray,  revealed  satisfactory  reconstitution  of 
the  alignment  of  the  maxilla,  bilaterally.  Sat- 
isfactory dental  occlusion  was  established. 

The  patient  developed  a gross  deformity 
of  the  frontal  area  and  was  readmitted  to 
the  Lynchburg  General  Hospital  for  correc- 
tion of  the  frontal  defect  of  the  skull  on 
January  27,  1960.  (Fig.  4)  On  the  day  of 
admission,  an  impression  was  taken  of  the 
defect  and  a positive  impression  model  made 
out  of  dental  stone  for  determination  of  the 
exact  size  and  shape  of  the  graft. 

On  January  29,  1960,  a cranioplasty  was 
carried  out  by  the  junior  author.  The  or- 
thopedic surgeon  obtained  a very  satisfactory 
graft  from  the  left  ilium.  This  was  shaped 


to  OVER  CORRECT  the  defect  in  the  right 
frontal  area.s 

A bitemporal  flap  was  used  for  exposure 
of  the  defect.  (Fig.  5)  The  bone  graft  was 


Fig.  5.  Bitemporal  flap  elevated  for  exposure  of  defect 
at  time  of  cranioplasty. 


shaped  using  rongeurs  and  the  Stryker  unit 
with  pencil  burrs.  The  graft  was  wired  in 
place  and  the  wound  closed;  a pressure  dress- 
ing was  applied  and  changed  daily  for  one 
week.  No  fluid  formed  under  the  flap.  The 
patient  was  discharged  in  satisfactory  con- 
dition (see  photograph)  on  February  10, 
1960.  (Fig.  6) 


Fig.  6.  Following  cranioplasty. 


208 


Virginia  Medical  Monthly 


Case  2.  A twenty-one  year  old  white  fe- 
male was  riding  in  the  front  seat  of  a car 
involved  in  a collision  accident  with  a truck. 
One  of  us  was  called  to  see  the  patient  about 
a "broken  nose”.  Examination  revealed  the 
presence  of  a bilateral  fracture  of  the  maxilla 
and  nose  with  marked  displacement  poste- 
riorly and  inferiorly.  On  the  right,  the  frac- 
ture was  of  the  LaForte  II  class  and  on  the 
left,  LaForte  I.  There  was  depression  of  the 
nose.  The  patient  had  a marked  open-mouth 
bite.  (Fig.  7) 


Fig.  7.  Mouth  is  closed  as  much  as  possible,  demonstrating 
open-mouth  bite.  LaForte  II  fracture  of  right  maxilla. 
LaForte  I fracture  of  left  maxilla. 


Under  local  anesthesia  on  6/1/59  Ehrich 
arch  bars  were  applied  in  the  usual  manner. 
The  fracture  could  not  be  reduced  manually 
and  intermaxillary  bands  were  applied  to 
the  arch  bars.  On  the  evening  of  operation 
examination  revealed  satisfactory  occlusion 
to  have  taken  place. 

On  6/2/59,  under  local  anesthesia,  inci- 
sions were  made  over  the  infraorbital  rim 
bilaterally  and  over  the  zygomatic  portion 
of  the  frontal  bone  bilaterally.  Using  the 


Stryker  pencil  unit  with  a cutting  burr,  an 
opening  was  made  in  each  infraorbital  rim 
(well  laterally  on  the  right  side).  Similar 
incisions  and  openings  were  made  in  the 
frontal  bone  above  the  zygomatic  frontal 
suture  line. 

020  Baker  dental  wire  was  passed  through 
each  opening  and  these  wires  passed  from  the 
infraorbital  rim  to  the  arch  bars  under  the 
soft  tissues  of  the  cheek.  The  wire  from  the 
frontal  bone  was  passed  behind  the  zygo- 
matic arch  and  to  the  arch  bar  posteriorly, 
bilaterally.  The  incisions  were  closed  with 
subcuticular  00000  white  silk,  000000  black 
silk  to  the  skin.  The  nose  was  corrected. 

Clinical  and  x-ray  examination  confirmed 
satisfactory  realignment  of  the  nose  and 
maxilla.  Satisfactory  realignment  and  ex- 
cellent occlusion  were  obtained,  (see  photo- 
graphs. (Fig.  8 and  8A) 

Case  3.  A collision  between  a station 
wagon  and  an  automobile  on  3/22/59  re- 
sulted in  admission  to  the  Lynchburg  Gen- 
eral Hospital  Emergency  Room  of  sixteen 
passengers  from  the  accident.  This  resulted 
in  the  Hospital’s  disaster  program  being  put 
into  effect  under  the  direction  of  the  general 
surgeon  and  the  hospital  administrator.  Two 
of  the  sixteen  injured  unquestionably  owe 
their  survival  to  the  efficient  implementation 
of  the  disaster  program  by  the  general  sur- 
geon in  charge  and  the  hospital  administra- 
tor. 

Among  those  injured  was  a twenty-three 
year  old  colored  male  who  was  sitting  in  the 
front  seat  of  the  station  wagon.  The  patient 
was  in  shock  when  brought  to  the  emergency 
room  and  received  two  units  of  blood  there. 
A dislocated  hip  was  promptly  reduced. 
There  was  an  extensive  wound  of  the  face 
with  extensive  trapdoor  laceration,  involv- 
ing the  upper  helix  of  the  left  ear,  the  mas- 
seter,  parotid  gland  extending  through  the 
corner  of  the  mouth  on  the  left,  exposing 
the  teeth.  (Fig.  3)  The  parotid  duct  was 
exposed  but  not  severed.  There  was  no  mo- 
tion of  the  left  side  of  the  fact  except  the 
area  innervated  by  the  ramus  mandibularis. 
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The  left  eye  was  lacerated  and  could  not 
be  saved. 

There  was  congenital  absence  of  both 
upper  extremities. 

The  patient  was  taken  to  the  recovery 


one  of  us  carried  out  the  repair  of  the  ex- 
tensive lacerations  of  the  left  face  as  fol- 
lows: the  helix  of  the  left  ear,  separated  from 
the  skull,  was  closed;  the  inner  (buccal)  sur- 
face of  the  cheek  was  closed  with  interrupted 


A 


Fig.  8A.  X-ray  demonstrating  internal  wiring — Case  No.  II. 

Fig.  8B.  Correction  carried  out  by  intermaxillary  fixation,  using  arch  bars,  these  being  stabilized 
by  wiring  to  frontal  bone  bilaterally  and  infraorbital  rims. 


room  for  observation  until  his  general  con- 
dition stabilized. 

The  ophthalmic  surgeon  carried  out  enu- 
cleation of  the  left  eye,  and  following  this, 


mattress  sutures  of  000  chrome  catgut.  The 
deep  structures,  including  masseter,  zygo- 
matic and  other  facial  muscles  were  meticu- 
lously approximated  in  anatomic  position, 
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care  being  taken  to  preserve  the  integrity 
of  the  parotid  duct. 

Wide  undermining  was  carried  out,  as  in 
a face-lift,  above  and  below  the  wound.  The 
skin  was  approximated  with  0000  chrome 
catgut  in  the  subcuticular  layer.  00000  in- 
terrupted silk  sutures  were  used  to  close  the 
skin,  vermillion  border  and  lip. 

The  patient  showed  remarkable  ability  to 
adjust  to  further  disability,  having  been 
born  with  the  absence  of  both  upper  extrem- 
ities. Because  of  the  peripheral  location  of 
the  facial  nerve  branches,  meticulous  ana- 
tomical closure  was  done  without  identifying 
the  numerous  ramifications.1'  The  patient 
now  has  excellent  motion  on  both  sides  of 
the  face.  (Fig.  9A)  Ffe  has  returned  to  his 
career  as  a professional  singer  with  satisfac- 
tory cosmetic  results.  (Fig.  9B) 


Fig.  9A.  Demonstration  of  return  of  facial  nerve  function 
(see  Fig.  3)  following  extensive  soft  tissue  injury. 

Summary  and  Conclusions 

The  principles  of  management  of  complex 
facial  injuries  are  reviewed.  Diagnosis  is 
seldom  a problem  and  most  emergency 


phases  of  treatment  are  well  known.  Pres- 
sure dressings  in  the  patient  in  poor  condi- 
tion or  who  must  be  referred  for  definitive 


Fig.  9B.  Scar  extending  from  left  helix  through  angle  of 

mouth. 

treatment,  prevent  complications  and  di- 
minish scarring.  The  unconscious  patient 
with  a nosebleed  may  be  lost  and  trache- 
otomy should  be  kept  in  mind. 

Soft  tissue  repair  requires  meticulous  deep 
and  subcuticular  closure  for  optimum  func- 
tional and  cosmetic  results.  A knowledge  of 
techniques  of  tissue  transplantation  is  help- 
ful. 

The  management  of  the  patient  with  mul- 
tiple body  injuries  requires  the  whole  patient 
approach,  exemplified  by  the  general  sur- 
geon. 

Restoration  of  the  contour  of  the  man- 
dible and  establishment  of  occlusion  by  the 
otolaryngologist  is  a team  affair.  The  lab- 
oratory assistance  of  competent  dental  tech- 
nicians can  be  valuable. 

The  prevention  of  permanent  disfigure- 
ment of  the  face  and  serious  disturbances  of 
function  frequently  depend  on  primary 
treatment  of  complex  facial  injuries. 
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Suite  15,  Medical  Center 
Lynchburg,  Virginia 


Heals  ‘Swimmer’s  Ear’ 


A new  acetic  acid  solution  was  recom- 
mended today  for  the  treatment  and  pre- 
vention of  "swimmer’s  ear,”  an  inflamma- 
tion of  the  outer  ear  caused  by  bacteria  or 
fungi. 

Writing  in  the  February  4th  Journal  of 
the  American  Medical  Association,  Dr.  Ben 
FL  Jenkins,  Newnan,  Ga.,  said  the  solution 
combines  the  time-proved  anti-fungal  prop- 
erties of  acetic  acid  and  the  disinfecting 
and  drying  action  of  alcohol. 

The  solution  (VosoL  Otic)  produced 
"entirely  satisfactory  results”  in  200  pa- 
tients. The  condition  was  considered  "com- 
pletely cured”  after  four  to  six  days  in  most 
cases. 

Of  the  200,  146  had  acute  new  cases  not 


previously  treated  and  54  had  received  other 
medication  without  satisfactory  response. 

The  solution  had  several  advantages  over 
antibiotics  and  other  drugs.  The  use  of  anti- 
biotics and  sulfonamides  can  be  followed  by 
the  development  of  antibiotic  and  sulfona- 
mide-resistant bacteria,  and  other  drugs  may 
suppress  the  symptoms  without  curing  the 
infection. 

Dr.  Jenkins  said  he  also  instructed  a num- 
ber of  other  patients  who  previously  had 
swimmer’s  ear  to  use  the  preparation  rou- 
tinely after  swimming  as  a preventive  meas- 
ure. Not  one  patient  with  a history  of 
swimmer’s  ear — some  over  a period  of  five 
years — has  had  to  be  treated  for  this  con- 
dition again. 
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Radiation  Proctosigmoiditis 

A Case  Report 


YASUSI  NAKAMURA,  M.D. 
Mexico  City,  Mexico 


The  gastrointestinal  tract  is  vul- 
nerable to  injury  from  radiation. 
A case  of  such  injury  is  presented 
and  its  occurrence  discussed. 


f I 4HE  TERM  "Factitial  Proctitis”,  was 
first  given  by  Buie1  in  1930  to  describe 
the  pathological  reactions  produced  in  the 
wall  of  the  rectum  as  the  result  of  extra- 
rectal  application  of  radium  and  Roentgen 
therapy.  As  early  as  1897,  two  years  after 
Roentgen  discovered  the  x-rays,  Walsh-  re- 
ported the  occurrence  of  flatulency,  colic, 
and  diarrhea  in  a patient  who  had  been 
working  with  x-ray  machines. 

In  recent  years  more  malignancies  of  fe- 
male pelvic  organs  are  being  diagnosed  by 
screening  cytological  examinations,  and  this 
increases  the  number  of  patients  who  are 
being  treated  by  radiation  therapy.  The 
incidence  of  injury  to  the  gastrointestinal 
tract  as  a result  of  this  radiation  therapy 
varies  from  author  to  author,  ranging  from 
2.1%  to  17%. 

Many  cases  have  been  reported  in  which 
the  pathological  changes  and  symptoms  ap- 
pear several  years  following  radiation  ther- 
apy. The  interval  between  end  of  treatment 
and  onset  of  symptoms  varies  from  case  to 
case.  Colcock  and  Hume1  of  Lahey  Clinic 
reported  41  cases  of  serious  injuries  to  the 
gastrointestinal  tract  seen  between  193  5 and 
1957.  In  this  series  the  earliest  case  was  seen 

Nakamura,  Yasusi,  M.  D.:  Surgical  Resident  at 
St.  Elizabeth’s  Hospital,  Richmond , 'Virginia,  1959- 
1960. 


within  two  weeks,  and  the  latest  three  years 
after  receiving  radiation. 

In  71  cases  Fabrikant4  et  al.  found  that 
the  majority  were  within  the  six  months 
period  (33.7%),  but  that  4.2%  had  their 
first  symptoms  after  10  years,  with  one  pa- 
tient not  presenting  her  first  symptoms  until 
20  years  following  radiation. 

Simpson  and  Spaulding"  report  a case  of 
small  bowel  obstruction  and  fistula  of  ileum 
and  bladder  which  appeared  14  years  after 
radiation  therapy,  and  a second  case  in  which 
ulcer  and  hemorrhage  in  the  colon  showed 
up  nine  years  after  treatment. 

The  most  common  symptom  is  rectal 
bleeding  which  is  moderate  in  the  majority 
of  cases.  Tenesmus  and  mucous  diarrhea  fol- 
low in  frequency,  with  stenosis  and  obstruc- 
tion being  a common  complication.  Fistula 
and  perforation  are  also  relatively  frequent 
problems.  Severe  hemorrhage  which  requires 
multiple  transfusions  and  surgical  interven- 
tion occurs  only  rarely. 

Many  of  these  cases  can  be  satisfactorily 
managed  on  a medical  regime,  although  some 
complications  require  surgical  management. 
The  surgical  treatment  frequently  required 
is  a preliminary  defunctioning  colostomy. 
Chanin  and  McElwain'5  advise  a waiting 
period  for  definite  surgical  treatment  until 
all  evidence  of  proctitis  subsides.  In  some 
cases  it  may  require  two  years  to  close  a 
diverting  colostomy  to  obtain  a good  post- 
operative result. 

Case  Report 

The  patient  is  a 69-year  old  white  female 
admitted  for  the  first  time  to  St.  Elizabeth’s 
Hospital,  Richmond,  Virginia,  on  March  9, 
1960,  to  the  surgical  service  of  Dr.  Guy  W. 
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Horsley,  complaining  of  10  to  15  loose 
bloody  stools  each  day.  She  had  no  nausea, 
vomiting,  or  pain,  and  had  enjoyed  good 
health  until  1946,  at  which  time  she  was 
given  1400  mg.  hours  of  radium  into  the 
cervix  for  treatment  of  postmenopausal 
vaginal  bleeding  and  cervical  erosion.  For 
the  next  12  years  she  did  very  well  and  had 
no  symptoms.  In  195  8 she  began  to  have 
diarrhea  characterized  by  8 to  12  painless 
watery  stools  daily.  The  presence  of  mucus 
was  also  noted.  The  frequency  was  more 
apparent  in  the  early  part  of  the  morning. 
There  was  no  food  intolerance,  nor  did  emo- 
tional disturbance  affect  the  symptoms. 
From  the  onset  to  a few  weeks  prior  to  ad- 
mission to  this  hospital,  she  was  treated  basi- 
cally with  antispasmodics,  special  diet,  and 
paregoric  with  little  or  no  relief. 

In  the  early  part  of  September,  1959,  she 
had  again  noted  vaginal  bleeding.  A diagno- 
sis of  low  grade  carcinoma  of  the  cervix  was 
made.  Immediately  2400  mg.  hours  of  ra- 
dium was  given  into  the  cervix  followed  by 
x-ray  therapy  which  was  given  to  the  pelvis 
in  a total  dose  of  4800  r from  September  21, 
1959,  to  October  16,  1959.  Her  diarrhea 
remained  unchanged  during  this  time  and 
for  the  two  months  following  radiation 
therapy.  In  December,  1959,  for  the  first 
time  rectal  bleeding  was  noted.  Small 
amounts  of  bright  red  blood  mixed  with 
mucus  were  seen  in  each  evacuation  without 
tenesmus,  nausea,  or  vomiting. 

In  February,  1960,  a barium  enema  done 
elsewhere  disclosed  a stenosing  lesion  of  the 
large  bowel.  She  was  advised  not  to  be  op- 
erated upon  unless  complete  obstruction 
should  occur.  All  of  her  symptoms  persisted, 
and  she  had  lost  20  pounds  since  the  onset  of 
diarrhea  two  years  prior. 

The  physical  examination  was  not  remark- 
able except  for  generalized  pallor,  skin  dis- 
coloration in  the  lower  part  of  the  abdomen 
from  x-ray  therapy,  and  some  degree  of  in- 
duration of  the  upper  part  of  the  vagina. 
Digital  rectal  examination  was  negative. 

Her  blood  count,  urinalysis,  NPN,  PSP, 


and  blood  sugar  were  normal.  EKG  and 
chest  films  were  also  negative.  Barium  enema 
x-ray  was  reported:  "The  colon  and  ter- 
minal ileum  readily  filled.  In  the  lower  or 
mid-sigmoid  area  there  is  an  irregular  an- 
nular deformity  extending  for  approximate- 
ly 10  to  12  cm.  (Fig.  1) . The  lumen  of  this 


Fig.  1.  Barium  enema  x-ray  study  showing  stricture 
in  the  sigmoid  colon. 


portion  of  the  bowel  is  reduced  to  approxi- 
mately 1 cm.  in  diameter  and  was  not  seen 
to  expand.  Inflammatory  changes  were  sug- 
gested.” 

On  March  9,  1960,  through  a long  left 
rectus  incision,  the  peritoneal  cavity  was 
entered.  A moderate  amount  of  yellowish 
intraperitoneal  fluid  was  found,  especially 
in  the  area  of  the  pelvis.  An  indurated  mass 
in  the  lower  sigmoid  and  multiple  adhesions 
of  this  organ  to  the  pelvis  and  the  small 
bowel  were  found.  The  lesion  was  located 
about  3 cm.  above  the  peritoneal  reflexion. 
A segment  of  about  25  cm.  of  large  intestine 
(descending  and  sigmoid)  was  resected  and 
primary  colorectostomy  was  carried  out. 

Her  postoperative  course  was  uneventful. 
On  her  4th  postoperative  day  she  began  to 
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pass  liquid  stools  with  no  gross  bleeding  and 
very  small  amounts  of  mucus.  She  was  dis- 
missed on  her  14th  postoperative  day,  hav- 
ing only  three  to  four  liquid  stools  a day 


Fig.  2.  Segment  of  the  sigmoid  removed  at  operation 
showing  the  narrow  but  deep  encircling  ulcer. 


with  no  gross  bleeding  and  practically  no 
mucus.  Two  months  after  operation  she  was 
symptom  free  and  having  only  one  or  two 
bowel  movements  a day. 

* 


in  width  and  about  4 to  5 mm.  deep.  The 
surrounding  stroma  is  markedly  indurated. 
The  floor  of  the  ulcer  is  covered  by  yellow 
and  brown  amorphous  debris.  On  section 
the  muscle  coats  are  well  preserved  and  not 
penetrated  by  the  ulcer.” 

"Microscopic:  Sections  show  deep  ulcer 
in  the  bowel  wall.  The  neighboring  mucosa 
is  unremarkable  except  for  a mild  lympho- 
cytic infiltrate.  The  ulcer  expands  through 
the  submucosa  and  the  superficial  layers  of 
the  circular  muscle  coat.  The  floor  is  com- 
posed of  cellular  and  amorphous  debris.  Sur- 
rounding the  ulcer  is  dense  fibrous  tissues 
with  numerous  thickened  blood  vessels. 
There  is  no  evidence  of  neoplasia.  The  fea- 
tures are  suggestive  of  radiation  ulcer  to  rec- 
tosigmoid.” (Fig.  3) 

Summary 

1.  A case  of  radiation  ulcer  and  stenosis 
of  the  sigmoid  colon  in  a 69-year  old  female 


Fig.  3.  Photomicrograph  through  the  ulcer  showing  necrosis  and  inflammatory  reaction. 


Pathology  report:  "Gross:  A segment  of 
large  bowel  about  22  cm.  long;  about  4 cm. 
from  the  distal  end  there  is  a ring-shaped 
ulcerated  lesion  which  reduces  the  lumen 
greatly  (Fig.  2).  This  ulcer  is  up  to  8 mm. 


following  radiation  therapy  of  carcinoma  of 
the  cervix  is  present. 

2.  Surgical  management  of  the  case  is  de- 
scribed. 

3.  In  addition  to  a more  recent  radiation 
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therapy  and  its  consequences,  a delayed  re- 
action 12  years  from  the  first  radium  ther- 
apy is  thought  to  have  played  an  important 
role  in  the  final  pathological  changes  in  the 
colon. 
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Hair  Loss  Caused  by  Excessive  Anxiety 


Temporary  hair  loss  can  be  caused  by 
"excessive  anxiety,”  according  to  Dr.  Albert 
M.  Kligman,  Philadelphia. 

The  shedding  of  more  than  a normal 
amount  of  hair  "is  sometimes  truly  psycho- 
somatic— a direct  result  of  excessive  anx- 
iety,” Dr.  Kligman  said  in  the  February 
Archives  of  Dermatology,  published  by  the 
American  Medical  Association. 

However,  the  condition  is  "uncommon”. 
His  conclusion  was  based  on  five  patients 
in  whom  physiological  causes  for  hair  loss 
could  not  be  found. 

Dr.  Kligman  said  his  doubts  about  wheth- 
er hair  loss  could  be  caused  by  psychological 
factors  were  dispelled  with  his  observation 
of  one  particularly  dramatic  case  involving 
a prisoner. 


The  man  had  gone  on  trial  three  times 
and  escaped  the  death  penalty  on  a legal 
technicality  in  each  instance  during  a period 
of  three  years.  The  fourth  trial  resulted  in 
a conviction  of  murder  in  the  first  degree. 
About  10  weeks  later  he  began  to  complain 
that  his  hair  was  falling  out.  Four  weeks 
later,  his  hair  was  noticeably  thinner  and  he 
eventually  became  bald.  His  hair  began  to 
grow  back  about  eight  weeks  after  shedding 
subsided.  The  prisoner,  subsequently  par- 
doned, had  complete  hair  regrowth  by  the 
time  he  was  released. 

The  other  four  patients  had  received  psy- 
chiatric care  and  had  histories  of  psycho- 
somatic illness. 

Dr.  Kligman  is  associated  with  the  Uni- 
versity of  Pennsylvania  Medical  School. 
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Combined  Extrauterine  and 
Intrauterine  Pregnancy 

A Case  Report 


In  all  cases  of  ectopic  pregnancy, 
the  possibility  of  simultaneous  in- 
trauterine pregnancy  should  be 
considered.  Such  a case  is  report- 
ed with  the  intrauterine  pregnancy 
going  to  a successful  termination. 


A 29  YEAR  OLD  colored  female,  A.M., 
•*-  A-  was  first  seen  in  the  office  on  January 
5,  1960.  Pertinent  history  was  as  follows: 

195  6 — laparotomy  for  ruptured  right 
tubal  pregnancy 

195  8 — term  delivery  of  a 6 lb.,  8 /z  oz. 
infant 

1959 — June — spontaneous  three  month 
abortion 

1959 — Nov.  15 — first  day  of  last  normal 
menstrual  period. 

Pregnancy  was  assumed  with  the  EDC  thus 
being  August  22,  1960.  A pink  vaginal  dis- 
charge and  pains  in  the  left  lower  abdominal 
quadrant  had  led  her  to  seek  medical  at- 
tention when  her  normal  menses  was  about 
three  weeks  overdue. 

The  laboratory  reported  the  serologic  test 
for  syphilis  to  be  negative;  hemoglobin  was 
72%,  blood  type  O,  Rh  negative.  Positive 
physical  findings  were  limited  to  the  abdo- 
men and  pelvis.  There  was  an  old,  well- 
healed  low  midline  scar.  There  was  low  ab- 
dominal tenderness,  especially  to  the  left  of 
midline.  Pubic  hair  distribution  was  of  the 


T.  STACY  LLOYD,  JR,  M.D. 
Lredericksburg,  Virginia 

male  type.  There  was  a pinkish  vaginal 
discharge.  The  cervix  was  softened,  not 
dilated  nor  effaced.  The  uterus  was  in  a 1 
retroversion  and  had  the  size,  shape  and  con- 
sistency of  a 4-5  weeks’  gestation.  The  pel- 
vis was  evaluated  clinically  and  assessed  as 
being  slightly  contracted.  No  definite  pel- 
vic masses  were  detected  but  there  was 
moderately  acute  left  adnexal  tenderness, 
pain  on  manipulation  of  the  cervix,  and 
parametrial  engorgement.  At  this  initial 
visit,  Delalutin  12  5 mg.  was  given  intra- 
muscularly. 

On  January  8,  1960,  she  reported  that 
nausea  and  vomiting  had  developed  which 
had  left  her  abdomen  "sore”.  The  pain  sud- 
denly worsened  during  the  morning  of  Jan- 
uary 9 and  "faintness”  accompanied  by  "hot 
and  cold  feelings”  developed.  She  was  ad- 
mitted to  the  Mary  Washington  Hospital. 
Examination  then  revealed  moderate  ab- 
dominal distention  and  universal  "bounce” 
tenderness.  Pelvic  examination  was  incon- 
clusive because  of  marked  tenderness  but 
there  was  a suggestion  of  cul-de-sac  fulness. 

Admission  blood  pressure  was  120  90, 
pulse  100.  Hemoglobin  was  5 6%,  hematocrit 
25%.  Under  cyclopropane  and  curare 
anesthesia  immediate  laparotomy  was  done 
through  the  old  scar.  About  1,000  cc.  of 
free  blood  and  clots  were  evacuated  from  the 
abdomen.  The  distal  end  of  the  left  fallo- 
pian tube  was  distended  with  pregnancy. 
What  grossly  resembled  a corpus  luteum  was 
seen  on  the  left  ovary.  The  right  ovary  ap- 
peared normal.  The  right  tube  was  absent. 
The  uterus  was  anterior,  boggy,  and  en- 
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larged  to  the  size  of  a 7-8  weeks’  pregnancy. 
A left  salpingectomy  was  done.  She  was 
transfused  with  500  cc.  bank  blood  during 
surgery  and  1000  cc.  postoperatively.  An 
infusion  of  500  cc.  5%  dextrose  in  water, 
with  Chloromycetin  Succinate  5 00  mg. 
added,  was  also  given  postoperatively.  The 
hospital  course  was  non-morbid  and  un- 
eventful, managed  with  symptomatic  meas- 
ures, hematinics,  and  vitamins.  No  proges- 
togens  were  given. 

Pathology  report:  "Gross:  Consists  of  a 
5x4x3  cm.  mass.  At  one  pole  is  the  proximal 
4 cm.  of  grossly  normal  fallopian  tube.  This 
becomes  lost  in  the  4 cm.  smooth  hem- 
orrhagic mass  which  (on)  serial  section  is 
seen  to  be  part  of  a dilated  tube  filled  with 
clotted  blood.  At  the  distal  end,  the  fimbria 
is  lost  and  there  appears  to  be  a point  of 
rupture  of  the  tube  . . .” 

"Diagnosis:  Ruptured  tubal  pregnancy.” 

Skin  sutures  were  removed  on  the  fifth 
postoperative  day  and  she  was  discharged  in 
good  condition.  On  the  day  of  discharge  an 
early  morning  urine  specimen  was  collected 
for  pregnancy  test. 

She  was  next  examined  February  3,  1960. 
(The  pregnancy  test  had  meantime  been  re- 
ported as  "positive.”)  The  uterus  was 
thought  to  be  8-9  weeks’  enlarged.  Reex- 
amination on  March  1 revealed  a three 
months’  uterus  and  the  patient  reported 
quickening  on  March  12.  On  March  29  the 
fundus  measured  22  cm.  above  the  pubic 
symphysis  but  no  heart  tones  were  heard. 
Examination  on  April  26  revealed  a 23  cm. 
fundus  with  fetal  heart  tones  clearly  audible 
in  the  midline. 

The  remainder  of  the  antepartal  course 
was  uneventful.  The  laparotomy  scar  healed 
strongly  with  moderate  keloid  formation. 
Labor  began  spontaneously  August  16,  1960, 
and  she  delivered  spontaneously  a normal 
healthy  7 lb.  1214  oz.  boy.  (Charts  1182-F; 
7169-H;  2052-1) 

Discussion 

The  incidence  of  combined  intra-  and 
extrauterine  pregnancy  is  said  to  be  one  in 


30,000  pregnancies.1  It  is  thus  obvious  that 
even  the  busiest  solo  obstetrician.-gynecolo- 
gist  is  unlikely  ever  to  encounter  a case  in 
his  private  practice.  Even  a small  obstetrical 
group  is  not  likely  to  encounter  more  than 
one  such  case  during  its  existence. 

Even  so,  the  awareness  of  the  existence  of 
such  rarae  aves  is  one  of  the  major  features 
that  the  obstetrical  specialist  has  to  offer  the 
patients  he  treats.  This  naturally  applies  to 
other  specialties  as  well.  And  through  this 
extra  awareness,  interest,  and  knowledge  re- 
garding the  "uncommonplace”,  the  medical 
specialist  holds  his  place  in  the  profession,  be 
he  gynecologist,  proctologist,  etc.  As  has 
been  said,  "Any  fool  can  cut” — the  trick  is 
in  knowing  when  to  cut  and  stop  cutting. 

To  be  sure,  no  one  would  seriously  con- 
sider doing  an  incidental  D and  C in  the  face 
of  a possible  ruptured  ectopic  pregnancy  or 
any  other  abdominal  emergency.  Neverthe- 
less all  too  often  we  schedule  in  the  operating 
room  the  "D  and  C and  laparotomy”  with- 
out always  giving  careful  thought  to  what 
we  expect  to  find  in  the  scrapings. 

Associated  with  ruptured  tubal  pregnancy 
is  often  the  passage  of  a decidual  cast.  This 
is  presumably  due  to  the  demise  of  the  lining 
tissues  of  the  uterus  occasioned  by  the  with- 
drawal of  chorionic  gonadotropin.  In  those 
cases  not  passing  decidual  fragments  pre- 
operatively,  then  after  the  tube  and  preg- 
nancy are  removed  the  decidua  may  pass  in 
gross  fragments. 

In  the  case  here  presented,  the  uterine 
spotting  ceased  abruptly  and  no  tissue  was 
passed.  This  tended  to  confirm  the  original 
impression  of  intrauterine  pregnancy,  al- 
though some  degree  of  uterine  enlargement 
and  bogginess  is  expected  in  a simple  tubal 
pregnancy.  The  pregnancy  test  was  ob- 
tained on  the  last  hospital  day  with  the 
thought  in  mind  that  any  gonadotropins 
from  the  tubal  pregnancy  would  have  dis- 
appeared from  the  body;  and  therefore  if 
there  were  sufficient  gonadotropins  present 
to  produce  a positive  test,  they  must  be 
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coming  from  another  source,  viz.,  a uterine 
pregnancy  in  all  probability. 

Also  in  this  case,  since  one  tube  had  al- 
ready been  removed,  then  the  wombward- 
bound  ovum  must  have  been  accompanied, 
follow-the-leader  fashion,  through  the  tube 
by  its  impetuous  twin.  Or  the  other  way 
around. 

What  happened?  We  can  only  speculate. 

No  nuclear  chromatin  studies  were  done 
in  an  effort  to  disprove  the  possibility  of 
identical  twins,  although  fraternal  twins 
would  seem  more  likely.  (Any  postulations 
on  superfetation  or  superfecundation  will 
be  left  to  the  reader.)  It  would  strain  our 
credence  less  to  theorize  that,  but  for  the 
hapless  fallopian  implantation,  here  would 
have  been  merely  another  set  of  fraternal 
twins. 

The  patient  herself  in  this  case  deplored 
her  lot,  knowing  that  with  both  tubes  gone, 
she  would  conceive  no  more.  Needless  to 
say  she  was  most  gratified  to  learn  that  she 
was  already  pregnant  in  the  uterus  at  the 
time  of  this  laparotomy. 

It  was  elected  not  to  prolong  the  operative 
procedure  by  any  attempt  at  tubal  recon- 
struction, the  patient  not  having  been  in 
the  best  of  condition,  though  not  in  shock. 
Moreover,  viewing  the  fact  that  she  had 
"shot  her  limit”  in  tubal  pregnancies,  it  was 
deemed  preferable  not  to  leave  her  a still 
further  handicapped  salpinx  in  which  to 
conceive  again. 

Conclusions 

Heterotopic,  or  combined  intra-  and  ex- 
trauterine  pregnancy,  has  been  called  "com- 
paratively rare,”2  "rather  infrequent”,2  "not 
rare”,4  "relatively  rare”,5  and  "not  so  very 
rare.”6 

Nevertheless  an  incidence  of  one  hetero- 
topic pregnancy  out  of  30,000  pregnancies 
could  hardly  be  called  frequent.  More  to 
the  point  is  Bell’s  estimate,  based  on  this 
ratio,  of  130  such  cases  annually  in  the 
United  States.  Thus,  with  less  than  500  re- 
ported cases  since  the  first  in  1708  (Duver- 


ney) , it  is  obvious  that  tens  of  thousands 
have  gone  unrecognized  or  unreported. 

Population  explosions  notwithstanding,  it 
is  tragedy  indeed  when  a wanton  unwar- 
aranted  curettage  slaughters  a wanted  preg- 
nancy. The  mere  rareness  of  a disorder 
ought  not  lead  us  to  forget  it  in  our  approach 
to  each  and  every  problem. 

Summary 

1.  A case  of  heterotopic  pregnancy  is  re- 
ported, the  tubal  pregnancy  having  been 
removed  surgically,  the  uterine  preg- 
nancy going  on  to  normal  term  delivery. 

2.  The  absence  of  passage  of  decidual  tis- 
sue helped  confirm  the  suspicion  of  si- 
multaneous intrauterine  gestation,  as  did 
the  positive  pregnancy  test  on  the  fifth 
postoperative  day. 

3.  The  need  for  continued  awareness  of  all 
rarae  aves  is  emphasized. 

4.  Since  obviously  a large  percentage  of 
heterotopic  pregnancies  go  unreported, 
one  wonders  low  large  a percentage  go 
unrecognized  and  are  lost  to  the  soulless 
curette. 

5.  In  dealing  with  the  so-called  surgical 
abdomen,  our  judgment  should  not  be 
impaired  by  the  presence  of  a uterine 
pregnancy. 

6.  The  name  "ekkaiencyesis”  might  be  con- 
sidered as  a less  burdensome  term  by 
which  to  designate  heterotopic  preg- 
nancy. 
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Southerners  Beat  Northerners 


Southerners  turned  in  a "superior  per- 
formance” compared  with  northerners  in  an 
experiment  to  test  their  capacity  for  work  in 
a hot  climate,  a study  showed.  Nine  healthy 
young  men,  four  from  New  England  and 
five  from  southern  Florida,  took  part  in  the 
study  conducted  at  Homestead,  Fla.,  during 
July  and  August,  19  59. 

The  study  is  reported  in  the  January  Ar- 
chives of  Environmental  Health,  published 
by  the  American  Medical  Association. 

The  "physiological  cost  of  walking  in  the 
heat”  was  the  basis  of  the  study.  The  maxi- 
mum temperature  during  the  test  was  8 5. 

"The  best  performance  was  shown  by  two 
southerners  whose  working  body  tempera- 
ture and  heart  rate  remained  unaffected  by 
environmental  temperature,  being  influ- 
enced only  by  the  speed  of  walking.  These 
two  subjects  maintained  thermal  balance 
simply  by  increasing  their  sweat  output  in 
proportion  to  the  rise  of  environmental  tem- 
perature.” 

The  study  showed  that  the  total  thermal 
strain  of  walking  at  a rate  of  3 or  3 14  miles 
per  hour  was  roughly  40  per  cent  greater 
for  the  northerners  than  for  the  southerners 
at  79  degrees  and  70  per  cent  greater  at  84 
degrees. 


Conclusions  drawn  were  summarized  as 
follows: 

"A  comparison  of  the  performance  of 
young,  southern  Floridians  with  that  of  a 
similar  group  of  New  Englanders,  walking 
in  the  humid  heat  of  Homestead,  Fla.,  indi- 
cated that  the  southerners  had  a more  effi- 
cient heat  regulating  system,  which  enabled 
them  to  perform  the  standard  exercises  with 
distinctly  less  sweating,  and  a smaller  rise 
of  body  temperature  and  heart  rate.  The 
southerners  required  a shorter  period  for 
physical  conditioning  in  the  heat,  and  lost 
acclimatization  at  a slower  rate  than  the 
northerners  during  periods  of  cool,  rainy 
weather.  The  superior  performance  of  the 
southerners  is  ascribed  to  their  long-term  ac- 
climatization, and  their  knowledge  of  living 
and  working  in  their  accustomed  warm  cli- 
mate. 

"It  would  seem  that  in  selecting  person- 
nel for  duty  in  hot  areas,  the  geographical 
origin  of  the  individual  should  be  given  a 
high  priority,  possibly  next  to  that  of  phys- 
ical fitness.” 

The  article  was  written  by  the  late  Con- 
stantin P.  Yaglou,  Boston,  who  was  profes- 
sor of  industrial  hygiene,  Harvard  School  of 
Public  Health,  and  consultant  to  the  Armed 
Forces  Epidemiological  Board. 
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Pre-School  Clinic 

Middlesex  Style 


A.  L.  VAN  NAME,  Jr.,  M.D. 
Urbanna,  Virginia 


The  Middlesex  Pre-School  Clinic 
has  been  an  outstanding  success. 
It  is  an  example  of  lay  and  profes- 
sional groups  working  unselfishly 
together  in  a good  cause. 


F MIDDLESEX  COUNTY  is  blessed  in 
the  fact  of  her  pre-school  clinics,  then  she 
should  thank  Urbanna  Elementary  School 
Principal,  Mildred  Hall  Clark.  In  1948  she 
decided  that  her  children  in  Urbanna  Ele- 
mentary School  needed  routine  pre-school 
physicals  and  had  gone  without  them  long 
enough.  She  was  in  a good  position  to  know. 
However,  with  a war  very  recent,  and  only 
three  physicians  (one  part-time)  in  a coun- 
ty of  6,500  people,  and  no  county  health 
unit  at  all,  she  was  hardly  in  a good  strategic 
position  to  do  much  about  it.  She  requested 
help  from  her  family  physician.  There  was 
no  argument  about  the  need,  but  at  the 
time  even  emergency  medical  care  was,  of 
necessity,  sometimes  long  in  arriving.  The 
matter  was  considered,  and  out  of  that  emer- 
gency thinking  was  born  the  Middlesex  Pre- 
school Clinic.  Mrs.  Clark  got  what  she 
wanted  for  her  children  (as  usual),  and 
Middlesex  people,  lay  and  professional,  are 
glad  she  "went  a seeking”.  We  are  proud 
of  our  clinic  and  would  like  to  tell  you 
about  it. 

The  original  clinic  filled  a real  need  in 
our  children’s  progress — an  urgent  need 
then,  a real  need  still.  In  1948  there  was  no 
time  for  the  "say  ah,  and  vaccinate”  type 


of  clinic,  and  there  still  isn’t.  Probably  there 
never  was.  The  original  clinic  was  a proj- 
ect of  two  small  PTA’s  assisted  by  local 
professional  and  State  Health  Department 
personnel.  The  PTA’s  are  still  the  leaders. 
The  first  clinic  surprised  and  pleased  every- 
body concerned.  It  was  only  a little  success 
of  3 5-40  children  from  two  small  elemen- 
tary schools. 

In  four  years,  however,  it  had  been  ex- 
tended by  PTA  requests,  entirely  unsolic- 
ited, to  cover  every  white  pre-school  group 
in  Middlesex  County.  The  following  year, 
1952  saw  Middlesex’s  dream  of  a Local 
Health  Unit  realized,  and  in  that  year,  under 
their  leadership,  the  pre-school  clinics  be- 
came county  wide,  available  to  all  pre- 
schoolers, white  and  colored.  We  all  sat  back 
with  a sigh  of  relief,  only  assisting  where 
requested,  and  let  the  Health  Unit  do  it — 
and  attendance  fell.  The  County  Health 
Department  didn’t  fail;  we  did.  They  could 
not  manage  it  alone  anymore  than  we  could. 
Again  we  all  put  our  shoulders  to  the  wheel, 
but  with  a lesson  learned.  The  same  essen- 
tial State  and  Local  Health  Department 
personnel  served,  the  same  local  professional 
personnel  also,  but  this  time  in  the  lead  were 
mothers  and  dads  of  the  children  themselves, 
as  PTA  units,  and  accomplished  the  best  to 
date  in  pre-school  clinics.  We  call  them 
Pre-school  Clinics — Middlesex  Style! 

The  Middlesex  Pre-school  Clinic  has  had 
its  ups  and  downs  over  the  years.  An  ac- 
count of  them  would  be  interesting  and 
often  amusing,  but  if  this  clinic  fills  a real 
need  here  it  might  do  the  same  elsewhere, 
not  for  what  it  was  but  for  what  it  has  be- 
come. Thus,  things  historical  will  be  omitted 
in  favor  of  the  project  of  the  present.  May 
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we  submit  the  case  history  of  the  1959  clinic. 
It  was  probably  our  best,  but  the  coverage 
has  been  as  good  in  other  years.  We  select 
it  because  the  physical  layout  was  ideal  and 
lends  itself  better  to  explanation. 

The  clinic  usually  is  held  in  April  or  May, 
but  the  project  begins  early  in  the  school 
year.  Good  preparation  will  make  the  clinic 
itself  what  the  children  call  "a  ball”,  and 
preparation  begins  as  soon  as  the  PTA’s 
evidence  an  enthusiastic  desire  for  the  clinic 
and  appoint  their  leaders. 


and  the  like.  Careful  understanding  on  pol- 
icy and  ethics  takes  time,  but  such  matters 
as  referral  of  remedial  defects,  what  im- 
munizations, and  similar  items  are  definitely 
decided  here  before  contact  with  lay  units. 
Requests  for  outside  help  for  this  clinic — 
for  State  pediatrician  and  nutritionist — em- 
anate from  this  meeting. 

Coincident  to  the  above,  the  PTA’s  (and/ 
or  the  Health  Unit)  are  circulating  so-called 
"flyers”  to  pre-schooler  parents.  These  are 
important,  being  time  savers  for  historians 


MIDDLESEX  PRE-SCHOOL  CLINIC 

If  you  wish  your  child  to  attend  the  Pre-school  Clinic  for  comprehensive  physical  examina- 
tion, fill  in  and  sign  this  form.  You  will  be  informed  of  time,  place,  and  details  by  your  local 
PTAs  who  are  sponsoring  the  clinic,  and  by  articles  in  the  Southside  Sentinel. 

Child’s  full  name 

Parent's  or  Guardian’s  full  name 

Parent’s  or  Guardian’s  address — 

Child’s  Date  of  Birth 

Name  of  School  he  will  attend 

Mark  following  list  correctly: 

The  child  has  had  smallpox  vaccination  Yes  No 

The  child  has  had  his  “triple”,  “three  in  one”,  or  baby  shots  (or  “needles”).  (These  are 
usually  first  given  at  age  3-6  mos.,  and  really  consist  of  whooping  cough,  tetanus  and 

diphtheria  vaccine  combined.)  Yes  No 

The  child  has  had  polio  shots  Yes  No  When 

The  child  has  had  the  following  booster  shots. 


Further  history  will  be  taken  at  the  clinic.  Bring  a specimen  of  the  child’s  urine  to  be  tested. 
No  child  will  be  examined  without  a parent  or  guardian  present. 

Signed 


I will  provide  transportation  for  my  child  to  and  from  the  clinic. 

to  and  from  the  clinic. 


_Yes 

_Yes 


.No 

.No 


I cannot  provide  transportation  for  my  child 

Through  the  school  personnel  and  the 
County  Health  Department,  the  pre-school- 
ers are  located  and  counted  and  reported 
to  the  professional  leaders  by  the  newly  se- 
lected Clinic  Project  Chairmen. 

Meetings  are  kept  at  a minimum.  Having 
received  the  count,  the  professional  workers 
lead  off.  Local  M.D.’s,  dentists,  the  County 
Health  Director,  and  any  other  technical 
help  set  place,  date,  services  to  be  offered, 
and  schedules  on  "who  works  when”.  Con- 
sideration is  given  to  office  hours,  days  off, 


for  one  thing.  This  one,  after  sundry  rather 
unsatisfactory  products  by  the  physicians, 
was  constructed  by  a PTA  leader  and  a 
school  principal.  We  like  it  for  its  simplicity 
and  directness.  Comment  on  other  essential 
parts  will  follow  the  copy  we  submit  now. 

Note : The  parental  signature,  while  it 
gives  consent  for  the  child  to  participate, 
does  so  by  entering  request  for  this  serv- 
ice. We  find  this  good  policy  and  good 
protection.  Without  this  no  child  will  be 
examined.  Also,  if  unaccompanied  by 
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parent  or  guardian,  a child  would  be  re- 
jected. This  measure  was  absolutely  es- 
sential in  the  early  clinics  because  there 
was  no  county  nurse  for  follow-up  serv- 
ice. The  parent  had  to  be  advised  of  all 
recommendations  on  the  spot  or  not  at  all. 
It  has  been  retained  because  it  so  greatly 
increases  efficiency.  The  transportation 
statement  invites  imposition.  We  admit 
it.  Nevertheless  we  continue  to  accept  it 
because  there  simply  has  not  been  too 
much  imposition,  and  because  the  PTA 
leaders  consider  this  service  of  proven 
value  for  a high  percentage  of  coverage. 

About  one  month  prior  to  the  clinic  the 
first  joint  professional  and  lay  conference 
is  held.  It  is  exactly  what  anyone  would 
suppose.  PTA  chairmen  (representing  in 
Middlesex  County  eight  small  elementary 
schools) , school  principals  whenever  pos- 
sible, and  professional  personnel  synchronize 
their  efforts.  The  difficult  and  important 
task  of  pre-clinic  publicity  is  also  discussed 
here.  This  too  is  "synchronized”,  i.e.,  pro- 
duced by  PTA  writers  and  carefully  edited 


The  only  other  joint  lay  and  professional 
meeting  is  a briefing  session  held  at  the  site 
of  the  clinic  with  the  set-up  in  place.  Usual- 
ly held  the  evening  before  the  first  day  of 
the  clinic,  and  consisting  of  the  actual  clinic 
teams,  it  does  exactly  what  you  think  it 
would. 

With  a probable  census  of  about  100-115, 
two  full  days  are  allotted  for  the  19  59  clinic. 
In  this,  as  in  all  previous  clinics,  every  doc- 
tor and  dentist  in  the  county  will  partici- 
pate. Thus  far  the  effort  has  been  largely 
integrated,  colored  and  white  workers  join- 
ing in  the  workup  and  the  briefing  sessions. 
From  here  on  the  clinics  are  segregated,  and 
to  the  largest  possible  degree  each  PTA  fur- 
nishes its  own  workers.  The  Director  of  the 
County  Health  Unit  is  present  at  all  times, 
as  is  the  consulting  pediatrican  and  nutri- 
tionist from  the  State  Health  Department. 
First  grade  teachers,  if  planning  to  return 
next  session,  are  also  encouraged  to  be  pres- 
ent with  their  prospective  class  groups.  The 
optometrist  covers  the  whole  clinic. 

The  following  is  the  plan  of  action: 


WEDNESDAY 

THURSDAY 

9 A.M.  , 

2 Adjacent  White  Schools 
20-25  children  expected 
Dr.  A— (White) 

Dr.  B— (White) 
Dentist — A (White) 

2 Adjacent  White  Schools — 
25-30  children  expected 
Dr.  A 
Dr.  B 
Dentist  A 

Noon 

LUNCH 

HOUR 

1 P.M. 

2 Adjacent  Colored  Schools — 
18-20  children  expected 
Dr.  C — (Colored) 

Dr.  A— (White) 

Dentist — B (Colored) 

2 Adjacent  Colored  Schools — 
30-35  children  expected 
Dr.  C 
Dr.  B 
Dentist  B 

5 P.M. 

Dr.  A & Dr.  C & Dentist  B’s 
Day  Off 

Dr.  B’s,  Day  Off 

by  the  professional  team.  The  local  news- 
paper has  been  the  most  effective  vehicle, 
second  only  to  enthusiastic  "over  the  back 
fence”  boosting.  Occasionally  a speaker  on 
PTA  programs  has  been  used. 


In  1959,  circumstances  provided  an  ideal 
floor  plan  in  an  unoccupied  doctor’s  office 
continuous  to  the  regular  Health  Unit  office. 
It  was  not  always  so  convenient  or  efficient, 
but  we  will  submit  this  floor  plan  with  the 
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clinic  set-up  because  of  its  simplicity  of  il- 
lustration and  description. 


Now  let  us  accompany  a child  through 
the  1959  clinic,  and  make  a few  notes  as 
we  go  along. 

1.  Note  the  sign  at  the  door — no  LMD 
or  Health  Department  project  this!  Rather 
a cooperative  effort  for  some  fine  children 
with  their  respective  PTA’s  in  the  lead  all 
the  way. 

2.  The  door — it  stays  open,  but  the  chil- 
dren are  dribbled  in  to  prevent  fatigue, 
noise,  and  confusion.  PTA’s  planned  ap- 
pointments, etc.  previously. 

3 f The  reception  room — two  PTA  ma- 


trons to  keep  the  kids  happy  and  the  parents 
as  happy  as  possible.  Contributed  comic 
books,  etc.,  help  a lot.  Here  the  parent  is 
provided  with  the  child’s  chart  which  will 
accompany  it  through  the  clinic.  A regular 
health  department  form  is  used,  and  on  it  is 
noted  each  observation  step  by  step.  These 
receptionists  weigh,  measure,  and  run  a Uro- 
stix  test  on  urine,  and  these  are  the  first 
entries  on  the  chart. 

4.  History  is  next.  Unless  two  historians 
are  kept  working  simultaneously,  a bottle- 
neck develops  here.  Experience  has  also 
taught  that  these  best  be  R.N.’s  or  efficiency 
suffers.  (We  use  our  Health  Unit  nurses 
here.)  History  is  as  full  as  practical,  the 
pre-clinic  "flyer”  being  a big  time  saver. 


5.  Dental  examination  by  local  dentists 
with  what  help  he  desires  (M.D.’s  and  den- 
tists alike  usually  prefer  to  use  their  own 
assistants,  otherwise  they  are  provided  from 
PTA  workers)  takes  place  now  and  results 
are  inscribed  on  the  chart — technically  for 
a future  remedial  dentist’s  perusal,  and  more 
simply  for  the  dentally-simple  physicians 
who  will  follow.  The  dentist  may  enter  a 
request  for  special  dietary  advice  by  the 
nutritionist,  and  finally,  carefully  and  un- 
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hurriedly,  advises  the  parents  relative  to  the 
child’s  dental  needs. 

No  specific  referrals  for  remedy  of  de- 
fects are  made.  Even  if  the  child  is  the  den- 
tist’s patient,  he  will  advise  to  the  effect  that 
"we  will  talk  this  over  further  if  you  get 
in  touch  with  us  later”,  rather  than  "bring 
Johnny  to  my  office  Tuesday  at  10  a.m.” 


8.  The  doctor’s  examination  follows,  and 
two  work  separately  and  continuously.  The 
examination  includes  what  each  doctor 
thinks  it  should,  and  each  doctor  has  been 
provided  with  a nurse,  either  lay  or  profes- 
sional. In  this  clinic,  the  State  Health 
Department  provides  a pediatrician  who 
consults  when  requested  by  the  examining 


6.  In  this  and  some  other  clinics,  optome- 
trists have  contributed  their  services  and 
entered  their  advice  on  the  charts.  This  may 
improve  on  the  LMD’s  eye  examination,  but 
services  of  an  opthalmologist  would  have 
been  preferable,  of  course,  to  either.  The 
parents  seem  to  like  this  facet  of  the  clinic, 
and  this  service  is  a good  selling  point.  It 
is  being  presently  continued;  no  specific 
referrals  for  remedial  defects  are  allowed,  of 
course. 

7.  A dressing  room  for  undressing  and  a 
cheerful,  friendly,  an  efficient  PTA  matron 
presiding,  prevents  a bottle-neck  at  this 
point.  She  will  have  a child  stripped  to  its 
underclothes  and  socks  and  ready  on  call 
for  medical  examination.  The  parent  will 
bring  the  clothes  along  when  the  child  en- 
ters the  doctor’s  cubicle. 


physician.  Dr.  Will  E.  Chapin  has  been 
with  this  clinic  since  its  inception,  and  we 
now  consider  him  an  essential  member  of 
the  home  team.  Examination  complete  and 
properly  noted  on  the  chart  along  with  rec- 
ommendations medically,  a conference  with 
the  parent  takes  place.  Results  of  all  find- 
ings are  discussed  and  recommendations  are 
explained. 

The  parent  is  encouraged  to  talk,  and  a 
reasonable  amount  of  time  has  been  allowed 
for  this  in  the  clinic  schedule.  Special  nota- 
tions here  inscribed  will  guide  the  nutrition- 
ist along  any  special  lines,  and  immunizations 
will  be  indicated.  While  this  conference  is 
in  progress,  the  child  is  being  dressed  by  the 
doctor’s  helper  and  is  ready  to  go  to  the 
nutritionist,  who  is  next,  by  the  time  the 
doctor  has  concluded  his  chat. 
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9.  The  nutritionist  from  the  State  Health 
Department,  either  Mabel  Todd  or  some 
member  of  her  staff,  has  attended  each  clinic 
and  provide  a clinic  service  very  popular 
with  the  mothers.  If  there  are  not  requests 
on  the  chart  for  special  dietary  advice,  a 
short  informative  chat  of  about  ten  minutes 
or  so  is  given.  We  think  this  service  has  done 
a lot  of  good,  almost  as  often  in  the  priv- 
ileged as  in  the  underprivileged  families. 

10.  The  immunizations  are  the  care  of 
the  Local  Health  Director  and  administered 
by  him  or  his  personnel  as  recommended  on 
the  chart  by  the  examining  physician.  Par- 
enthetically, may  we  repeat  that  these  rec- 
ommendations, with  few  exceptions,  follow 
the  decisions  made  by  the  physicians  and  the 
director  in  the  first  meeting  of  the  "profes- 
sionals” long  before  the  clinic  is  held.  This 
clinic  offers  a DPT  and  or  vaccination 
and  or  one  of  the  first  three  Salks.  Obtain- 
ing future  injections  will  be  the  responsi- 
bility of  the  parents.  The  Health  Unit  Di- 
rector stresses  their  importance. 

11.  This  brings  us  to  the  end  which  is 
logically  enough  cookies,  fruit  juice,  etc., 
provided  by  the  PTA’s.  It  is  remarkable 
how  frequently  the  doctors,  dentists,  and 
nurses  arrive  at  this  point.  Getting  the  chil- 
dren there,  a process  involving  six  to  eight 
children  and  parents  being  "in  the  process” 
all  the  time,  is  not  so  easy. 

This  is  accomplished  by  essential  members 
of  the  team.  We  call  them  "routers”.  They 
do  just  that — route  the  children  in  the  way 
they  should  go,  maintain  orderly  progress, 
avoid  and  break  bottle-necks,  and  take  care 
of  the  unexpected.  We  feel  that  capable 
PTA  mothers,  carefully  briefed,  do  this 
best,  and  upon  their  selection  rests  a large 
part  of  the  clinic’s  success.  This  is  the  one 
clinic  worker  for  whom  we  have  a spare 
on  tap  at  all  times. 

This  paper  is  about  the  clinic,  not  the 
follow-up,  but  the  follow-up  justifies  the 
clinic.  Briefly  listed,  the  follow-up  on  the 
Middlesex  Pre-school  Clinic  includes: 

1.  A statistical  recap  of  the  results  is  com- 


piled by  the  clerk  of  the  Health  Unit  and 
distributed  by  her. 

2.  Pressurizing  to  remedy  defects  is  the 
care  of  the  parents,  the  teachers,  and  the 
county  nurse,  and  in  that  order. 

3.  Correction  of  defects  is  by  local  den- 
tists and  M.D.’s,  or  through  referral  by  them 
for  specialist  care.  Their  cooperation  has 
been  unfailing.  We  think  it  will  continue 
to  be  as  long  as  a strong  policy  at  the  clinic 
of  "go  to  your  local  doctor  or  dentist”  pre- 
vails. 

4.  Indigent  care  is  channeled  through 
usual  agencies  by  LMD’s  and  dentists. 

5.  An  active  and  efficient  county  nurse 
is  essential  to  the  follow-up,  but  she  must 
be  untiring  in  her  efforts. 

We  feel  that  the  1959  clinic  effort  was 
satisfactory.  Witness  the  coverage  as  re- 
capped: 


Middlesex  County  Health  Department 
Saluda,  Virginia 

Pre-School  Clinics — April  8th  & April  9th 


Number  Children  Expected  to 

IV hite  Colored 

T otal 

Attend  Clinic 

-51 

53 

104 

Number  Children  Examined  _ 

47 

56 

103 

Children  with  Dental  Defects 

- 28 

46 

74 

Children  with  Medical  Defects  _ 

22 

37 

59 

Children  Needing  Immunization 

.44 

52 

96 

Children  Receiving  Immunization 

Breakdown  on  Immunizations  Given 

_ 42 

52 

94 

Smallpox  Vaccination 

39 

50 

89 

1st  Triple  Injection 

3 

24 

27 

Triple  Booster 

29 

26 

55 

*Salk  Vaccine  _ 

6 

12 

18 

*This  group  of  children 
well  covered  prior  to  clinic. 

had 

been  unusually 

In  closing,  the  writer  would  offer  certain 
comments  about  the  project  here  outlined. 

Much  has  been  said  in  favor  of  such  serv- 
ice on  a private  and  individual  basis  only. 
Ideally,  we  also  would  prefer  the  private 
way,  but  practically  we  believe  the  clinic 
more  than  justifies  its  continuation  until  the 
ideal  can  be  attained.  We  think  the  clinic 
will  continue  as  the  best  way  for  a long  time 
yet,  for  the  following  reasons: 

1.  Certain  children  are  reached  that 
might  otherwise  be  omitted. 
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2.  All  the  children  benefit  from  this  ex- 
perience as  their  first  class  activity. 

3.  It  seems  dubious  that  this  much  service 
could  be  enjoyed  any  other  way — except  in 
rare  exceptions — by  any  of  the  children. 

4.  The  project  provides  a fine  cooperative 
effort  which  educates  all  involved — PTA 
members,  physicians,  dentists,  Health  De- 
partment Personnel,  both  state  and  local, 
and  even  the  children — and  establishes  good 
rapport  and  better  relations  between  them. 

Experience  of  years  has  produced  what 
seems  to  be  axioms  to  clinic  success.  They 
are: 

1.  The  effort  is  not  justified  if  attendance 
falls  below  90  per  cent  of  the  expected 
number  of  pre-schoolers.  If  it  does,  the 
missing  will  be  largely  the  underprivileged 
— the  very  ones  we  most  desire  to  cover. 

2.  Unless  the  privileged  class  attends  well, 
the  underprivileged  cannot  be  induced  to 
do  so. 

3.  To  insure  the  attendance  of  the  priv- 
ileged, the  clinic  must  offer  more  to  each 
child  than  that  child  could  obtain  at  the 
office  of  any  one  LMD,  however  efficient. 

4.  PTA  leadership  and  enthusiasm  are  a 
must. 

5.  If  the  clinic  sounds  good  enough,  pro- 
fessional and  Health  Department  personnel 
gladly  participate. 

Much  has  been  written  relative  to  such 
efforts  infringing  upon  private  practice. 
Much  has  been  said  about  Health  Depart- 
ment facilities  doing  the  same.  In  some  in- 
stances this  admittedly  occurs,  however, 
every  Middlesex  doctor  continues  to  back 
this  Pre-school  Clinic  with  the  equivalent 
of  at  least  two  full  days  work.  In  this  coun- 
ty, the  state  and  local  Departments  of 
Health  are  entitled  to  a large  share  in  the 
success  of  the  project,  and  we  are  all  grate- 
ful. We  will  invite  them  to  participate  again 
next  year  just  as  surely  as  we  plan  a clinic 
next  year. 

Elsewhere  this  effort  could  be  done  dif- 
ferently. The  type  and  amount  of  profes- 
sional help  available  decides  much.  Perhaps 
in  a larger  group  or  a smaller  one,  it  might 


not  work  at  all.  As  for  the  Pre-school  Clinic 
— Middlesex  Style,  it,  too,  changes  from  year 
to  year.  It  grows  or  deteriorates.  Coopera- 
tion has  been  the  key  to  success.  Coopera- 
tion is  assured  by  one  thing — clinic  excel- 
lence. 

Summary:  If  we  had  one,  you  would 
not  read  the  article,  and  we  would  not 
blame  you. 

Discussion 

Dr.  Van  Name  is  to  be  congratulated  for 
writing  this  informative  article  as  well  as 
commended  for  his  leadership  in  making 
such  a clinic  so  popular  and  successful. 

This  project  has  two  outstanding  charac- 
teristics. The  first  is  the  ideal  of  service.  The 
whole  objective  of  the  clinic  is  to  provide 
the  entering  school  child  with  the  best  med- 
ical check-up  the  community  can  provide. 
The  second  is  the  excellent  spirit  of  coop- 
eration among  the  various  groups  repre- 
sented, both  professional  and  lay.  No  one 
appears  to  be  concerned  about  receiving  the 
credit,  or  whether  this  project  results  in  a 
profit  or  loss  for  the  practicing  physician  or 
dentists.  Referrals  for  corrections  may  mean 
added  income  in  some  instances,  but  the  real 
value  to  the  healing  arts  profession  is  im- 
proved public  relations.  Here  is  demon- 
strated for  all  to  see  the  physician’s  concern 
for  the  child’s  well-being  and  an  attitude 
of  service  above  self.  This  will  stand  the 
profession  in  good  stead,  particularly  if  the 
future  brings  controversy  concerning  the 
public’s  concept  of  the  role  of  the  medical 
profession. 

State  and  local  health  departments  stand 
ready  to  cooperate  in  projects  such  as  this. 
It  is  not  the  intention  of  official  health  agen- 
cies to  dominate  the  practice  of  medicine 
but  only  to  augment,  supplement,  or  help 
fill  a gap — to  be  medicine’s  "right  arm”  in 
time  of  need — and  to  help  make  our  medical 
knowledge  and  practice  more  efficient  and 
productive.  With  this  sort  of  cooperative 
spirit  few  health  problems  need  go  unsolved. 

Mack  I.  Shanholtz,  M.D. 

State  Health  Commissioner 
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Tax  Blue  Cross?  No! 

The  1960  Session  of  the  General  Assembly 
adopted  Senate  Joint  Resolution  No.  54, 
which  called  for  a broad  study  of  the  non- 
profit hospitalization  Plans  in  Virginia.  The 
Resolution  directed  the  Virginia  Advisory 
Legislative  Council  to  review  and  report 
back  upon  six  specific  matters  concerning 
Blue  Cross:  operating  practices,  relationship 
of  rates  to  costs  of  services,  advisability  of 
deductible  provisions,  desirable  reserves,  tax- 
ation of  dues,  and  the  question  whether  or 
not  the  Plans  should  be  classified  and  treated 
as  insurance. 

The  VALC  Committee  which  is  under- 
taking the  study-project  held  a Public  Hear- 
ing during  February  of  this  year.  This  Hear- 
ing was  attended  by  thirty-five  persons, 
twenty-two  of  whom  were  representatives 
of  the  insurance  industry.  These  twenty- 
two  insurance  salesmen  were  enthusiastic  in 
their  recommendations  that  the  non-profit 
Plans  be  made  subject  to  the  same  premium 
tax  which  insurance  companies  pay,  and  to 
all  intents  and  purposes  the  proceedings  of 
the  Hearing  were  limited  to  statements, 
questions,  and  answers  pertinent  to  the  sub- 
ject of  taxation  of  Blue  Cross. 

It  was  apparent  that  the  majority  of  those 
representing  the  insurance  industry  had  no 
conception  of  what  Blue  Cross  is  trying  to 
accomplish  for  the  people  of  Virginia.  Per- 
haps too  many  people  in  the  State  have  sim- 
ilar misunderstandings. 

On  the  other  hand,  the  traditional  insur- 
ance concept  of  limited  liability  against  loss 
is  well  understood,  since  it  has  been  in  gen- 
eral use  in  many  areas  of  risk  for  generations. 
When  the  insurance  companies  entered  the 
field  of  health  insurance,  they  projected 
their  past  underwriting  experiences  into  the 
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health  field  and  placed  fixed  indemnities, 
under  specified  conditions,  against  the  pol- 
icyholders’ financial  loss  through  illness. 
Their  contracts  provided  benefits  directly  to 
policyholders.  They  were  unconcerned  with 
the  amount  of  the  hospital  bill. 

The  community  service  approach  of  Blue 
Cross  was  from  the  beginning  totally  dif- 
ferent from  the  insurance  method  of  indem- 
nity payment  to  the  individual. 

Blue  Cross  is,  and  always  has  been,  a grass 
roots  movement.  The  Plans  were  organized 
in  the  depths  of  the  depression  under  special 
enabling  legislation  as  non-profit  commu- 
nity service  organizations.  Hospitals  were 
authorized  by  law  to  organize  and  conduct 
a program  of  prepayment  for  their  hospital 
services;  that  is,  the  hospitals  were  permitted 
to  charge  in  advance,  rather  than  at  time 
of  discharge,  and  to  level  out  their  advance 
charges  into  regular,  periodic  small  amounts. 

To  those  persons  prepaying  their  charges, 
the  hospitals  have  issued  contracts.  In  gen- 
eral these  contracts  cover  care  in  the  amount 
needed  when  it  is  needed,  within  very  broad 
time  limits,  across  the  full  range  of  hospital 
services.  Such  service  benefits  are  the  key- 
stone in  the  arch  of  family  protection 
against  the  cost  of  illness. 

To  handle  the  business  aspects  of  their 
cooperative  venture,  hospitals  needed  an 
agency  and  therefore  set  up  special  hospital- 
agency  organizations,  now  collectively 
known  as  Blue  Cross.  The  subscriber  con- 
tract of  one  typical  Blue  Cross  Plan  starts 
off  with  the  statement:  "The  Participating 
Hospitals,  acting  through  Virginia  Hospital 
Service  Association,  hereinafter  called  'Asso- 
ciation’ (agent  for  the  Participating  Hos- 
pitals), do  agree  with  the  Subscriber  whose 
application  is  accepted  for  a contract  for 
hospital  service  as  follows:  Upon  payment 
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in  advance  of  the  charges  made  therefor,  the 
Subscriber  and  those  accepted  with  him  will 
be  provided  the  hospital  services  defined  in 
the  body  of  this  contract,  subject  to  the 
terms  and  conditions  herein  set  forth.” 

Blue  Cross  objectives — quite  unlike  those 
of  commercial  insurance — are  ( 1 ) to  meet 
the  acute  need  of  people  for  a method  to 
prepay  the  costs  of  illness,  (2)  to  make  it 
possible  for  the  voluntary  hospitals  to  carry 
on  their  service,  and  (3)  to  help  carry  the 
social  burden  that  hospitalized  illness  often 
creates  for  the  community. 

To  reach  these  objectives,  Blue  Cross  de- 
veloped certain  unique  concepts  which  have 
become  basic  principles  of  Plan  operation. 

The  prepayment  Plan  must  meet  the  cost 
of  essential  hospital  care  for  the  subscriber 
and  must  make  payment  directly  to  the 
participating  hospital  for  the  services  ren- 
dered. This  concept  of  service  benefit — of 
paying  the  hospital  for  care  given  the  sub- 
scriber regardless  of  cost — is  the  "corner- 
stone” of  the  Blue  Cross  structure.  This 
concept  violates  basic  insurance  principles 
and  is  in  direct  contrast  to  the  commercial 
insurance  concept  of  paying  limited  cash 
indemnity  to  the  policyholder  against  his 
financial  loss. 

All  the  people  of  the  community  should 
be  given  the  opportunity  to  enroll.  Blue 
Cross  has  always  rejected  the  insurance  prin- 
ciple of  limiting  coverage  to  persons  with 
stable  employment  in  selected  groups,  where 
low  hospital  usage  and  profitable  underwrit- 
ing could  be  expected.  To  the  insurance 
industry  the  idea  of  underwriting  a com- 
munity risk  has  been  unthinkable. 

Subscribers  should  be  permitted  to  con- 
tinue in  the  Plan  regardless  of  changes  in 
employment,  age,  or  health  status.  This 
concept  looks  toward  meeting  the  long  term 
needs  of  people  regardless  of  insurability. 
The  idea  of  continuous  coverage  regardless 
of  changes  in  employment  and  health  con- 
ditions is  entirely  unsound  from  the  com- 
mercial insurance  viewpoint  in  that,  though 
socially  advantageous,  it  is  not  financially 
profitable. 


The  Plan,  like  the  community  hospitals 
for  which  it  is  agent,  must  operate  as  a non- 
profit community  service  organization.  Sick- 
ness and  injury  represent  personal  tragedies 
which  people  who  are  motivated  by  religious 
and  humanitarian  impulses  have  always 
tried  to  alleviate.  Blue  Cross  Plans  are  op- 
erated by  boards  of  trustees  who  serve  with- 
out pay  in  the  community  interest. 

Upon  these  principles  the  Blue  Cross 
movement  in  America  and  in  Virginia  has 
been  built— principles  designed  to  make  it 
possible  for  the  individual  to  pay  for  needed 
hospital  care  in  advance — principles  imple- 
mented to  help  the  community  solve  an  in- 
creasingly costly  social  problem. 

These  principles  are  basic  requirements 
for  sponsorship  of  Blue  Cross  by  local  hos- 
pitals and  for  approval  by  the  American 
Hospital  Association.  The  safeguards  of 
limited  dollar  liability,  which  often  leaves 
a major  part  of  the  hospital  bill  unpaid;  of 
protection  for  only  selected  groups  and  in- 
dividuals, which  obviously  tends  to  deny 
protection  to  the  people  who  need  it  most; 
of  termination  of  coverage  when  employ- 
ment or  insurability  changes,  which  tends  to 
deny  protection  to  people  when  they  need 
it  most — these  underwriting  principles, 
common  to  commercial  insurance  opera- 
tions, are  foreign  to  Blue  Cross  and  in  direct 
conflict  with  the  purposes  and  objectives  of 
the  voluntary  community  hospitals  in  this 
country. 

There  is  therefore  a great  difference  be- 
tween traditional  insurance  and  the  service 
Plans.  They  are  not  comparable.  Their 
methods  are  different.  Their  purposes  are 
not  the  same.  Their  functions,  their  tradi- 
tions, and  their  history  are  not  even  related. 
These  differences  are  so  important  to  our 
system  of  health  care  that  they  should  not 
be  impaired  by  legislation  or  by  taxation. 

It  is  important  that  people  have  available 
for  choice  a type  of  protection  that  is  nei- 
ther temporary  nor  partial,  but  which  pro- 
vides payment  for  the  care  they  need  when 
needed  and  which  they  can  take  with  them 
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regardless  of  changes  in  employment  or 
advancing  age. 

Blue  Cross  coverage  is  provided  directly 
by  contract  with  7,000  hospitals  in  the  na- 
tion. In  Virginia,  as  elsewhere,  the  hospitals 
literally  guarantee  to  subscribers  that  the 
benefits  offered  by  their  Blue  Cross  Plans 
will  be  provided  by  the  hospitals  regardless 
of  the  Plans’  ability  to  pay  for  that  care. 
Blue  Cross’  reimbursements  of  hospitals  are 
made  under  contract  in  terms  related  to  each 


hospital’s  cost  of  operation.  Only  such  an 
arrangement  can  provide  a safeguard  to  the 
patient  against  uncontrolled  increases  in 
charges.  Only  Blue  Cross  can  provide  this 
safeguard. 

As  a community  hospital  service  program, 
Blue  Cross  should  be  as  tax-exempt  as  are 
the  community  hospitals;  after  all,  the  in- 
come to  Blue  Cross — the  hospitals’  agent — 
is,  of  course,  hospital  income. 


Stops  Massive  Stomach  Bleeding 


General  body  cooling  has  been  tried  for 
the  first  time  in  stopping  massive  bleeding  in 
the  stomach  and  intestinal  area  and  found 
successful,  according  to  two  Connecticut 
surgeons.  Drs.  George  F.  Gowen  and  W.  W. 
Lindenmuth,  West  Haven,  Conn.,  describe 
three  cases  in  which  massive  hemorrhages 
were  controlled  by  the  method  in  the  Janu- 
ary 7 Journal  of  the  American  Medical  As- 
sociation. 

"Although  general  hypothermia  [an  ab- 
normally low  body  temperature]  has  not 
been  used  previously  for  patients  with  mas- 
sive gastrointestinal  hemorrhage,  the  back- 
ground of  experience  in  other  conditions 
gave  evidence  for  its  use.” 

The  severity  of  the  bleeding  may  be 
judged  from  the  fact  that  62  pints  of  blood 
were  replaced  in  one  patient  before  hypo- 
thermia, 33  pints  in  another,  and  14  pints  in 
the  third. 

Ice  bags  were  applied  to  lower  the  pa- 
tients’ temperature  to  87.8  degrees  Fahren- 
heit, about  10  degrees  lower  than  the  normal 


body  temperature.  The  duration  of  hypo- 
thermia varied. 

"The  exact  mechanism  by  which  gastro- 
intestinal hemorrhage  was  controlled  in  these 
patients  is  not  known,  but  the  prompt  im- 
provement seems  more  than  coincidental. 
Certainly  in  the  poor-risk  patient  with  mas- 
sive uncontrolled  hemorrhage,  total  body 
hypothermia  would  warrant  further  evalu- 
ation.” 

In  each  of  the  three  cases,  they  pointed 
out,  "operative  intervention  was  clearly  in- 
advisable.” 

There  was  no  recurrence  of  the  bleeding, 
although  one  of  the  three  patients  died  later. 

Since  the  article  was  written,  the  surgeons 
have  used  the  method  for  three  other  pa- 
tients. The  bleeding  also  was  arrested  in 
these  three,  although  it  recurred  in  one  and 
all  subsequently  died. 

The  two  surgeons  are  associated  with  Yale 
University  School  of  Medicine  and  Veterans 
Administration  Hospital. 
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Ecology  of  Rocky  Mountain  Spotted 

Fever: 

A Basic  Research  Project  now  in  Process  in 

Virginia 

The  background  of  the  struggle  to  con- 
quer Rocky  Mountain  Spotted  Fever  is  in- 
deed a drama  of  the  West.  About  1900  the 
study  of  the  disease  began  in  earnest  under 
the  guidance  of  the  Montana  State  Board  of 
Health.  The  disease  was  primarily  present 
in  the  area  of  the  Bitteroot  Valley,  a fine, 
prosperous,  agricultural  and  timber  area. 
The  dread  disease,  "Black  Measles”  with 
80%  mortality  was  spreading  fear  in  the 
hearts  of  these  healthy,  prosperous  people. 
Here  in  a horse-back,  log  cabin  setting  the 
long  and  difficult  search  for  a cure  for,  and 
vaccine  against  the  disease  began.  In  the 
years  that  followed,  many  famous  and  ca- 
pable individuals  pitted  their  knowledge  and 
skill  in  the  great  study.  The  name  most 
famous  to  all  was  Dr.  H.  D.  Ricketts,  who 
died  in  Mexico  of  typhus,  a disease  he  was 
studying  that  he  might  learn  something 
applicable  to  spotted  fever.  It  was  Dr.  Ric- 
ketts who  had  experimentally  proven  that 
ticks  transmit  the  disease  to  man.  "But  the 
next  question  he  intended  to  attack  was: 
'How  did  the  tick  get  the  virus?’.  During 
most  of  the  season  of  1908  he  worked  trying 
to  answer  this,  but  did  not  succeed.  (Nor 
is  it  yet  settled  whether  the  virus  of  spotted 
fever  is  perpetuated  by  the  tick  alone,  or 
whether  a combination  of  the  tick  and  ani- 
mals is  responsible.)  ” (-Price  1948,  p. 50). 

As  a result  of  that  work,  here  in  1961, 
a most  adequate  vaccine  has  been  developed. 
Since  the  close  of  World  War  II  with  the 
advent  of  the  antibiotics,  of  which  Chloro- 
mycetin is  the  most  effective,  we  have  an 
excellent  cure  for  the  disease.  The  death  rate 
has  been  drastically  reduced  and  the  disease 
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is  no  longer  considered  the  "dread  disease” 
it  once  was.  Yet,  experience  has  shown  that 
success  may  be  temporary  when  all  the  an- 
swers are  not  known.  It  is  important  that 
the  complete  picture  be  presented  to  answer 
the  question  Dr.  Ricketts  posed  but  which 
he  never  lived  to  answer,  "How  did  the  tick 
get  the  virus?” 

By  its  name  alone  this  disease  has  a west- 
ern connotation,  yet  from  the  point  of  inci- 
dence it  is  misleading.  Throughout  the  years 
the  State  of  Virginia  has  consistently  re- 
ported more  cases  of  Rocky  Mountain 
Spotted  Fever  than  any  other  state  in  the 
Union.  The  second  and  third  ranked  states 
are  Maryland  and  North  Carolina. 

Being  aware  of  this  fact  the  Bureau  of 
Insect  and  Rodent  Control,  Virginia  State 
Department  of  Health,  became  especially 
interested  in  the  disease.  In  the  Spring  of 
1960  this  Bureau  was  awarded  a National 
Institute  of  Health  Research  Grant  for  a 
period  of  four  years  to  study  the  Ecology 
of  Rocky  Mountain  Spotted  Fever.  The 
project  is  headed  by  Mr.  R.  E.  Dorer,  Direc- 
tor of  the  Bureau  of  Insect  and  Rodent 
Control.  The  laboratory  work  for  this  proj- 
ect is  being  supervised  by  the  well  known 
Rickettsiologist,  Dr.  Henry  S.  Fuller,  of  The 
Walter  Reed  Army  Institute  of  Research. 
The  project  employs  one  full-time  Labora- 
tory Investigator  as  well  as  two  Field  Investi- 
gators. The  main  line  of  investigation  to  be 
followed  is  to  determine  what  role  small 
mammals  play  in  the  cycle  of  this  disease  in 
nature. 

The  reason  interest  settles  around  small 
mammals  is  that  it  is  on  them  that  the  im- 
mature ticks  feed.  In  the  East,  the  dog  tick 
Dermocentor  variabilis  is  considered  the 
principal  vector  of  this  disease  to  man.  This 
tick  has  two  blood  meals  before  reaching 
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the  adult  stage,  which  we  usually  find  on 
ourselves  and  on  dogs.  Normally  the  first, 
or  larval,  feeding  takes  place  on  mice,  drop- 
ping to  the  ground  after  engorgement  and 
molting  to  a nymph.  The  second,  or  nym- 
phal,  feeding  usually  is  on  a larger  mammal, 
often  a rabbit.  After  this  feeding  it  drops 
off  and  molts  to  the  adult,  the  form  most 
often  observed. 

The  mammals  are  all  live  trapped  in  box- 
type  traps.  They  are  carefully  removed  each 
morning.  Immediately,  they  are  checked 
for  any  ectoparasites  that  may  be  present. 
The  ectoparasites  are  carefully  retained  for 
later  identification  to  add  to  the  knowledge 


disastrous  to  the  guinea  pigs  used  in  the 
laboratory.  In  circumstances  with  mammals 
larger  than  rabbits,  a blood  sample  is  taken 
and  the  animal  is  not  shipped  to  the  labora- 
tory. Other  animals  that  have  been  tested 
are  fox,  opossum,  ground  hog,  raccoon,  and 
deer. 

This  statewide  project  is  being  operated 
in  the  following  manner:  The  first  and  very 
important  step  is  that  the  Bureau  of  Insect 
and  Rodent  Control,  Norfolk  2,  Virginia, 
telephone  UL3-7684,  be  notified  as  quickly 
as  possible  when  a case  of  spotted  fever  is 
diagnosed.  When  this  information  is  re- 
ceived, plans  are  made  for  a field  investigator 


of  their  distribution.  The  animals  are  then 
placed  in  a specially  prepared  crate  designed 
to  keep  them  healthy  and  well.  They  are 
fed  and  watered  and  provided  cotton  to  nest 
in.  At  the  end  of  the  week  they  are  shipped 
in  their  special  box  by  Air  Freight  to  the 
laboratory.  This  method  of  transport  is  used 
to  reduce  the  numbers  lost  in  shipment. 

At  the  present  status  of  the  project,  the 
mammals  of  most  interest  are  the  mice  that 
live  in  the  out-of-doors  as  well  as  young 
rabbits.  Excluded  from  the  mice  tested  are 
all  house  mice;  they  frequently  live  in  the 
out-of-doors  environment.  They  are  ex- 
cluded due  to  the  known  meningococcal 
infection  which  they  carry  and  which  is 


to  visit  the  area  where  the  case  is  reported. 
This  investigator  visits  the  physician  and 
learns  as  much  as  possible  about  the  particu- 
lar case.  Usually,  at  this  time,  the  investi- 
gator determines  if  the  patient  had  a recent 
history  of  a tick  bite.  If  a tick  was  involved, 
the  next  step  is  to  attempt  to  learn  where 
the  patient  picked  up  the  tick.  When  this 
spot  is  located,  he  then  determines  if  that 
would  be  a suitable  area  to  trap  small  mam- 
mals. If  it  is  not  suitable,  he  may  go  on  to 
another  case.  If  it  is  a good  locality  for 
trapping,  he  would  spend  about  five  days 
trapping  in  that  area.  If  a tick  is  not  in- 
volved and  the  patient  does  reside  in  a favor- 
able area,  trapping  may  still  be  conducted, 
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if  time  permits.  It  is  often  possible  to  obtain 
the  most  valuable  information  in  unex- 
pected locations. 

In  the  laboratory  two  tests  are  being  con- 
ducted. The  complement-fixation  test  on 
blood  sera  is  run.  From  the  internal  organs 
of  the  animals  received  an  attempt  is  made 
to  isolate  the  Rickettsia.  In  attempting  iso- 
lation, the  procedure  followed  is  to  inject 
liver  and  spleen  material  into  fertile  eggs  and 
guinea  pigs.  In  order  to  distribute  the  work 
load  more  evenly,  the  laboratory  of  neces- 
sity must  freeze  and  store  some  of  the  field 
material. 

This  project  has  been  in  operation  during 
one  Rocky  Mountain  Spotted  Fever  season 
here  in  Virginia.  The  early  laboratory  re- 
sults are  exciting.  At  this  early  date,  suffi- 
cient information  has  been  obtained  that  a 
scientific  paper  is  nearly  completed  for  pub- 
lication. With  the  success  continuing  at  the 
present  pace,  the  four-year  results  should  be 
very  worthwhile. 

A purpose  of  this  article  is  to  bring  atten- 
tion to  physicians  the  fact  that  Rocky 
Mountain  Spotted  Fever  is  an  important  dis- 
ease in  Virginia.  During  the  past  thirty  years 
1657  cases  have  been  reported.  Every  county 
in  the  state  has  reported  the  disease  except 
Bath  and  Floyd.  The  concentration  of  cases 


appears  to  be  in  the  central  area  of  the  state. 
Forty-five  cases  were  reported  last  season 
(1960)  and  two  human  deaths  were  sus- 
pected to  be  caused  by  the  disease.  Whereas 
the  above  (45)  is  the  number  of  cases  that 
were  reported,  it  is  very  probable  that  many 
cases  occurred  which  were  not  reported. 
Routine  antibiotic  therapy  may  well  be  cur- 
ing some  cases  before  they  are  diagnosed  as 
Spotted  Fever.  Diagnosis  of  this  disease  is 
not  always  easy.  It  is  believed  that  several 
delays  in  diagnosis  during  this  past  season 
were  directly  attributable  to  the  obscurity 
which  the  disease  has  come  to  occupy  in 
more  recent  years. 

Physicians,  more  than  any  other  group, 
are  cognizant  of  the  value  and  necessity  of 
projects  such  as  the  one  discussed  here.  The 
physicians  of  the  State  of  Virginia  through 
early  diagnosis  and  prompt  reporting  of  the 
occurrence  of  this  disease  can  lend  their 
cooperation  to  the  investigation  of  the  source 
of  infection  and  will  be  making  a valuable 
direct  contribution  to  this  piece  of  basic 
research. 
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Cancer  Trends 


The  Improving  Outlook  in  Gynecic 

Carcinoma 

It  is  estimated  that  23,000  women  will 
die  in  this  country  in  1961  of  cancer  of 
the  genitalia;  that  40,000  new  cases  of  can- 
cer of  the  uterus  alone  (cervix  and  corpus) 
will  occur,  that  800  of  these  will  be  in  Vir- 
ginia. 

However  regrettable  the  high  incidence 
of  female  genital  cancer,  there  are  certain 
favorable  features  of  such  cancer  relative  to 
malignant  disease  in  other  sites.  These  fea- 
tures have  to  do  with  the  peculiar  anatomy 
and  physiology  of  the  organs  involved.  Spe- 
cifically the  accessibility  of  the  genital  tract 
makes  for  early  diagnosis  and  effective  treat- 
ment. Furthermore,  the  generative  organs, 
however  important,  are  not  vital,  thus  per- 
mitting treatment  ranging  from  complete 
and  permanent  arrest  of  function  to  total 
ablation.  Another  favorable  feature  is  the 
radiosensitivity  of  cervical  carcinoma,  the 
most  common  of  gynecic  cancers. 

The  history  of  the  effective  management 
of  gynecic  cancer  begins  in  the  later  part 
of  the  nineteenth  century  with  the  occa- 
sionally rewarding  use  of  surgery  of  the 
Wertheim  type.  Subsequently,  during  the 
twentieth  century,  great  studies  have  been 
taken,  first  with  the  introduction  and  de- 
velopment of  irradiative  therapy  followed 
by  the  almost  abandonment  of  surgery  for 
cervical  carcinoma,  and  later  with  further 
development  of  irradiation  along  with  a 
renaissance  and  extension  of  surgery.  Of 
comparable  importance  have  been  develop- 
ments in  the  area  of  diagnosis.  An  outstand- 
ing result  of  this  progress  has  been  a decline 
of  40%  in  uterine  cancer  mortality  during 
the  last  twenty  years. 

Improvements  in  irradiation,  still  the 
most  widely  used  and  generally  most  effec- 
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tive  means  of  treating  cervical  carcinoma, 
have  been  in  sources  and  techniques  and 
more  attention  to  tissue  or  tumor  doses.  Sur- 
gery has  profited  by  advances  in  its  adjuncts: 
anesthesia,  transfusion,  antibiotics,  recovery 
rooms,  interspecialty  cooperation,  etc.;  and 
by  developments  in  its  types:  node  dissec- 
tions, exenterations,  et  al;  and  by  wider  use 
at  both  ends  of  the  stage  spectrum,  for  ex- 
ample, in  the  now  recognized  stage  O (non- 
invasive)  and  in  the  stage  I (invasion  con- 
fined to  the  cervix) , and  in  some  advanced 
cases  previously  considered  inoperable. 

With  further  reference  to  surgery  it  can 
be  said  that  the  shift,  now  almost  complete, 
from  the  subtotal  to  the  total  hysterectomy 
for  benign  uterine  disease  has  prevented  and 
will  prevent  many  cases  of  cervical  car- 
cinoma. So  too  the  many  conizations  and 
similar  procedures  on  the  benign  cervix  may 
be  preventing  some  cases  of  cancer.  And 
also  prophylactic  salpingo-oophorectomy  at 
the  time  of  pelvic  surgery  for  benign  disease 
in  women  at  or  past  the  menopause  will 
help  reduce  the  incidence  of  ovarian  and 
tubal  cancer,  still  deadly  diseases,  the  mor- 
tality from  one  of  which,  ovarian  carci- 
noma, is  apparently  on  the  increase. 

However  important  have  been  the  ad- 
vances in  therapy,  it  is  probable  that  no  tre- 
mendous future  progress  can  be  expected 
with  the  modalities  now  known  to  be  cura- 
tive. Until  such  a time  as  there  is  a break- 
through into  a new  curative  modality,  the 
best  prospect  for  continued  improvement  in 
gynecic  cancer  morbidity  and  mortality  lies 
in  the  field  of  diagnosis.  This  is  not  a dismal 
outlook. 

The  stage  of  the  disease,  assuming  proper 
treatment,  generally  determines  the  prog- 
nosis. Thus  the  trend  toward  earlier  and 
earlier  diagnosis  has  been  of  tremendous  im- 
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port.  This  trend  is  the  result  of  a number 
of  factors.  One  among  these  is  the  recog- 
nition by  the  public  and  the  profession  alike 
of  the  importance  of  prompt  pelvic  exam- 
inations when  symptoms  occur  and  periodi- 
cally in  their  absence.  Another  is  the  ac- 
ceptance of  the  concept  of  intraepithelial 
carcinoma  (practically  100%  curable)  as  a 
forerunner  to  invasive  carcinoma.  And  yet 
another  is  the  growing  use  of  exfoliative 
cytology,  certainly  one  of  the  most  impor- 
tant advances  in  gynecologic  diagnosis. 

If  the  entire  adult  female  population 
could  have  a pelvic  examination  every  six 
months  and  Papanicolaou  smears  every 
twelve,  and  if  these  were  properly  done  and 
examined,  and  the  results  properly  acted 
upon,  the  diagnosis  of  late  carcinoma  would 
rapidly  diminish  and  the  cure  rate  rapidly 
improve.  In  the  case  of  cervical  cancer  late 
diagnosis  would  diminish  to  the  vanishing 
point  and  the  cure  rate  approach  100%. 
There  would  also  be  important  improve- 
ment in  the  outlook  for  cancers  of  the  vulva, 


vagina,  and  endometrium,  and,  though  to 
a less  degree,  for  adnexal  cancer. 

The  distance  to  the  millennium  when  there 
will  be  a specific  general  therapeutic  agent 
for  the  eradication  of  cancer  is  not  predict- 
able. But,  in  countries  such  as  ours,  one 
millennium  could  be  very  close.  That  is  the 
happy  time  when  proper  pelvic  examina- 
tions and  diagnostic  methods  are  available 
to  all  women  and  used  regularly.  For  this  we 
have  already  the  clinicians  and  the  patholo- 
gists; we  are  fast  getting  the  cytologists  and 
cytotechnicians. 

So  important  and  so  fruitful  is  early  diag- 
nosis, that  it  is  desirable  for  every  physician 
seeing  women  patients  to  do,  if  it  is  in  his 
province,  or  have  done  by  others  qualified, 
or  to  encourage  or  urge  the  doing,  of  these 
examinations  and  tests.  And  then,  when  the 
diagnosis  is  made,  it  is  a must  for  the  cancer 
therapist  to  use  the  best  treatment  for  the 
particular  disease  in  the  particular  patient. 

1200  East  Broad  Street 
Richmond  19,  Virginia 


Don’t  Use  Detergents 


Detergents  should  not  be  used  as  a hair 
shampoo,  according  to  a staff  consultant  of 
the  American  Medical  Association. 

Joseph  B.  Jerome,  Ph.D.,  of  the  A.M.A. 
Committee  on  Cosmetics,  said  in  the  March 
11  A.M.A.  Journal  that  detergents  are  for- 
mulated for  heavier  cleaning  duty  than 
washing  hair. 

"Thus,  while  they  may  fall  within  the 
manufacturing  tolerances  they  are  likely  to 
contain  caustic  ingredients  which  are  irri- 
tating to  the  more  sensitive  areas  of  the  skin. 


In  using  such  products,  one  must  always 
consider  the  possible  damage  not  only  to  the 
hair  and  scalp  but  also  to  the  eyes. 

"With  this  in  mind  the  use  of  commercial 
detergents  for  shampoos  should  be  con- 
demned. A large  number  of  available  sham- 
poos are  blander  and,  therefore,  to  be  pre- 
ferred.” 

Dr.  Jerome  made  the  statement  in  answer 
to  a question  sent  to  the  Journal  by  a Con- 
necticut physician  who  said  some  mothers 
had  been  using  detergents  for  shampoo. 
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Mental  Health 


Virginia  Treatment  Center 

Barring  some  unforeseen  circumstance, 
the  Virginia  Treatment  Center  for  Children 
should  be  in  operation  by  late  summer  1961. 
Since  there  has  been  some  misunderstanding 
apparent  about  the  operation  and  super- 
vision of  this  new  agency  of  the  Common- 
wealth, it  seems  advisable  to  reproduce  in 
full  that  section  of  the  Code  of  Virginia 
which  is  pertinent.  The  following  material 
is  reprinted  from  the  195  0 Code  and  the 
1960  Cumulative  Supplement: 

Article  5 

Virginia  Treatment  Center  for 
Children 

§37-25.1.  Establishment  and  location. 
— The  State  Hospital  Board  is  authorized 
and  directed  to  establish,  construct  and 
equip  a treatment  center  to  provide  for 
study,  treatment  and  care,  and  for  re- 
search into  methods  of  treatment,  of 
emotionally  disturbed  and  mentally  ill 
children.  The  center  shall  be  known  as 
the  Virginia  Treatment  Center  for  Chil- 
dren and  shall  be  located  on  State-owned 
property  within  the  vicinity  of  a State- 
supported  medical  teaching  center.  ( 1 9 5 6, 
c.60.) 

§37-25.2.  Supervision  and  control  of 
State  Hospital  Board. — The  Treatment 
Center  shall  be  under  the  supervision  and 
control  of  the  State  Hospital  Board,  which 
shall  determine  the  policies  to  be  followed 
in  the  operation  and  management  of  the 
Center  and  may  adopt  rules  and  regula- 
tions with  respect  thereto  and  concerning 
the  admission  of  patients  to  the  Center. 
(1956,  c.60.) 

§37-25.3.  Director  and  other  person- 

Hiram  W.  Davis,  M.D.,  Commissioner,  Department 
Mental  Hygiene  and  Hospitals,  Richmond,  Virginia. 
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nel. — The  Commissioner  of  Mental  Hy- 
giene and  Hospitals  shall  appoint,  subject 
to  the  approval  of  the  State  Hospital 
Board,  a director  of  the  Treatment  Cen- 
ter, who  shall  be  a physician  who  is  a 
graduate  of  a medical  school  approved  by 
the  American  Medical  Association  and 
who  has  been  engaged  in  the  practice  of 
psychiatry  for  at  least  five  years.  The 
director  shall  perform  such  duties  as  the 
State  Hospital  Board  or  the  Commissioner 
shail  prescribe.  Subject  to  the  provisions 
of  chapter  9 (§2-78  et  seq.)  of  Title  2 of 
the  Code,  the  director  may  recommend 
for  appointment  by  the  Commissioner  all 
other  officers  and  employees  of  the  Treat- 
ment Center.  (195  6,  c.60.) 

§37-25.4.  Admissions  and  transfers. — 

(a)  Only  mentally  ill  or  emotionally  dis- 
turbed children  under  sixteen  years  of 
age  shall  be  admitted  or  transferred  to  the 
Treatment  Center. 

(b)  Voluntary  admissions  shall  be 
made,  in  the  discretion  of  the  director, 
upon  application  signed  by  the  parent  or 
parents  or  legal  guardian  of  the  child, 
which  shall  be  accompanied  by  a certifi- 
cate signed  by  a psychiatrist  or  physician 
that,  in  his  opinion,  study,  care  and  treat- 
ment at  the  Center  would  be  beneficial  to 
the  child.  A complete  case  history  shall 
accompany  each  such  application. 

(c)  Transfers  to  the  Center  may  be 
made  as  provided  in  §37-7  with  respect 
to  transfers  between  other  institutions 
under  the  control  of  the  State  Hospital 
Board.  Upon  application  made  by  any 
State  department,  institution  or  agency 
having  custody  of  any  child  who  is  men- 
tally ill  or  emotionally  disturbed,  such 
child  may,  with  the  approval  of  the  Com- 
missioner, be  admitted  for  study,  care  and 
treatment  at  the  Center.  (1956,  c.  60.) 
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§37-25.5.  Duration  of  care  and  treat- 
ment; children  to  be  in  custody  and  con- 
trol of  director. — No  admission  or  trans- 
fer to  the  Center  shall  be  for  a period 
longer  than  three  months:  provided,  how- 
ever, that  the  director,  with  the  approval 
of  the  Commissioner,  may  discharge  or 
otherwise  release  a patient  as  provided  by 
law  with  respect  to  other  institutions  un- 
der the  control  of  the  State  Hospital 
Board;  or  may,  with  such  approval,  ex- 
tend the  period  of  study,  care  and  treat- 
ment from  time  to  time  if  necessary.  In 
no  event  shall  a child  remain  in  the  Center 
for  more  than  twelve  consecutive  months. 
All  children  admitted  or  transferred  to 
the  Center  shall  be  in  the  custody  and 
under  the  control  of  the  director,  who 
may  impose  such  restraints  on  any  such 


Thyroid  and 

A functional  relationship  has  been  sug- 
gested between  hyperthyroidism  and  mental 
disease.  Dr.  Ben  Bursten,  Cincinnati,  writ- 
ing in  the  March  Archives  of  General  Psy- 
chiatry, published  by  the  American  Medical 
Association,  said: 

"While  the  incidence  of  hyperthyroidism 
in  a psychotic  population  is  low,  there  are 
sufficient  cases  of  psychosis  in  populations 
of  thyrotoxic  patients  to  suggest  a func- 
tional relationship  between  the  two  disease 
processes.” 

Hyperthyroidism  is  the  disease  caused  by 
an  overactive  thyroid  gland. 

There  is  no  one  particular  type  of  psycho- 
sis characteristic  of  the  hyperthyroid  pa- 
tient. 

"Sometimes  the  course  of  the  illness  sug- 
gests that  the  thyrotoxicosis  has  precipitated 
the  psychosis,  and  sometimes  it  would  seem 
that  the  anxieties  and  activity  associated 


child  as  he  may  deem  necessary  for  the 
welfare  of  the  child  or  the  proper  con- 
duct of  the  Center.  (195  6,  c.60.) 

§37-25.6.  Liability  for  cost  of  care  and 
treatment. — The  parent,  guardian  or  oth- 
er person  legally  liable  for  the  support 
of  any  child  admitted  or  transferred  to 
the  Center  shall  be  liable  for  the  cost  of 
the  care  and  treatment  of  such  child 
therein  to  the  extent  set  forth  as  to  the 
other  institutions  under  the  control  of 
the  State  Hospital  Board  in  article  6 
(§37-125.1  et  seq.) , chapter  3 of  this  title, 
which  cost  may  be  collected  in  the  man- 
ner therein  provided.  (1956,  c.60) 

This  will  be  the  first  of  several  articles 
dealing  with  the  new  center  which  should 
be  of  interest  to  The  Medical  Society  of 
Virginia. 


Mental  Ills 

with  psychotic  decompensation  has  precipi- 
tated the  thyrotoxicosis.” 

"A  third  possibility  is  that  both  processes 
may  develop  simultaneously  as  a consequence 
of  psychodynamic  shifts.” 

In  many  cases,  there  is  probably  a joint 
action  between  the  two  diseases. 

"Once  these  processes  are  started,  it  is 
easy  to  see  how  they  can  augment  each 
other.”  On  the  other  hand,  the  two  diseases 
do  not  follow  parallel  courses. 

"This  serves  to  emphasize  that  even 
though  the  two  processes  may  be  function- 
ally related,  many  other  etiological  factors 
are  involved,  and  while  one  process  may  pre- 
cipitate the  other,  it  is  not  necessary  for  the 
elaboration  or  continuation  of  the  symptoms 
of  the  other  process.” 

Dr.  Bursten  based  his  conclusions  on  data 
gathered  at  Edward  J.  Meyer  Hospital,  Buf- 
falo, N.Y.,  a county  general  hospital  with 
a large  psychiatric  unit. 
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Coercive  Health  Security 

In  his  Thursday  night  TV  debate  with 
Dr.  Edward  R.  Annis,  spokesman  for  the 
American  Medical  Association,  CIO  Presi- 
dent Walter  Reuther  accused  the  AMA  of 
having  traditionally  opposed  all  forms  of 
collective  "health  security”  projects.  The 
charge  was  too  sweeping,  but  Mr.  Reuther 
was  quite  right  when  he  said  that  the  AMA 
regards  all  compulsory  schemes  as  converg- 
ing toward  socialism. 

The  medical  profession  has  ample  reason 
to  oppose  all  compulsory  health  schemes,  in- 
cluding federalized  medical  care  for  the 
aged.  The  AMA  is  qualified  to  recognize 
and  diagnose  the  incipient  symptoms  of  the 
highly  contagious  collectivist  disease  now 
sweeping  the  world. 

Surely,  after  the  example  set  by  Soviet 
Russia,  the  ultimate  consequences  of  com- 
pulsory security  of  any  sort  have  become  too 
obvious  to  require  elaboration. 

Mr.  Kennedy  mislabeled  his  proposal  for 
medical  care  a "freedom  of  choice”  plan. 

"Freedom”  would  apply  only  to  selection 
of  one’s  own  "doctor  and  hospital;”  there 
would  be  no  choice  so  far  as  submission  to 
taxation  is  concerned.  The  proposed  levy 
would  be  imposed,  without  exception,  on 
all  social  security-card  holders,  and  the  ben- 
eficiaries would  include  not  only  the  in- 
digent, but  (as  Arthur  Krock  pointed  out 
in  Friday’s  column)  the  hypochondriacs,  the 
chiselers  and  millions  of  aging  who  would 
otherwise  be  willing  and  able  to  pay  their 
doctor  and  hospital  bills. 

Like  all  socialistic  mass-panaceas,  this  one 
has  a humanitarian  appeal,  and  as  always, 
those  who  oppose  it  for  fiscal,  actuarial  or 
moral  reasons  are  certain  to  be  classified  as 
"reactionary.” 

This  massive,  cumbersome  scheme  would 
not  be  actuarially  sound — even  if  those  who 
would  chip  in  during  their  productive  lives 


could  be  assured  that  inflation  has  been 
halted  in  its  tracks. 

With  Congress  including  a large  portion 
of  policitians  who  subscribe  to  the  New 
Deal’s  "spend-and-spend,  elect-and-elect” 
philosophy,  the  tempo  of  "creeping  infla- 
tion” is  more  likely  to  accelerate  in  the  years 
ahead. 

Worst  of  all,  while  the  prospect  for  full 
medical  care  of  a steadily  growing  number 
of  the  aged  is  by  no  means  assured  under 
the  plan,  expectation  of  it  would  be  condu- 
cive to  reckless  credit-spending,  with  no 
thought  for  the  morrow.  It  would  discour- 
age self-sufficiency  and  saving  for  the  rainy 
days  of  old  age.  It  would  shatter  what’s 
left  of  the  American  ideal  that  every  citizen 
is  individually  responsible  for  the  voluntary 
preservation  of  his  own  security  in  old  age. 
By  removing  the  necessity  of  thrift,  it  would 
tend  to  promote  inflation. 

Because  the  plan  would  be  coercive,  it 
would  lead  to  acceptance  of  the  leftwing 
ideology  that  the  state — personified  by  the 
centralized  government  in  Washington — is 
wholly  responsible  for  cradle-to-the-grave 
security. 

— Richmond  T imes-Dispatch 

Published  with  the  permission  of  the  Editor,  Vir- 
ginius  Dabney. 

A Need  for  Definition 

In  its  various  calls  to  arms  to  stem  the 
socialistic  tide,  organized  medicine  has  con- 
sistently emphasized  the  necessity  of  main- 
taining "freedom  of  choice  of  physician” 
and  the  intimate,  personal  physician-patient 
relation,  or  relationship,  as  it  is  called  by 
those  who  prefer  long  words  to  short  ones. 
These  phrases  have  assumed  an  awesome  au- 
thority within  the  profession  and  command 
an  almost  humble  respect  when  they  are 
sounded  bright  and  clear  throughout  the 
land.  Those  questioning  their  basic  integrity 
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or  sense — or  who  even  ask  plaintively  what 
they  mean — are  at  once  suspect  and  berated 
for  violating  the  sanctity  of  democratic 
gospel. 

And  yet,  as  it  must  to  all  men  who  blithe- 
ly spout  slogans  and  pithy  platitudes,  there 
comes  a time  when  interpretations  and  in- 
tentions are  questioned  and  definitions  chal- 
lenged. This  may  be  the  time  for  organized 
medicine  to  define,  positively  and  compre- 
hensibly, just  what  it  means  by  "freedom  of 
choice  of  physician”  and  "physician-patient 
relationship.”  Without  a clear-cut  defini- 
tion of  its  stand  on  these  two  fundamental 
precepts,  organized  medicine’s  crusade  can 
easily  founder  in  the  sea  of  its  own  seman- 
tics. The  clear-cut  definition  must  be  one 
that  is  understood  not  only  by  the  general 
public  but  also,  what  is  more  important,  by 
the  members  of  the  medical  profession  who 
espouse  the  cause  of  freedom  of  choice  and 
the  maintenance  of  the  physician-patient 
relation. 

On  February  4,  1959,  the  Council  of  the 
Massachusetts  Medical  Society  considered 
the  following  questions  posed  by  the  Board 
of  Trustees  of  the  American  Medical  Asso- 
ciation: "Is  the  concept  of  free  choice  of 
physicians  to  be  considered  a fundamental 
principle  incontrovertible,  unalterable  and 
essential  to  good  medical  care  without  qual- 
ification?” "What  is  your  attitude  regard- 
ing physician  participiation  in  those  systems 
of  medical  care  which  restrict  free  choice 
of  physician?” 

The  Council  voted  "no”  to  the  first  ques- 
tion. The  Council  answered  the  second  ques- 
tion as  follows: 

The  attitude  of  the  Massachusetts  Medical  So- 
ciety toward  physician  participation  in  systems  of 
medical  care  that  restrict  free  choice  of  physician 
is  without  qualification  that  the  fundamental  in- 
controvertible and  essential  obligation  of  the  med- 
ical profession  is  to  provide  the  highest  available 
quality  of  medical  care  to  the  public.  If  such  care 
is  otherwise  unavailable,  it  is  not  unethical  for 
physicians  to  participate  in  such  plans,  but  the 
plans  should  be  kept  under  observation,  and  the 
principle  of  free  choice  should  be  encouraged 
wherever  possible  and  consistent  with  the  primary 
purpose. 


During  the  lengthy  debate  on  these  two 
questions,  it  was  admitted  by  a few  of  the 
debaters  that  free  choice  is  not  in  every  in- 
stance essential  to  good  medical  care  and 
that  the  presence  of  free  choice  is  no  guaran- 
tee of  good  care.  The  dangers  inherent  in 
lay-controlled  plans  that  limit  or  restrict 
free  choice  of  physician  were  emphasized. 

Freedom  of  choice  itself,  however,  was  not 
defined.  It  is  conceivable  that  because  of 
changing  patterns  of  medical  practice,  the 
patient’s  idea  of  "free  choice”  may  be  quite 
different  from  that  of  the  physician.  As 
an  example,  does  the  patient  believe  that  he 
has  exercised  "free  choice”  when  he  places 
himself  in  the  hands  of  a group,  clinic  or 
panel  (open  or  closed)  ? 

The  phrase  "maintaining  the  physician- 
patient  relationship”  has  been  bandied  about 
to  such  an  extent  that  it  defies  definition. 
Despite  its  vagueness,  however,  a personal 
relation  is  implied.  The  argument  becomes 
one  of  how  much  personal  relation  is  gained 
or  lost  through  medical  care  in  solo  practice, 
free-choice  clinics  or  panels  or  in  medical- 
care  plans  involving  third  parties  and  how 
much  personal  relation  the  modern  patient 
actually  wants.  Does  the  average  modern 
patient  want  a sentimental  attachment  and 
a shoulder  to  cry  on,  or  does  he  prefer  a 
conscientious,  well  trained,  scientific  and 
considerate  physician? 

Since  the  patients  themselves  will  deter- 
mine along  what  political  and  economic 
roads  the  practice  of  medicine  will  travel, 
the  American  Medical  Association  may  well 
consider  the  feasibility  of  conducting  a 
scientifically  sound  survey  among  patients 
regarding  what  they  want  in  a physician, 
what  they  consider  the  ideal  physician-pa- 
tient relation  and  what  they  regard  as  free 
choice  of  physician.  Along  with  patients’ 
opinions  as  guides,  organized  medicine  may 
be  able  to  define  comprehensively  and  posi- 
tively freedom  of  choice  and  physician- 
patient  relations. 

The  New  England  Journal  of  Medicine  263:  1200, 
December  8,  1960. 

Published  with  permission  of  Editor. 
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Womans  Auxiliary 


• • • • 


President Mrs.  F.  Clyde  Bedsaul,  Floyd 

President-Elect Mrs.  William  F.  Grigg,  Jr.,  Richmond 

Vice-Presidents Mrs.  Robert  Keeling,  South  Hill 

Mrs.  Theodore  McCord,  Fairfax 
Mrs.  Byron  Eberly,  Portsmouth 


Recording  Secretary  - Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 
Corresponding  Secretary Mrs.  J.  Glenn  Cox,  Hillsville 


Treasurer Mrs.  James  M.  Moss,  Alexandria 

Publications  Chairman  Mrs.  Custis  L.  Coleman,  Richmond 

Directors Mrs.  Walter  A.  Porter,  Hillsville 

Mrs.  Charles  A.  Easley,  Jr.,  Danville 
Mrs.  John  R.  St.  George,  Portsmouth 


Conference  Minutes. 

The  Third  Mid-year  Conference  of  the 
Woman’s  Auxiliary  to  The  Medical  Society 
of  Virginia  was  held  at  the  Medical  Society 
Headquarters,  Richmond,  January  18. 

The  President,  Mrs.  F.  Clyde  Bedsaul, 
called  the  meeting  to  order.  The  Chaplain, 
Mrs.  Hawes  Campbell,  gave  the  invocation, 
which  was  followed  by  the  Pledge  of  Alle- 
giance to  the  Flag  and  the  Pledge  of  Loyalty 
to  the  Woman’s  Auxiliary  to  the  American 
Medical  Association. 

Mr.  Robert  I.  Howard,  Executive  Secre- 
tary of  The  Medical  Society  of  Virginia, 
welcomed  us  on  behalf  of  the  Society. 

Mrs.  Bedsaul  introduced  Mrs.  Walter  H. 
Buffey,  President  of  the  Auxiliary  to  the 
Richmond  Academy  of  Medicine,  who  with 
other  members  of  the  Richmond  Auxiliary, 
was  hostess  for  the  conference. 

The  program  was  then  presented  by  the 
following  chairmen  of  committees: 

Membership:  Mrs.  W.  F.  Grigg,  Jr. 

Mrs.  Grigg  stated  that  we  should  inform 
and  explain  the  functions  of  the  auxiliary 
to  those  doctors’  wives  who  do  not  belong 
to  the  auxiliary.  Three  principles  of  high 
level  membership  are  (1)  harmony,  (2) 
absorbing  programs  and,  (3)  understanding 
the  purposes  and  policies  of  the  Auxiliary 
to  A.  M.  A. 

Finance:  Mrs.  Walter  A.  Porter 

Mrs.  Porter  urged  the  treasurers  to  send 
the  dues  in  on  time.  It  is  hoped  that  our 


membership  can  be  increased  so  that  we 
may  have  more  funds  with  which  to  work. 

The  roll  was  called  by  the  secretary.  Nine- 
teen officers  and  chairman  were  present,  ten 
auxiliaries  were  represented,  and  a total  of 
33  members  were  present. 

Legislation:  Mrs.  Wyndham  B.  Blanton, 

Jr. 

Mrs.  Blanton  introduced  Mr.  Richard 
Nelson,  Field  Representative  of  A.M.A.  who 
spoke  to  us  on  the  legislative  world  that  we 
live  in  today.  Mr.  Nelson  was  a very  inter- 
esting and  well  informed  speaker  and  an- 
swered several  questions  at  the  conclusion 
of  his  talk.  The  importance  of  repeated 
letters  to  Congressmen  was  stressed  and  it 
was  agreed  that  our  motto  should  be  "A 
Wave  of  Words  in  1961”. 

Leigh-Hodges- Wright:  Mrs.  Edward  S. 

Ray 

Mrs.  Ray  gave  a brief  history  of  this  fund 
and  reported  a balance  of  $2,298.21  in  the 
bank. 

Community  Service:  Mrs.  Hugh  Stokes 

Mrs.  Stokes  urged  that  we  all  put  empha- 
sis on  community  service  this  year. 

A.M.E.F. : Mrs.  H.  L.  Bastien 

In  the  absence  of  Mrs.  Bastien,  Mrs.  Bed- 
saul reported  that  token  contributions  to 
A.M.E.F.  are  not  enough  and  that  we  are 
asked  to  give  $5.00  per  member  this  year. 
Since  money  given  is  matched  by  industrial 
funds,  we  always  get  back  much  more  than 
is  given.  It  is  suggested  that  doctors  making 
contributions  to  medical  schools  do  so 
through  A.M.E.F.  since  individual  schools 
may  be  designated  as  recipients. 

Members-at-Large : Mrs.  W.  Nash 

Thompson 

Mrs.  Thompson  stated  that  we  now  have 
20  members-at-large.  These  are  voting 
members  and  pay  dues  of  $3.00. 

Historian:  Mrs.  Byron  T.  Eberly 

Mrs.  Eberly  exhibited  a very  beautifully 
kept  scrapbook  and  urged  us  to  send  her 
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clippings  and  other  mementos  for  the  book. 

Publicity:  Mrs.  Custis  Coleman 

Mrs.  Coleman  requested  that  we  send  in 
write-ups  of  meetings  to  her  promptly  so 
that  they  may  be  reported  on  the  Auxiliary 
page  of  the  Virginia  Medical  Monthly. 

Bulletin:  Mrs.  C.  C.  Hatfield 

Mrs.  Hatfield  was  not  present  and  Mrs. 
Bedsaul  asked  that  we  all  subscribe  to  and 
read  the  Bulletin. 

Philanthropic  Fund:  Mrs.  Ralph  Landes 

Mrs.  Landes  explained  that  this  fund  goes 
to  Sheltering  Arms  Hospital  and  the  Crip- 
pled Children’s  Hospital  both  of  which  re- 
ceive patients  from  the  entire  State  of  Vir- 
ginia. Several  Auxiliaries  have  projects  to 
raise  funds  for  these  hospitals.  Mrs.  Buffey 
reported  that  the  Richmond  Auxiliary  raised 
$2,500.00  for  Sheltering  Arms  by  conduct- 
ing a house  tour. 

Student  Loan  Fund.  Mrs.  Lee  A.  Liggan 

Mrs.  Liggan  reported  that  the  loan  fund 
now  has  almost  $1,000  and  asked  that  some 
one  in  each  community  visit  the  high  schools 
and  tell  students  about  the  fund. 

The  meeting  recessed  at  1:15  for  lunch 
and  resumed  at  2 P.M. 

Health  Education:  Mrs.  Milton  Frieden- 
berg 

Mrs.  Friedenberg  introduces  Mr.  Herman 
L.  Goldberg,  Executive  Director  of  Jewish 
Family  Services,  Richmond,  who  spoke  to 
us  on  Mental  Health  for  the  Three  Genera- 
tion Family. 

Councilor  to  Southern:  Mrs.  James  M. 
Moss 

Mrs.  Moss  announced  that  Southern  will 
meet  at  the  Statler-Hilton  in  Dallas,  Texas, 
November  6-9,  1961,  and  made  suggestions 
concerning  the  observance  of  Doctor’s  Day. 
Mrs.  K.  W.  Howard,  President  of  the  South- 
ern Auxiliary,  spoke  of  her  work  so  far  this 
year. 

The  program  concluded,  the  meeting  was 
adjourned  at  3 P.M. 

Ruth  L.  Gravatt, 
Recording  Secretary 


Mid-year  Board  Meeting  Minutes 

The  Mid-year  Board  Meeting  of  the 
Woman’s  Auxiliary  to  The  Medical  Society 
of  Virginia  was  held  at  the  Medical  Society 
Headquarters,  Richmond,  on  January  19th. 

The  meeting  was  called  to  order  by  the 
President,  Mrs.  F.  Clyde  Bedsaul,  and  the 
invocation  was  given  by  the  Chaplain,  Mrs. 
Hawes  Campbell. 

The  roll  was  called  by  the  Secretary.  Pres- 
ent were  16  officers  and  chairmen  and  repre- 
sentatives from  eleven  auxiliaries.  The  min- 
utes of  the  pre-convention  Board  meeting 
were  read  and  approved  as  read. 

Mrs.  Bedsaul  recognized  the  past-presi- 
dents who  were  present,  and  then  made  the 
following  appointments: 

Reading  Committee:  Mrs.  W.  F.  Grigg, 
Jr.,  Mrs.  R.  D.  Keeling,  Mrs.  Theodore 
McCord 

Rural  Health  Chairman:  Mrs.  C.  F. 
Manges 

The  following  officers  gave  reports: 

President — Mrs.  Bedsaul 

President-elect — Mrs.  Grigg  reported 
progress  being  made  toward  the  organi- 
zation of  auxiliaries  in  Williamsburg 
and  Virginia  Beach. 

1st  Vice-president — Mrs.  Keeling 


Secretary — Mrs.  Gravatt 
Chaplain — Mrs.  Campbell 


Treasurer — Mrs.  Moss 

gave  this  report: 

Balance  brought 

forward 

$2753.15 

Receipts 

418.00 

$3171.15 

Disbursements  to 

1-17-61 

283.60 

on  1-18-61 

259.42  543.02 

Balance  on  hand 

1-19-61 

$2628.13 

Of  which  $942.00  is  the  Student 

Loan  Fund. 

The  Chairman  of  the  Auditing  Commit- 

tee,  Mrs.  Robert  H.  Anderson,  of  Alexan- 


Volume  88,  April,  1961 


241 


dria,  reported  the  books  in  perfect  order  and 
made  a motion  that  the  President’s  travel 
expense  allotment  be  increased  from  $700 
to  $1,000.  Seconded  by  Mrs.  Buffey.  After 
discussion  the  motion  was  not  carried  by  a 
vote  of  8 for  to  14  against.  Mrs.  Porter 
moved,  seconded  by  Mrs.  McCord,  that  this 
matter  be  referred  to  the  finance  committee 
for  consideration.  Motion  carried. 

The  following  county  auxiliaries  reported: 
Alexandria — Mrs.  Anderson 
Arlington — Mrs.  R.  L.  Norment 
Danville-Pittsylvania — Mrs.  J.  R.  Eg- 
gleston 

Fairfax — Mrs.  McCord  reporting  for 
the  president. 

Fourth  District — Mrs.  Whittle’s  report 
read  by  the  secretary. 

Lynchburg — Mrs.  Morris’s  report  read 
by  the  secretary. 

Newport  News — Mrs.  M.  L.  Horne, 
president-elect. 

Norfolk — Mrs.  J.  T.  McFadden 
Portsmouth — Mrs.  Roy  R.  Powell 
Richmond — Mrs.  W.  H.  Buffey 
Southwestern — Mrs.  George  Kelley 
Mrs.  Bedsaul  stated  that  the  national  re- 
port blanks  will  be  sent  to  state  chairmen 
soon  and  to  please  fill  out  and  return 
promptly.  It  was  requested  that  all  chair- 
men and  presidents  of  auxiliaries  make  com- 
plete reports  of  all  their  work  before  leav- 
ing office  and  mail  reports  to  the  president. 
The  secretaries  of  local  auxiliaries  were  asked 
to  send  names  of  deceased  members  to  the 
president  by  May  1st.  Final  annual  reports 
must  be  in  the  president’s  hands  not  later 
than  August  15,  1961. 

Mrs.  Carl  Parker,  chairman  of  the  nom- 
inating committee,  reported  that  the  com- 
mittee has  met  and  asked  for  recommenda- 
tions for  the  various  offices.  The  slate  should 
be  complete  and  sent  to  the  President-elect, 
Mrs.  Grigg,  by  June  1,  1961. 

Mrs.  Bedsaul  asked  that  we  save  time  for 
auxiliary  work  and  not  become  too  involved 
with  other  activities,  so  that  we  may  say 
"yes”  when  asked  to  serve  by  the  nominat- 
ing committee. 


The  subject  of  Honorary  members  was 
discussed  in  response  to  a question  by  Mrs. 
Eggleston  of  Danville-Pittsylvania.  Hon- 
orary members  pay  no  dues.  Their  state  and 
national  dues  are  paid  by  the  local  auxiliary. 
We  have  one  state  Honorary  member,  Mrs. 
William  Fett  Harris  of  Norfolk. 

The  Treasurer,  Mrs.  Moss,  asked  that 
local  treasurers  please  transcribe  to  the  back 
of  the  treasurer’s  cards  each  year,  the  offices 
held  by  the  members. 

The  President-elect,  Mrs.  Grigg,  suggested 
that  in  the  future  Presidential  visits  to  aux- 
iliaries be  made  in  the  Fall  so  that  the  in- 
formation from  the  Presidents’  Conference 
can  be  given  to  the  auxiliaries  while  it  is 
current  and  of  benefit  to  them  during  the 
year. 

Mrs.  Bedsaul  thanked  Mrs.  Buffey  and  the 
Richmond  Auxiliary  for  making  the  ar- 
rangements for  the  conference  and  Board 
meeting. 

A note  from  Mrs.  R.  W.  Howard  thank- 
ing the  auxiliary  for  the  silver  plates,  pre- 
sented to  her  on  the  occasion  of  her  becom- 
ing President  of  the  Southern  Auxiliary,  was 
read  by  the  Secretary. 

Ruth  L.  Gravatt 
(Mrs.  A.  B.  Gravatt,  Jr.) 
Recording  Secretary 

Alexandria. 

The  popular  guitarist,  Charlie  Bryd,  pro- 
vided an  exceptionally  pleasant  and  relax- 
ing afternoon’s  entertainment  for  the  Al- 
exandria Medical  Auxiliary  on  February 
21st  at  the  home  of  Mrs.  Harrison  Picot. 
Following  the  luncheon  served  by  Mrs.  James 
Gilbert,  Mrs.  H.  Glenn  Thompson  and  Mrs. 
Picot,  the  members  of  the  Auxiliary  settled 
themselves  comfortably  in  the  living  room 
to  enjoy  Mr.  Bryd’s  classic  guitar.  In  his 
opinion,  the  guitar  is  best  suited  to  this  type 
of  setting,  and,  in  fact  gained  its  first  pop- 
ularity in  the  16th  century,  in  Spain,  as  a 
"parlor  instrument”. 

Interspersing  his  playing  with  a history  of 
the  guitar,  Mr.  Bryd,  who  is  leaving  soon  on 
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a concert  tour  of  South  America,  included 
in  his  musical  program  two  pavans,  a Luis 
Milan,  Prelude  and  Gavotte,  Etude  in  B 
Minor,  a Fernando  Sor,  and  Sonta  Paganini. 

A short  business  meeting  followed,  pre- 
sided over  by  Mrs.  Robert  Anderson.  Nata- 
lie Baum  pointed  out  that  the  recent  in- 
crease in  unemployment  in  the  community 
would  undoubtedly  mean  a greater  need 


for  shoes  in  the  community  and  suggested 
an  immediate  all-out  effort  to  increase  our 
stock  of  children’s  shoes  at  the  Shoe  Center. 

A covered  dish  supper  was  held  on  Feb- 
ruary 11th  at  the  home  of  Dr.  and  Mrs. 
John  Hoyle  with  about  1 5 in  attendance, 
in  spite  of  the  snow. 

Jean  C.  Murphy. 


Meanest  Sharpies  in  World 


Medical  mail-order  quacks  were  termed 
the  "meanest  sharpies  in  the  world”  in  an 
expose  in  the  March  Today’s  Health  maga- 
zine, published  by  the  American  Medical 
Association. 

"Peddling  useless  drugs,  fake  'remedies,’ 
and  bizarre  therapeutic  gadgets  via  the  U.S. 
mails  is  a lucrative  source  of  income  for 
some  of  the  meanest  sharpies  in  the  world. 
These  human  vultures  feed  on  the  ignorance 
and  hopes  of  men  and  women  who  yearn 
for  the  'miracles’  that  legitimate  medicine 
thus  far  has  been  unable  to  provide.” 

The  U.S.  Postal  Inspection  Service  was 
credited  with  preventing  mail-order  quack- 
ery from  becoming  possibly  the  greatest 
swindle  of  all  time.  However,  last  year  the 
American  public  was  bilked  out  of  $50  mil- 
lion by  mail-order  frauds. 

"For  the  most  part,  medical  mail-order 
frauds  operate  on  two  related  theories:  Some 
people  will  pay  anything  for  a promised 
'miracle,’  and  a certain  percentage  of  suck- 
ers can  be  found  on  almost  any  mailing  list. 

"Accordingly,  high  on  the  gyp  parade  are 
preparations  and  devices  that  appeal  to  van- 
ity, and  'cures’  or  treatments  for  ailments 
for  which  no  effective  treatments  are 
known.  These  range  from  bosom  developers 
and  'dietless’  reducing  schemes  based  on  pills, 
tonics,  and  gadgets  to  the  most  tragic  of  all 
nostrums,  'cures’  for  victims  of  heart  dis- 


ease, arthritis,  rheumatism,  and  cancer.” 

The  mail-order  quack,  no  matter  how 
harmless  his  cure  or  gadget,  is  a potential 
killer.  Mail-order  quackery  causes  misery, 
injury,  and  death  by  delaying  early  and 
proper  treatment  by  a physician.  "Time 
after  time,  postal  inspectors  have  seen  such 
delays  spell  the  difference  between  life  and 
death.” 

A current  danger  is  the  widespread  traffic 
in  appetite  depressants,  pushed  as  schemes 
for  dietless  reducing. 

"Without  exception,  these  mail-order 
'diet’  plans  are  worthless  or  misleading. 
What’s  worse,  the  most  vulnerable  suckers 
on  the  mailing  list  are  those  who  have  ail- 
ments frequently  associated  with  obesity — 
diabetes,  thyroid  disease,  and  heart,  liver, 
and  kidney  trouble.  For  these  hapless  vic- 
tims, dieting  without  a physician’s  guidance, 
like  almost  any  form  of  self-medication,  is 
fraught  with  danger.” 

Avoiding  mail  frauds  can  be  a simple  mat- 
ter of  regarding  any  therapy,  device,  treat- 
ment, remedy,  or  cure  sold  by  mail  with 
suspicion,  especially  if  it  makes  sweeping 
claims.  "In  any  case,  your  best  protection  is 
your  own  doctor.  If  you  think  it’s  some- 
thing he  may  not  have  heard  about,  he  can 
look  into  it  a lot  quicker  and  more  reliably 
than  you  can.” 

The  article  was  written  by  Harry  Kursh. 
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Editorial 


Quality  Control  in  the  Practice  of  Pathology 

CONFIDENCE  placed  by  the  medical  profession  in  the  results 
of  laboratory  tests  is  a challenge  to  the  practice  of  pathology.  A 
modern  laboratory  is  expected  to  live  up  to  standards  of  accuracy,  repro- 
ducibility, specificity  and  general  dependability  to  justify  the  reliance 
placed  upon  it  by  the  various  and  numerous  requests. 

To  meet  this  challenge,  an  increased  emphasis  on  quality  control  de- 
veloped in  recent  years.  The  concept  of  quality  control  is  not  new.  The 
term,  however,  was  recently  borrowed  from  industry  where  it  is  an 
important  aspect  of  the  productive  effort. 

Quality  control  as  adapted  to  laboratory  medicine  deals  with  the  fol- 
lowing areas:  (a)  personnel,  (b)  equipment,  (c)  reagents,  and  (d) 

methods. 

Personnel:  It  is  perfectly  obvious  that  complete  automation  of 

laboratory  procedures  is  not  anywhere  in  sight,  and  reliance  on  the  com- 
petence, intelligence  and  integrity  of  laboratory  personnel  will  be  neces- 
sary for  many  years  to  come.  Each  department  of  a well  run  laboratory 
is  supervised  by  a medical  technologist  who  pursued  the  proper  college 
curriculum  and  was  trained  in  an  approved  school  of  medical  technology 
under  the  sponsorship  of  the  American  Society  of  Clinical  Pathologists. 
They  have  passed  a comprehensive  test  organized  by  the  registry  of 
Medical  Technologists  (A.S.C.P.)  and  are  pledged  to  a strict  code  of 
ethics.  Their  training  and  work  are  supervised  by  a specialist  in  pathol- 
ogy. They  perform  the  more  exacting  laboratory  procedures,  check 
the  accuracy  and  suitability  of  instruments,  detect  flaws  in  procedures 
and  act  with  the  director  of  the  laboratory  as  a quality  control  team. 

Ancillary  laboratory  personnel  working  under  the  supervision  of  tech- 
nologists are  entrusted  with  tasks  which  are  less  exacting  as  far  as  the 
educational  background  is  concerned.  Most  of  their  activities  are  of  a 
routine  and  repetitious  nature.  This  fact,  however,  does  not  constitute 
any  compromise  to  accuracy  and  meticulous  attention  to  technical  de- 
tails of  each  procedure. 

Professional  integrity  of  the  personnel  is  a most  essential  requisite. 
Any  technician  who  encounters  difficulties  in  the  execution  of  his  task 
should  be  the  first  one  to  call  attention  of  his  supervisor  to  his  problem. 
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"Covering  up”  by  making  the  tests  "fit”  each  other  or  the  technician’s 
concept  of  the  clinical  picture  is  a modification  of  the  old-fashioned 
"sink  test”  and  cannot  be  tolerated.  Any  technician  indulging  in  this 
practice  has  no  place  in  a medical  laboratory. 

Proper  motivation  of  the  laboratory  personnel  is  essential  to  good 
morale  and  proper  function  of  a laboratory.  A technician  should  be 
acquainted  as  much  as  possible  with  the  importance  of  his  work  in  the 
"bigger  picture”.  Technicians  should  be  invited,  at  least  occasionally,  to 
medical  staff  meetings  particularly  where  laboratory  tests  are  discussed 
in  reference  to  the  solution  of  a clinical  program.  This  experience  tends 
to  develop  the  self-respect  and  their  respect  for  their  work,  both  im- 
portant ingredients  of  proper  motivation. 

The  proficiency  of  the  laboratory  personnel  is  maintained  and  ad- 
vanced by  participation  in  periodic  proficiency  surveys  conducted  by 
the  Commission  on  Continuing  Education  of  the  American  Society  of 
Clinical  Pathologists.  "Unknowns”  with  problems  in  bacteriology,  para- 
sitology, clinical  chemistry,  hematology,  etc.,  are  sent  to  participating 
laboratories  by  reference  laboratories.  The  problems  are  followed  by  an 
instructive  critique.  Workshops  and  refresher  courses  organized  by  state, 
regional  and  national  societies  of  pathologists  and  medical  technologists 
are  also  an  important  tool  in  maintaining  and  improving  the  personnel 
standards  of  modern  laboratories. 

Equipment : Adequacy  of  laboratory  equipment  is  a constantly 

recurring  problem.  Even  simple  instruments  such  as  pipettes,  urinome- 
ters,  etc.,  frequently  fail  to  measure  up  to  standards  of  accuracy  and 
have  to  be  checked  and  recalibrated  or  discarded. 

Some  pieces  of  equipment  loose  their  accuracy  after  prolonged  use.  A 
paper  scale  enclosed  in  the  urinometer  neck  may  slip  down  and  cause 
inaccurate  readings  of  specific  gravity.  A cuvet  may  accumulate  enough 
scratches  in  the  course  of  repeated  washings  until  its  optical  adequacy  is 
significantly  reduced  and  the  readings  of  an  otherwise  accurate  spectro- 
photometric  device  become  erroneous. 

Cleanliness  of  equipment  is  an  important  factor.  A dirty  pipette  fails 
to  deliver  the  required  amount  of  filtrate  or  reagent  and  interferes  with 
accuracy  and  reproducibility  of  results. 

Reagents:  Reagents  should  be  prepared  from  chemically  pure  ingre- 
dients or  purchased  from  reliable  manufacturers  where  preparation 
of  the  reagents  within  the  laboratory  is  impractical  for  a variety  of 
reasons.  In  either  case,  the  adequacy  of  each  batch  of  reagents  should 
be  tested  against  known  standard  solutions. 
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Preparation  of  standard  solutions  may  be  a gigantic  task.  The  develop- 
ment of  a certified  standard  for  use  in  determination  of  hemoglobin  con- 
sumed years  of  research  by  a special  panel  organized  in  1954  by  the 
Division  of  Medical  Sciences — National  Research  Council.  The  panel 
consisted  of  representatives  of  several  medical  schools,  National  Institutes 
of  Health,  National  Bureau  of  Standards,  Walter  Reed  Army  Institute 
of  Research,  College  of  American  Pathologists,  American  Society  of 
Clinical  Pathologists  and  National  Research  Council  of  Canada.  After 
extensive  field  trials  involving  more  than  a thousand  laboratories,  the 
panel  adapted  a cyanmethemoglobin  standard  devised  by  Drabkin.  In 
195  8,  the  final  proposal  was  made  by  the  Division  of  Medical  Sciences — 
National  Academy  of  Sciences — National  Research  Council.1 

Other  standard  solutions  are  supplied  by  the  College  of  American 
Pathologists  and  by  some  manufacturers  of  laboratory  reagents. 

Methods : The  choice  of  methods  for  use  in  medical  laboratories  is 
usually  the  task  of  the  pathologist.  A method  has  to  meet  requirements  of 
accuracy,  specificity  and  reproducibility.  It  must  also  be  reasonably 
simple.  A complicated  procedure  introduces  many  variables  and  thus 
potential  sources  of  error.  A method  should  also  be  rapid.  A time  con- 
suming method  may  deliver  accurate  results  too  late  to  be  of  practical 
value  in  the  clinical  management  of  a case.  The  method  as  well  as  the 
equipment  should  be  tested  against  various  strengths  of  reliable  standard 
solutions  on  several  occasions  to  insure  reproducibility.  It  is  desirable, 
particularly  with  procedures  that  are  used  infrequently,  to  run  each  test 
in  duplicate  or  triplicate  simultaneously  with  a standard  solution. 

Quality  control  is  not  a static  situation  where  the  laboratory  personnel 
complacently  adheres  to  a set  of  practices  no  matter  how  well  they  were 
thought  out. 

Quality  control  demands  constant  vigilance  by  every  member  of  the 
laboratory  team.  It  requires  meticulous  attention  to  details,  initiative  and 
ingenuity  in  devising  new  methods  or  inventing  new  applications  for  old 
methods. 

Simon  Russi,  M.D. 

1.  Cannan,  R.  Keith:  Proposal  for  a Certified  Standard  for  Use  in  Hemoglobinometry. 

Am.  J.  Clin.  Path.  30:  211-215,  September  1958. 
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QjuuvwiL  QuhhsinLbu 

H.R.  4222:  Now  that  the  lines  have  been  drawn  and  the  battle  is  on,  it  may  indeed 
be  well  to  take  another  look  at  the  administration’s  bill  to  tie  health  care  for  the  aged 
to  the  Social  Security  system.  Surely  every  physician  should  be  thoroughly  informed 
concerning  this  bill  and  thus  be  in  position  to  point  out  the  threat  which  it  poses,  not 
only  for  the  profession,  but  for  every  American. 

The  bill  would  amend  the  Social  Security  Law  by  adding  a new  title  (XVI)  under 
which  in-patient  hospital  services,  skilled  nursing  home  services,  home  health  services, 
and  out-patient  hospital  diagnostic  services  would  be  provided  to  any  individual  over 
age  65  who  is  entitled  to  monthly  insurance  benefits  under  title  II  of  the  Social  Security 
Law  or  under  the  Railroad  Retirement  Act,  whether  or  not  they  are  receiving  them. 

The  services  provided  under  the  bill  may  be  broken  down  as  follows: 

Up  to  90  days  of  in-patient  hospitalization  in  semiprivate  accommodations  (two-, 
three-  or  four-bed)  subject  to  a deductible  of  $10  for  each  of  the  first  nine  days  of 
hospitalization,  with  a minimum  deduction  of  $20. 

Up  to  180  days  of  skilled  nursing  home  services,  but  the  combined  in-patient  hos- 
pital services  and  skilled  nursing  home  services  could  not  exceed  150  units  of  serv- 
ices furnished  during  a "benefit  period”. 

Home  health  services  up  to  a maximum  of  240  visits  during  a calendar  year  (in- 
cludes such  services  as  intermittent  nursing  care  therapy) . 

Out-patient  hospital  diagnostic  services  which  would  be  subject  to  a deductible  of 
$20  for  each  complete  diagnostic  study. 

A "unit  of  service”  would  be  equal  to  one  day  of  in-patient  hospital  services  or 
two  days  of  skilled  nursing  home  services.  Thus,  an  individual  who  remained  in  a hos- 
pital for  90  days  would  be  eligible  for  an  additional  120  days  of  skilled  nursing  home 
care  after  his  hospitalization. 

There  are  many  sound  arguments  against  this  proposal.  It  would  create  a huge  Federal 
bureaucracy  from  which  no  good  can  come;  it  is  actually  unnecessary  since  the  Kerr- 
Mills  law,  once  implemented  by  the  States,  will  meet  the  needs  of  the  needy  aged;  it 
would  probably  destroy  private  voluntary  health  insurance  plans  and  would  undoubt- 
edly be  extended  to  provide  all  professional  services  to  all  persons  of  all  ages — in  other 
words  complete  compulsory  government  health  insurance. 


In  order  to  meet  the 

cost  of  the 

program, 

the  wage  base  subject  to 

Social  Security  taxes 

would  be  increased  in 

1962  from  $4,800  to 

$5,000.  The  tax  rate 

would  be  increased 

as  follows: 

Self-Employed 

Employee-Employer  (each) 

Present 

Proposed 

Present 

Proposed 

1962 

4/2% 

4/2% 

3 % 

3 % 

1963-65 

5/4% 

5/8% 

3/2% 

3/4% 

1966-68 

6 % 

6/8% 

4 % 

4/4% 

1969  & thereafter 

6/4% 

7/8% 

4/2% 

4/4% 

It  should  be  pointed  out  that  H.R.  4222  does  not  cover  physicians’  services  in  office, 
home  or  hospital.  It  seems  safe  to  predict,  however,  that  should  the  bill  be  enacted,  the 
very  next  step  would  be  to  include  professional  services. 

AMA  ANNUAL  MEETING:  The  110th  Annual  Meeting  of  the  American  Medical 
Association  will  bring  an  estimated  5 0,000  persons,  including  25,000  physicians,  into 
New  York  City  from  June  25-30. 

The  five  day  convention,  referred  to  as  the  "world’s  fair  of  medicine”,  will  attract  not 
only  physicians,  but  also  their  wives  and  families,  internes,  residents,  exhibitors  and 
many  others  connected  with  medicine  and  its  allied  fields. 

All  four  floors  of  New  York’s  big  Coliseum  will  be  needed  for  the  827  technical  and  3 50 
scientific  exhibits.  More  than  2,000  physicians  will  take  part  in  the  scientific  program 
designed  to  keep  physicians  current.  Teaching  mediums  will  include  lectures,  sympo- 
siums, panel  discussions,  movies  and  closed  circuit  TV. 

Physicians  will  be  particularly  interested  in  the  expanded  physical  examination  booth 
on  the  third  floor  of  the  Coliseum.  During  the  Meeting  at  Miami  Beach  last  year,  20% 
of  the  1,328  physicians  examined  were  found  to  have  heart  abnormalities.  This  repre- 
sented twice  the  average  for  the  general  population.  Of  the  1,008  doctors  taking  chest 
X-rays,  14%  were  found  to  have  abnormalities. 

DID  YOU  KNOW:  In  1923,  only  11  per  cent  of  all  physicians  limited  their  practice 
to  a specialty,  while  today  full-time  specialists  comprise  38  per  cent  of  all  physicians. 

The  total  disability  from  last  year’s  13,800  deaths  and  1,960,000  work  injuries  repre- 
sents approximately  167  million  man-days  of  disability,  the  equivalent  to  a year’s  full- 
time employment  of  some  540,000  workers. 


News  Notes 


• • • • 


New  Members. 

Since  the  list  published  in  the  March  issue 
of  the  Monthly,  the  following  new  members 
have  been  received  into  The  Medical  Society 
of  Virginia: 

Chee  Kong  Chu,  M.D.,  Catawba 
Wirt  Lee  Davis,  M.D.,  South  Hill 
James  Edward  Etheridge,  Jr.,  M.D.,  Char- 
lottesville 

John  Stevenson  Fletcher,  M.D.,  Williams- 
burg 

Walter  J.  Geeraets,  M.D.,  Richmond 
James  Raymond  Berry  Hutchinson,  Jr., 
M.D.,  Richlands 
Robert  Lionel  Kent,  M.D.,  Wise 
John  H.  Kliwer,  M.D.,  Charlottesville 
James  Richmond  Low,  M.D.,  Fredericks- 
burg 

Gerhard  H.  Lukowsky,  M.D.,  Alexandria 
Eugene  Davis  Nolley,  M.D.,  Churchville 
James  C.  Rahman,  M.D.,  Walkerton 
David  Wesley  White,  M.D.,  Charlottes- 
ville 

Arthur  William  Wyker,  M.D.,  Char- 
lottesville 

Correction. 

In  an  article  on  "The  Problem  of  Treat- 
ment of  Atherosclerosis”  by  Drs.  Homer  A. 
Sieber,  William  D.  Poe,  and  James  E.  Whe- 
less,  Roanoke,  which  appeared  in  the  August 
1960  issue  of  the  Monthly,  the  statement 
was  made  that  CLARIN  is  used  "sublingually 
four  times  a day  at  a cost  of  about  $40.00 
per  month”.  Thomas  Leeming  & Company, 
manufacturers  of  this  product,  advise  that 
there  are  two  errors  in  this  statement.  The 
suggested  dosage  is  three  times  a day  and  as 
the  patient  pays  20^'  per  tablet  for  Clarin  at 
retail,  the  monthly  cost  would  be  $18.00. 

Dr.  Swineford  Honored. 

Dr.  Oscar  Swineford,  Jr.,  member  of  the 
medical  faculty  at  the  University  of  Vir- 


ginia for  more  than  thirty  years,  has  been 
honored  by  the  establishment  of  the  Oscar 
Swineford  Allergy  Fund.  Announcement  of 
the  carefully  guarded  secret  was  made  at  a 
dinner  meeting  of  the  Walter  Reed  Army 
Hospital  Officers’  Club  held  in  Washington. 

Over  the  past  twenty  years  almost  forty 
physicians  have  received  postgraduate  train- 
ing at  the  University  of  Virginia  Allergy 
Clinic  under  Dr.  Swineford’s  direction. 
These  former  fellows,  who  are  now  working 
in  all  sections  of  the  United  States  and  in 
several  foreign  countries,  have  joined  to- 
gether in  the  project  to  honor  Dr.  Swine- 
ford and  to  promote  the  teaching  of  Allergy 
at  the  University.  The  income  from  the 
fund  is  to  be  used  to  support  a lecture,  to 
establish  a fellowship,  to  purchase  books  and 
journals  of  importance  in  the  field  of  aller- 
gy, or  in  other  appropriate  ways  to  promote 
the  graduate  or  undergraduate  teaching  of 
allergy.  Over  $10,000  has  already  been 
pledged  to  the  fund. 

At  the  conclusion  of  the  dinner,  Dr.  and 
Mrs.  Swineford  were  presented  with  a Paul 
Revere  silver  bowl. 

Dr.  Sliowalter  Honored. 

Masons  from  Christiansburg  and  Western 
Virginia  recently  paid  tribute  to  Dr.  A.  M. 
Showalter  for  a half  century  of  service  to 
Masonry.  He  is  the  oldest  living  past  grand 
master  of  Masons  in  Virginia  and  was  pre- 
sented a plaque,  two  scrolls,  a biographical 
pamphlet,  a 50-year  service  pin  and  a gavel. 
In  recognition  of  his  work  in  the  Masonic 
world,  Dr.  Showalter  has  been  made  an  hon- 
orary member  of  the  Lakeland  Lodge  in 
Roanoke,  Floyd  Lodge,  and  Hellenic  Lodge 
in  Richmond. 

Dr.  Marston  to  Assume  New  Post. 

Dr.  Robert  Q.  Marston,  assistant  dean  of 
the  Medical  College  of  Virginia,  has  been 
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named  director  of  the  University  of  Mis- 
sissippi Medical  Center  and  dean  of  the  med- 
ical school,  effective  July  1st. 

Dr.  Vincent  Archer, 

Retiring  head  of  the  department  of  ra- 
diology at  the  University  of  Virginia,  was 
recently  honored  by  the  Virginia  Radiologi- 
cal Society.  His  career  was  reviewed  and  he 
was  presented  with  antique  glassware,  a gift 
from  the  Society. 

Chairman  of  Department  of  Radiology. 

Dr.  Richard  G.  Lester  will  assume  the 
chairmanship  of  the  Department  of  Ra- 
diology of  the  Medical  College  of  Virginia 
in  April.  He  has  been  a member  of  the  med- 
ical faculty  of  the  University  of  Minnesota 
since  1954  and  associate  professor  of  radi- 
ology since  1959. 

Dr.  Peter  N.  Pastore, 

Richmond,  addressed  the  Atlanta  Gradu- 
ate Medical  Assembly  at  its  meeting  held  in 
February.  He  gave  four  lectures. 

Dr.  Thomas  S.  Ely, 

Big  Stone  Gap,  has  been  appointed  to 
Kazim  Temple  as  Outer  Guard.  He  is  a 
past  president  of  the  Powell  Valley  Shrine 
Club. 

Dr.  T.  Elmore  Jones, 

Portsmouth,  has  assumed  the  post  of  city 
school  physician,  succeeding  Dr.  R.  M. 
Cox.  Dr.  Cox  resigned  after  22 14  years  of 
service. 

Dr.  Edwin  L.  Kendig,  Jr., 

Richmond,  has  been  appointed  to  the 
Board  of  Visitors  of  the  University  of  Vir- 
ginia. 

Northern  Virginia  Clinical  Assembly. 

The  Annual  Assembly  will  be  held  on 
April  9th  at  the  Kenmore  Junior  High 


School,  Arlington.  The  following  program 
is  being  presented  by  speakers  from  Yale 
University,  School  of  Medicine:  Control  of 
Staphylococci  in  the  Nursery  by  Dr.  Louis 
Gluck,  Assistant  Professor  of  Pediatrics;  Re- 
versible Renal  Failure  by  Dr.  Howard  Levi- 
tin, Assistant  Professor  of  Medicine;  Diag- 
nosis of  Parotid  Tumefaction  by  Dr.  Donald 
P.  Shedd,  Assistant  Professor  of  Surgery; 
and  Use  of  Newer  Progestational  Com- 
pounds by  Dr.  Walter  Herrmann,  Assistant 
Professor  of  Obstetrics  and  Gynecology. 
There  will  also  be  a Clinical  Pathological 
Conference  with  discussion  by  Dr.  Levitin 
and  comment  by  Dr.  Shedd. 

Stoneburner  Lecture. 

The  Fourteenth  Annual  Stoneburner  Lec- 
tures Series  was  held  at  the  Medical  College 
of  Virginia,  March  15-17.  A Symposium 
on  Immune  Mechanisms  in  Medicine  was 
held  in  conjunction  with  the  Lectures.  Dr. 
Lewis  Thomas,  Professor  and  Chairman  of 
the  Department  of  Medicine,  New  York 
University  School  of  Medicine  and  Director 
of  the  3rd  and  4th  Medical  Divisions  of 
Bellevue  Hospital,  was  Guest  Lecturer. 

Mrs.  Regirir  Appointed  to  Commission. 

Governor  Almond  recently  announced 
the  appointment  of  Mrs.  Gene  Clark  Regi- 
rir, Administrator  of  Mrs.  Plyler’s  Nursing 
Home,  to  the  Virginia  Commission  on  the 
Aging.  She  is  currently  president  of  the 
Licensed  and  Practical  Nurses  Association 
of  Virginia,  Area  5,  and  is  well  qualified  for 
her  new  assignment,  having  worked  closely 
with  our  elder  citizens  for  a number  of 
years. 

Annual  Spring  Congress. 

The  thirty-fourth  Annual  Spring  Con- 
gress of  the  Gill  Memorial  Eye,  Ear  and 
Throat  Hospital,  Roanoke,  will  be  held 
April  3-8,  at  the  Patrick-Henry  Hotel.  The 
following  are  members  of  the  Faculty:  Dr. 
Rudolf  Aebli,  New  York;  Dr.  Allen  Bar- 
ker, Roanoke;  Dr.  Windsor  S.  Davies,  De- 
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troit;  Dr.  R.  M.  Fasanella,  New  Haven, 
Conn.;  Dr.  Robert  L.  Goodale,  Boston;  Dr. 
Thomas  Hedges,  Philadelphia;  Dr.  Chevalier 
Jackson,  Philadelphia;  Dr.  George  Knauf, 
Patrick  Air  Force  Base,  Florida;  Dr.  Arthur 
Linksz,  New  York;  Dr.  George  Murgatroyd, 
Baltimore;  Dr.  Donald  F.  Proctor,  Balti- 
more; Dr.  James  Purnell,  New  York;  Dr. 
Bernard  Schwartz,  Brooklyn;  Dr.  Ben  H. 
Senturia,  St.  Louis;  Dr.  Benjamin  H.  Shus- 
ter, Philadelphia;  Dr.  Harold  Syrop,  Rich- 


Obituaries.... 

Dr.  William  Levi  Old, 

Prominent  physician  of  Norfolk,  died 
January  30th  at  the  age  of  ninety-two.  He 
was  a native  of  North  Carolina  but  lived 
most  of  his  life  in  Norfolk  and  graduated 
in  medicine  from  the  University  of  Virginia 
in  1894.  Dr.  Old  served  as  a major  in  the 
Virginia  Volunteer  Unit  Medical  Corps  in 
the  Spanish- American  War.  He  then  re- 
turned to  Norfolk  for  practice.  Upon  his 
retirement,  Dr.  Old  made  his  home  at  Lon- 
don Bridge. 

Dr.  Old  was  a charter  member  of  the 
American  College  of  Surgeons  and  had  been 
a member  of  The  Medical  Society  of  Vir- 
ginia for  sixty  years. 

His  wife  and  a son,  Dr.  William  Levi  Old, 
Jr.,  survive  him. 

Dr.  Hugh  W.  Smeltzer, 

Prominent  Washington  County  physician, 
died  February  1st.  He  was  eighty-one  years 
of  age  and  received  his  medical  degree  from 
the  University  of  Maryland  in  1909.  Dr. 
Smeltzer  had  maintained  offices  and  prac- 
ticed in  Abingdon  and  Greendale  for  the  past 
fifty-two  years.  He  had  taught  Sunday 
School  at  the  Greendale  Methodist  Church 
for  the  past  thirty-five  years. 

Dr.  Smeltzer  had  been  a member  of  The 


mond;  Dr.  Frederick  Theodore,  New  York; 
Dr.  William  P.  Tice,  Roanoke;  and  Dr.  H. 
P.  Wagener,  Rochester,  Minn. 

Wanted 

Obstetrician  - Gynecologist  Associate, 
group  practice.  Two-man  obstetrical-gyne- 
cological service.  Southwest  Virginia.  Very 
progressive  financial  scale.  Boards  not  re- 
quired. Write  #10,  care  Virginia  Medical 
Monthly,  4205  Dover  Road,  Richmond  21, 
Virginia.  (Adv.) 


Medical  Society  of  Virginia  for  thirty-three 
years. 

His  wife,  a son  and  a daughter  survive 
him. 

Dr.  Berkeley. 

It  is  with  great  sorrow  that  we  record  the  passing 
of  our  esteemed  colleague,  Dr.  Greeneville  Ramsey 
Berkeley. 

He  was  born  in  188  3 in  Jackson,  Tennessee,  the 
son  of  Captain  Edmund  and  Julia  Ramsey  Berkeley. 
His  father  being  an  executive  of  the  Seaboard  Air- 
line, Dr.  Berkeley’s  early  education  was  obtained  in 
Greensboro,  N.C.,  Columbia,  S.C.,  Richmond,  Va., 
and  Atlanta,  Ga.  In  1903  he  received  his  A.B.  de- 
gree from  the  University  of  North  Carolina.  In 
1906  he  graduated  from  Jefferson  Medical  College 
in  Philadelphia  being  awarded  the  highest  honors  in 
his  class.  He  returned  to  the  University  of  North 
Carolina  for  a year  as  Instructor  in  Anatomy  and 
in  1907  he  came  to  Norfolk  and  interned  at  the 
Norfolk  Protestant  Hospital  before  establishing  his 
private  practice  in  general  medicine  and  surgery. 

In  earlier  years  Dr.  Berkeley  was  active  in  sports, 
played  quarterback  for  North  Carolina,  was  on  the 
track  team  at  Jefferson,  and  third  baseman  on  the 
Norfolk  Doctor’s  Team  in  1908. 

He  was  married  in  1911  to  former  Mildred  McKee 
Jones  of  Raleigh,  who  predeceased  him  in  1946. 
Surviving  are  his  son  Greeneville  R.  Berkeley,  Jr., 
Commander  U.S.  Navy,  and  a daughter  Mrs.  Arthur 
J.  Hall,  Jr.,  both  of  London  Bridge. 

Dr.  Berkeley  was  a member  of  the  Norfolk  County 
Medical  Society,  The  Medical  Society  of  Virginia,  the 
Industrial  Medical  Society,  and  Life  Member  of  the 
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Old  Dominion  Chapter  of  the  Telephone  Pioneers  of 
America,  and  the  American  Medical  Association. 

In  addition  to  the  responsibilities  of  a large  private 
practice  Dr.  Berkeley  was  a surgeon  for  the  Seaboard 
Airline,  the  Old  Bay  Line,  the  C&P  Telephone  Com- 
pany, and  was  also  chief  examiner  for  several  insur- 
ance companies  and  physician  for  the  Norfolk  City 
jail. 

Although  retired  from  practice  for  several  years, 
the  memory  of  his  devoted  service  to  his  many 
patients  will  long  survive. 

We,  the  members  of  this  Society  desire  to  pay 
tribute  to  the  memory  of  our  esteemed  and  beloved 
colleague. 

Therefore  Be  It  Resolved  that  this  expression 
of  our  feeling  be  recorded  in  the  records  of  this 
Society. 

Be  It  Further  Resolved  to  send  a copy  of  this 
resolution  to  the  members  of  his  family  and  to  the 
Virginia  Medical  Monthly. 

W.  Arthur  Porter,  M.D., 
C.  L.  Harrell,  M.D. 

Dr.  May. 

Whereas  the  passing  of  Dr.  James  T.  May  has 
prematurely  removed  from  the  Norfolk  County  Med- 
ical Society  one  of  its  esteemed  members, 


Be  It  Resolved  that  we,  the  members  of  the 
Norfolk  County  Medical  Society,  feel  that  a great 
loss  has  been  suffered  by  the  death  of  this  member, 
both  as  a member  of  the  Society  and  a friend  of  the 
surviving  members. 

Dr.  May  was  born  in  Bedford  County  on  Decem- 
ber 1,  1919.  He  attended  the  Medical  College  of 
Virginia  from  which  he  received  hs  degree  in  June 
1945.  He  served  his  internship  and  his  residency  at 
DePaul  Hospital.  He  entered  the  United  States  Naval 
Reserve,  Medical  Corps,  serving  from  1946  to  1948. 

He  was  a member  of  the  Phi  Beta  Pi,  Medical,  and 
Kappa  Psi  Pharmacy.  He  was  a member  of  the 
Norfolk  County  Medical  Society  from  1951  until 
his  death,  and  a member  of  The  Medical  Society  of 
Virginia  from  1956. 

At  the  time  of  his  sudden  death  he  had  full  medical 
privileges  at  DePaul  Hospital,  Norfolk  General  Hos- 
pital, and  Leigh  Memorial  Hospital. 

Be  It  Resolved,  that  we  feel  that  the  Society  has 
lost  a valuable  doctor  by  the  death  of  Dr.  May, 

And  Be  It  Resolved,  that  a copy  of  these  Reso- 
lutions be  placed  in  the  records  of  the  Norfolk 
County  Medical  Society,  and  a copy  of  these  resolu- 
tions also  be  sent  to  his  family. 

John  W.  Oast,  M.D.,  Chairman. 

John  Vann,  M.D. 
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MILD- MODE  RATE-SEVERE 
GASTROINTESTINAL  DISORDERS 


Pro-Banthine* 


Brand  of  propantheline  bromide 


TABLETS 

AMPULS 


One  characteristic  of  Pro-Banthine  which  has 
won  it  general  medical  acceptance  is  its  versa- 
tility. Pro-Banthine  has  proved  highly  useful  in 
the  management  of  gastrointestinal  disorders 
varying  widely  in  both  symptoms  and  severity. 

In  peptic  ulcer  and  in  other  disorders  char- 
acterized by  hyperacidity,  hypermotility  or 
spasm  of  the  enteric  tract,  Pro-Banthine  con- 
trols symptoms  with  a consistency  attested  in 
more  than  375  published  reports. 

This  therapeutic  proficiency  results  not 
merely  from  the  high  level  of  pharmaco- 
dynamic activity  of  Pro-Banthine  but  also  from 
a favorable  balance  of  its  actions  on  both  au- 
tonomic ganglia  and  parasympathetic  effector 
organs.  The  total  effect  of  this  activity  permits 
doubling  or  tripling  the  usual  dosage  to  relieve 
severe  or  intractable  conditions  without  unduly 
extending  or  aggravating  secondary  actions. 

Less  than  a satisfactory  response1  to  Pro- 
Banthine  may  often  be  simply  a result  of  less 
than  adequate  dosage. 


Pro-Banthine,  brand  of  propantheline  bro- 
mide, is  supplied  in  tablets  of  15  mg.  for  oral 
administration  in  conditions  such  as  peptic 
ulcer,  gastritis,  duodenitis,  pylorospasm,  biliary 
dyskinesia  and  spastic  colon,  and  in  ampuls  of 
30  mg.  for  intramuscular  or  intravenous 
administration  in  conditions  such  as  ureteral 
spasm  and  pancreatitis  in  which  prompt  and 
vigorous  effects  are  required  or  when  nausea 
and  vomiting  preclude  oral  administration. 

Usual  adult  dosage:  One  tablet  four  times 
daily.  Up  to  four  tablets  may  be  administered 
four  times  daily  for  severe  manifestations. 


When  emotional  factors  prevail  — 
Pro-Banthine®  with  Dartal® 

Brand  of  propantheline  bromide  with  thiopropazate  dihydrochloride 
(Not  more  than  four  tablets  daily.) 

or 


Pro-Banthine®  with  Phenobarbital 


1.  Krantz,  J.  C.,  Jr.,  and  Carr,  C.  J.:  The  Pharmacologic  Prin- 
ciples of  Medical  Practice,  Baltimore,  The  Williams  & Wilkins 
Company,  1958,  p.  843. 


g.  d.  SEARLE  & co„  Chicago  80,  Illinois.  Research  in  the  Service  of  Medicine 


Volume  88,  April,  1961 


43 


Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  1955  H.N.  Alford,  Atlanta,  Ga. 
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ST.  ELIZABETHS  HOSPITAL 

RICHMOND  20,  VIRGINIA 


ESTABLISHED  1912 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

J.  Shelton  Horsley,  III,  M.D. 
General  Surgery  and  Gynecology 


Austin  I.  Dodson,  Jr.,  M.D. 

Urology 


J.  Edward  Hill,  M.D. 


Urology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

W.  Kyle  Smith,  Jr.,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

For  convalescent,  aged,  chronically  ill, 
and  retired  persons.  Provides  healthful 
rest,  excellent  nursing  care  in  cheerful, 
comfortable  surroundings.  Air-condition- 
ed, fire-safe  building.  Accommodations 
for  eighty-eight.  Medical  Supervision. 
Inspection  Invited.  Write,  or  telephone 
Essex  3-3434. 

Rates: 

$45.00  to  $75.00  per  week 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

dLo 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 


Roanoke,  Virginia 


STAFF 


Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Derwin  K.  Harmon 

RESIDENT  STAFF 

Dr.  J.  R.  Van  Arsdall 
Dr.  C.  B.  Foster 
Dr.  D.  H.  Williams 
Dr.  Scott  W.  Little 

Jean  Swartz,  M.S. 

(Biochemist) 

Bobbie  Boyd  Lubker,  M.A. 

(Speech  Therapist) 

A Modern  Fireproof  Hospital,  Specially  Designed 
and  Equipped  for  the  Medical  and  Surgical  Care  of 
Ophthalmology,  Otolaryngology,  Facio-Maxillary 
Surgery,  Rhinoplastic  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 
Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 

The  Hospital  offers  a three  year  residency  in  Ophthalmology  and  a three  year  residency  in  Otolaryngology  to 
a graduate  of  an  approved  medical  school,  who  has  an  internship  of  at  least  one  year  in  an  approved  school. 

For  further  information,  address: 


BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


If  if  ' If  If  Established  1916 

^ppaiadptan  ^all  • Asheville,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 
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Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with  ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  "long  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-2483 


Third  Decade  of  Nursing 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 


(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield 
Dr.  George  S.  Fultz 


Dr.  Weir  M.  Tucker 
Dr.  Amelia  G.  Wood 


ST.  LUKE  S HOSPITAL 


McGUIRE  CLINIC 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 
JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Neurology 

RAYMOND  A.  ADAMS.  M.D. 


General  Surgery 

WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR..  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III,  M.D. 


Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 


Urology 

CHAS.  M.  NELSON,  M.D. 
AUSTIN  I.  DODSON,  JR.,  M.D. 


Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D 
Radiology 

HENRY  S.  SPENCER,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 
HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS.,  C.P.A. 

ALL  ROOMS  AIR  CONDITIONED 

Free  Parking  for  Patrons 
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Air  View  Showing  Park-like  Grounds  of  Terrace  Hill  Nursing  Home 


• Understanding  Care  • 


Your  Patients  Get  the  Skilled  Care  They  Deserve 


Health  Approved 


— Intermediate  Care 


Inspection  Invited 


AGED  • TERMINAL  CASES  • CHRONICALLY  ILL 


• Round  the  Clock  Skilled  Care 

• Highest  Ethical  Operating  Standards 

• R.N.  Supervision  and  M.C.V.  Extern 

• Trained  Dietitian  • Male  Orderlies 


Dial 


Bernard  Maslan 
Administrator 


MIlton  3-2777 

Terrace  Hill  Nursing  Home 


Inc. 


67  Simmons  Hospital  Bed  Capacity 
Automatic  Litter-Size  Elevator 
Rates  Start  From  $60  Weekly 
Private  and  Multiple  Rooms — toilets 

2112  Monteiro  Ave. 
Richmond  22,  Va. 


Sprinkler  and  "Atmo"  System  Equipped 


RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

- (COMBINED) 


RICHMOND.  VIRGINIA 


address:  JULIA  WAGNER  WATERS, 


A new  non-profit  Community  Hospital 
specially  constructed  for  the  treatment  of 
Eye,  Ear,  Nose  and  Throat  Diseases,  includ- 
ing Laryngeal  Surgery,  Bronchoscopy  and 
Plastic  Surgery  of  the  Nose. 

Professional  care  offered  a limited  num- 
ber of  charity  patients. 


R.N.,  Administrator  408  North  12th  Street 


Volume  88,  April,  1961 


49 


Westbrook 
Sanato  rium 


RICHMOND,  VIRGINIA 


REX  BLANKINSHIP,  M D. 

President 

JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 
THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 
JAMES  K.  HALL,  JR.,  M.D. 
Associate 
R.  H.  CRYTZER 
Administrator 


A private  psychiatric  hospital  employing  modern 
diagnostic  and  treatment  procedures— electro  shock, 
insulin,  psychotherapy,  occupational  and  recrea- 
tional therapy— for  nervous  and  mental  disorders 
and  problems  of  addiction. 

Brochure  of  Literature  and  Views  Sent  On  Request 
P.  O.  Box  1514  Phone  EL  9-5701 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 
W.  L.  Mason,  M.D. 

J.  Warren  Montague,  M.D. 
Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

J.  Edward  Hill,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

Irvin  W.  Cavedo,  Jr.,  M.D. 
Pathology: 

James  B.  Roberts,  M.D. 
Physiotherapy: 

Miss  Etheleen  Dalton 
Director: 

Charles  C.  Hough 
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COMPREHENSIVE 
OLD  AGE  BENEFITS 


A brightens  the  outlook 
A lightens  the  load  of 
poor  nutrition 
A heightens  tissue/ 
hone  metabolism 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  B,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (B2)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B6) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate 
25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate 


50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 
(Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 
Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 
(as  Kl)  0.1  mg.  • Calcium  (as  CaHP04)  35  mg.  • Phosphorus  (as 
CaHP04)  27  mg.  • Fluorine  (as  CaFJ  0.1  mg.  • Copper  (as  CuO) 
1 mg.  • Potassium  (as  K2S04)  5 mg.  • Manganese  (as  MnOj 
1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 
(as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 


Exclusively  Optical 


r 

in  very  special  cases 
a very  superior  brandy... 
specify 

HENNBSSV 

COGNAC  BRANDY 

84-  Proof  | Schieffelin  & Co..  New  York 


V 


DORNWAL®  HAS  BEEN  CALLED 
"THE  GENERAL  TRANQUILIZER 
FOR  GENERAL  PRACTICE.’' 


Suppose  the  physician  visiting  this  patient  finds 
that  he  has  to  be  hospitalized.  Certainly  he  wants 
an  alert  but  not  excited  fellow  who  can  respond 
to  the  history  and  physical  on  admission.  De- 
pending on  the  condition,  of  course,  the  thing  to 
do  is  to  give  the  patient  one  or  two  tablets  of 
Dornwal  before  he  ever  leaves  his  home. 

Dornwal  will  calm  the  patient  but  won’t  make 
him  drowsy  or  give  him  feelings  of  depersonali- 
zation. And  what's  more,  while  Dornwal  most 
assuredly  tranquilizes,  it  won’t  interfere  with  most 
other  medications  that  your  subsequent  examin- 
ation or  laboratory  studies  may  indicate. 

Since  every  man  in  general  practice  encounters 
such  situations  almost  daily,  it  makes  good  sense 
to  keep  some  tablets  in  one’s  bag,  doesn’t  it? 
We  will  be  glad  to  send  you  a supply. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day.  Administration  limited 
to  three  months’  duration. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  "Genericist”,  Dornwal  is  amphenidone 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known.  There 
have  been  no  reports  or  evidence  of  habituation,  addiction  or  drug  toler. 
ance  in  animal  or  clinical  studies.  Dornwal  is  relatively  free  from  untoward 
effects  when  administered  at  recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc., Belleville  9,  N.  J. 

PDW-12 
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aggravated 


for  more  satisfactory  relief  of  a 


• More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxiety.1 

• More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.2 

Each  Phenaphen  capsule  contains:  Also  available: 

Acetylsalicylic  acid  ( 2 )4  gr. ) 162  mg.  PHENAPHEN  with  CODEINE  PHOSPHATE 

Phenacetin  (3  gr.)  194  mg.  1/4  GR‘  (16-2  m Phenaphen  no.  2 

x PHENAPHEN  with  CODEINE  PHOSPHATE 

Phenobarbetal  ( A gr.) 16.2  mg.  i/2  GR.  (32  .4  mg.)  Phenaphen  No.  3 

Hyoscyamine  sulfate  0.031  mg.  PHENAPHEN  with  CODEINE  PHOSPHATE 

1 GR.  (64.8  mg.)  Phenaphen  No.  4 

1.  Meyers.  G.  B.:  Ind.  Med.  & Surg.  26:3,  1957.  2.  Murray,  , . v 6 ' 

r.  j.:  n.  y.  st.  j.  Med.  53:1867, 1953.  Bottles  of  100  and  500  capsules. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Making  today’s  medicines  with  integrity. . . seeking  tomorrow’s  with  persistence. 


3 -way  support 
for  the 

aging  patient... 


ASSISTS  PROTEIN  UPTAKE 
IMPROVES  MENTAL  OUTLOOK 
AIDS  NUTRITIONAL  INTAKE 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  B12  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (B2)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HC I (B6) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate 
25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate 


50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 
(Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 
Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 
(as  Kl)  0.1  mg.  • Calcium  (as  CaHP0„)  35  mg.  • Phosphorus  (as 
CaHP0„)  27  mg.  • Fluorine  (as  CaF2)  0.1  mg.  • Copper  (as  CuO) 
1 mg.  • Potassium  (as  K2S0„)  5 mg.  • Manganese  (as  Mn02) 
1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 
(as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


GET  BROADER  PROTECTION  AGAINST  CLAIMS 
RESULTING  FROM  PRACTICE  OF  MEDICINE 


with  St.  Paul's  Professional  Liability  Insurance 

Approved  Carrier  of  Medical  Society  of  Virginia 


1.  Broader  Protection.  A St.  Paul  policy  assures  you 
of  complete  “professional  services”  protection. 

2.  Absence  of  Exclusions.  All  professional  liability 
policies  are  not  the  same.  The  St.  Paul  policy  has  only 
one  exclusion — Workman’s  Compensation. 

3.  Experienced,  Sound  Company.  The  St.  Paul  has 
established  an  enviable  record  of  competence  extending 
over  more  than  100  years. 

4.  Effective  Defense  and  Prevention.  Close  liaison 
with  doctors  and  medical  societies  helps  the  Company  to 
pinpoint  areas  of  risk  and  to  develop  educational  ma- 
terial which  assists  doctors  in  avoiding  claims. 


For  complete  information  on  “broader  protection” 
Professional  Liability  Insurance  see  your  nearest  St. 
Paul  agent. 

St.  Paul  Fire  and  Marine  Insurance  Co. 

St.  Paul  Mercury  Insurance  Co. 

VIRGINIA  OFFICE 

721  American  Bldg. 

Richmond  4,  Virginia 

HOME  OFFICE 

385  Washington  Street, 

St.  Paul,  Minnesota 
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CONSISTENTLY  SUCCESSFUL  IN  RELIEVING 


STUDY  1 

State  JM.  58 


STUDY  2 

Western  Med. 


Luboive,  1.  /. 
1 -‘45,  i960. 
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BATH  OIL 


INDICATIONS 

eczematoid  dermatitis 
atopic  dermatitis 
senile  pruritus 
contact  dermatitis 
nummular  dermatitis 
neurodermatitis 
soap  dermatitis 
ichthyosis 


SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules"  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture. 


Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 

for  samples  and  literature,  please  xvrite  . . , 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.'Patent  Pending, t.m.  ©i96i 
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in  sulfa  therapy... 

RELEASE  YOUR  PATIENT  FROM  Q.I.D.  DOSA6E 

just  one  tablet  of  Midicel  provides  continuous,  effective  blood  levels  for  24  hours 

Because  many  patients  need  take  only  1 tablet  daily,  therapy  with  MIDICEL  is  convenient  and  economical. 
It  is  also  advantageous  since  the  possibility  of  omitted  doses  is  reduced.  Rapidly  absorbed  and  slowly 
excreted,  MIDICEL  assures  dependable  bacteriostatic  action  in  urinary  tract  infections,  certain  respiratory 
infections,  bacillary  dysenteries,  as  well  as  surgical  and  soft-tissue  infections  caused  by  sulfonamide- 
sensitive  organisms.  And  with  MIDICEL,  there  is  little  likelihood  of  crystalluria  because  of  its  high  solu- 
bility and  low  dosage. 

MIDICEL  (sulfamethoxypyridazine,  Parke-Davis),  3-sulfanilamido-6-methoxypyridazine.  Tablets  of  0.5  Gm.; 
Suspension,  each  cc.  containing  50  mg.  of  sulfamethoxypyridazine  as  the  N’-acetyl  derivative.  Indica- 
tions: Gram-negative  and  gram-positive  infections  such  as  urinary  tract,  respiratory,  and  soft-tissue 
infections  and  bacillary  dysenteries.  Dosage:  Orally  once  a day  until  asymptomatic  for  48  to  72  hours. 
Adults:- 1 Gm.  initially,  followed  by  0.5  Gm.  daily  thereafter  or  1 Gm.  every  other  day.  In  severe  infec- 
tions, not  to  exceed  2 Gm.  the  first  day,  then  0.5  to  1.5  Gm.  daily  according  to  weight  of  patient  and 
severity  of  infection.  Children:— 30  mg.  per  Kg.  the  first  day,  then  15  mg.  per  Kg.  daily.  In  severe  infec- 
tions, up  to  50  mg.  per  Kg.  initially,  then  25  mg.  per  Kg.  daily.  Total  dose  in  children,  however,  should 
not  exceed  lower  dosage  limits  for  adults.  Precautions:  Continue  daily  doses  higher  than  0.5  Gm.  no 
longer  than  three  to  five  days  without  checking  for  blood  levels  above  therapeutic  range.  Maintain 
adequate  fluid  intake  during  therapy  and  for  48  to  72  hours  afterward.  Until  further  definitive  informa- 
tion is  available,  MIDICEL,  in  common  with  all  sulfonamides,  is  contraindicated  in  the  premature  and 
newborn  infant.  Contraindicated  in  patients  with  a history  of  sulfa  sensitivity.  MIDICEL  is  not  recom- 
mended for  meningococcal  infections.  Side  Effects:  Anorexia  and  lassitude  may  occur  as  may  reac- 
tions such  as  drug  fever,  rash,  and  headache,  all  of  which  are  indications  for  discontinuing  the  drug. 
Leukopenia  has  been  reported.  Periodic  blood  counts  are  advised.  Patients  with  impaired  renal  function 
should  be  followed  closely  since  excessive  accumulation  may  occur.  Available:  Quarter-scored  tablets 
of  0.5  Gm.,  bottles  of  24, 100,  and  1,000. 


(sulfamethoxypyridazine,  Parke-Davis) 

and  for  children. ..Midicel  Acetyl  Suspension  (N1  acetyl  sulfamethoxypy- 
ridazine, Parke-Davis)  • delicious  butterscotch  flavor  • only  one  dose  a day 


PARKE-DAVIS 


PARKE.  DAVIS  S COMPANY.  Detroit  11.  Michigan 


DESITIN 

OINTMENT 


for  baby 
for  mother 
for  grandpa 

^ age  groups 


to  soothe,  protect, 


lubricate,  and  stimulate  healing  in 


rash  • chafing  • irritations 
lacerations  • ulcerations  • burns 

DESITIN  OINTMENT... 

the  pioneer  external  cod  liver  oil  therapy  for 
care  of  the  skin  in  every  member  of  the  family 

Request  samples  from  DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R • I. 
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For  the  build-up  in  convalescence 


ANNOUNCING 


Therapeutic  dosage  of  B-Complex 
plus  500  mg.  of  Vitamin  C 


Unsurpassed  stability.  As  coatings  are  applied 
without  water,  deterioration  due  to  moisture  is 
virtually  eliminated.  Stability  is  enhanced;  po- 
tency is  protected.  Easier,  more  pleasant  to 
take.  Surbex-T  tablets  are  up  to  30%  smaller; 
have  a pleasant  taste;  and  are  non-caloric.  Vita- 
min odor  and  aftertaste  are  eliminated. 


Each  Filmtab  Surbex-T  represents: 


Thiamine  Mononitrate  (B,)  15  mg. 

Riboflavin  (B2)  10  mg. 

Nicotinamide  100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  B,2) 4 meg. 

Calcium  Pantothenate 20  mg. 

(as  calcium  pantothenate  racemic) 

Ascorbic  Acid  (as  sodium  ascorbate)  500  mg. 

Desiccated  Liver,  N.  F.  . 75  mg. 

Liver  Fraction  2,  N.  F.. . . 75  mg. 


Supplied  in  bottles  of  100  and  1000 


VITAMINS  BY  3 


Filmtab  coatings  protect 
this  full  range  of  Abbott 
nutritional  supplements: 

SUR-BEX1  WITH  C.  Smaller 
dosages  of  the  essential  B- 
Complex  and  C.  Table  bottles 
of  60.  Also  in  bottles  of  100, 
500  and  1000. 

DAYTEENS™  To  help  insure 
optimal  nutrition  in  growing 
teenagers.  Table  bottles  of 
100,  bottles  of  250,  1000. 

Potent  maintenance  formulas 
—ideal  for  those  who  are  “nu- 
tritionally run-down” 

DAYALETS*  Table  bottles  of 
100.  Bottles  of  50,  250,  1000. 

DAYALETS-IVT  Apothecary  bot- 
tles of  100  and  250.  Also  in  bot- 
tles of  1000. 

Therapeutic  formulas  for  more 
severe  deficiencies— illness, 
infection,  etc. 

OPTILETS*  & OPTI  LETS-M  * 

Table  bottles  of  30  and  100. 
Bottles  of  1000. 


® FILMTAB  — FILM - SEALED  TABLETS,  ABBOTT. 
TM  —TRADEMARK 
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Filmtab  Coating  Advantages 


Tablets  are 
easier  to  swallow, 
up  to  30% 
smaller. 


Vitamin 
after-taste  and 
odor 

are  eliminated. 


Tablets  are  pleasant 
tasting,  non-caloric, 
come  in  a rainbow  of 
cheerful  colors. 


Breakage  and  cracking 
are  less  likely.  (Sugar 
coatings  are  crystalline, 
and  more  brittle.) 


In  contrast  with 
sugar  coatings, 
no  water  is  used 
in  manufacture. 


This  eliminates  the  need 
of  protective  subseals,  and 
chances  of  moisture  seepage 
through  imperfections. 


Absorption  is  speeded 
as  sugar’s  bulk 
and  subseals 
are  eliminated. 


Vitamins  are 
readily  available  at 
proximal 
receptor  sites. 


NET  RESULT:  Poten  cy  is  assured  for  a longer  time. 
The  patient  gets  what  he  pays  for — and  what  you  prescribe. 


gatmm  I 

ABBOTT 

Wbv 


ILMTAB— I 


l-SEALED  TABLETS,  ABBOTT 
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Why  Homer  Jackson’s  work  is  important  to  you... 


Talking  on  the  radio-telephone  is 
Homer  “Bud”  Jackson,  both  a scientist 
and  a hard-working  buyer  for  a company 
processing  Florida  oranges  into  frozen 
juice  concentrate. 

He  has  just  made  a decision  that’s 
important  to  you.  He  has  analyzed  some 
sample  oranges  from  the  grove  in  the 
background  and  found  that  they  have 
the  optimal  amount  of  sugar,  of  acid, 


and  are  of  the  proper  texture.  (Testing 
for  vitamin  C comes  later.)  Homer 
Jackson  knows  that  these  oranges  are  of 
a quality  to  meet  the  exacting  regula- 
tions required  by  the  Florida  Citrus 
Commission. 

These  standards  for  quality  in  citrus 
products  are  the  highest  in  the  world. 
This  is  important  to  you  and  your  pa- 
tients because  juice  made  from  the  best 
& 

©Florida  Citrus  Commission.  Lakeland.  Florida 


oranges  will  be  nutritionally  best  for 
your  patients.  It  will  contain  abundant 
amounts  of  vitamin  C and  rich,  natural 
fruit  sugars. 

It’s  good  nutrition  to  encourage  peo- 
ple to  drink  orange  juice.  It  makes  good 
sense  to  persuade  them  to  drink  orange 
juice  that  you  know  tastes  good,  has  the 
right  sugar-acid  ratio,  and  is  packed  full 
of  nutritionally  important  vitamin  C. 


BRINGS 

RESULTS 

SOONER 

AND  MORE 
EFFICIENTLY 

IN  MANY  CASES  OF 

acne 

keratolyzes  cornified 
follicle  openings 

. . . relieves  excessively 
dry,  scaly  skin 
in  chronic  eczema 


faster,  more  complete 
absorption  because  micro- 
scopic aqueous  vitamin  A parti- 
cles pass  through  intestinal 
barrier  more  readily... 

superior  utilization 

because  natural  vitamin  A is 
directly  utilized  physiologically. 

more  effective  because 
aqueous,  natural  vitamin  A pro- 
duces higher  blood  levels  faster, 
and  may  diffuse  more  readily 
into  affected  tissues. 

good  tolerance  because 
“burping”  and  allergenic  factors 
have  been  removed. 

for  more  dependable  faster  re- 
sults Rx  Aquasol  A capsules  . . . 
whenevervitamin  Ais  indicated  in 

acne  • dry  skin  • chronic 
eczemas  • metaplasia  of  the 
mucous  membranes  • folli- 
cular hyperkeratosis  • night 
blindness  • lowered  resist- 
ance to  infections 

three  separate  high  potencies  (water- 
solubilized  natural  vitamin  A)  per 
capsule: 

25.000  U.S.P.  units 

50.000  U.S.P.  units 

100,000  U.S.P.  units 

Bottles  of  100, 500  and  1000  capsules. 


the  original  aqueous,  natural  vitamin  A capsules 


Samples  and  literature  upon  request. 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division  • 250  East  43rd  St.,  New  York  17,  N.  Y. 


Proven 

in  over  six  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 


Outstandingly  Safe 

.4  simple  dosage  schedule  produces  rapid,  dependable 
J-  tranquilization  without  unpredictable  excitation 

2 no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

3 does  not  produce  ataxia,  change  in  appetite  or  libido 

. does  not  produce  depression,  Parkinson-like  symptoms, 

^ jaundice  or  agranulocytosis 

does  not  impair  mental  efficiency  or  normal  behavior 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  in  bottles  of  50. 

Also  supplied  in  sustained-release  capsules.. 

Meprospair  jj 

Available  as  Meprospan-400  (blue-topped  sustained- 
release  capsules  containing  400  mg.  meprobamate), 
and  Meprospan-200  (yellow-topped  sustained-release 
capsules  containing  200  mg.  meprobamate). 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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in  premenstrual  tension 


eo  Bromth® 


treats  the  whole  syndrome 


It  was  the  introduction  of  neo  Bromth  several  years  ago  that  created  such  widespread 
interest  in  the  premenstrual  syndrome — because  of  neo  Bromth’s  specific  ability 
to  prevent  the  development  of  the  condition  in  the  first  place. 

The  action  of  neo  Bromth  is  not  limited  merely  to  control  of  abnormal  water  retention, 
or  of  nervousness,  or  of  pain — or  any  other  single  or  several  of  the  multiple 
manifestations  characteristic  of  premenstrual  tension,  neo  Bromth  effectively  controls 
the  whole  syndrome. 

neo  Bromth  is  also  completely  free  from  the  undesirable  side  effects  associated  with 
such  limited-action  therapy  as  ammonium  chloride,  hormones,  tranquilizers  and  potent 
diuretics,  neo  Bromth  has  continued  to  prove  to  be  the  safest — as  well  as  the  most 
effective — treatment  for  premenstrual  tension. 

Each  80  mg.  tablet  contains  50  mg.  Pamabrom,  and  30  mg.  pyrilamine  maleate. 
Dosage  is  2 tablets  twice  daily  (morning  and  night)  beginning  5 to  7 days  before 
menstruation.  Discontinue  when  the  flow  starts. 

. BRAYTEN  PHARMACEUTICAL  COMPANY  . Chattanooga  9.  Tennessee 


Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  efficacy  — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply : Rautrax-N  — capsule-shaped  tablets  providing  50 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 50  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 
and  Bendroflumethiazide  (’Naturetin)  with  Potassium  Chloride 


For  full  information, 
see  your  Squibb 
Product  Reference 
or  Product  Brief. 


Squibb 

Squibb  Quality 
— the  Priceless  Ingredient 


'RAUDIXIN'®',  'RAUTRAX'®  AND  'NATURETIN'®  ARE  SQUIBB  TRADEMARKS 
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for  acute 


upper  respiratory  infections 


The  Original  Tetracycline  Phosphate  Complex  u-s-  PAT-  N0-  2,791,609 


capsules 


effective  control  of  pathogens... with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  Syracuse,  new  york 

Div.  of  Bristol-Myers  Co. 


SUPPLY:  TETREX  Capsules -tetracycline  phosphate 
complex -each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup -tetracycline  (ammonium  polyphosphate 
buffered)  syrup-equivalent  to  125  mg.  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 f I.  oz.  and  1 pint. 
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DORNWAL®  IS  THE  TRANQUILIZER 


VERSATILE  ENOUGH  TO 
BE  USED  ALMOST  ANYWHERE. 

Take,  for  instance,  the  woman  in  our  picture, 
suffering  from  a really  severe  tension  headache. 
Aspirin  she  has  tried,  of  course;  but  suppose  she’s 
called  you  and  you  prescribed  Dornwal.  What 
would  you  expect? 

First,  let  us  say  you  told  the  druggist  to  indicate 
the  dosage  that  our  clinical  research  has  shown 
is  useful  in  these  cases  — 1 or  2 tablets  t.i.d.  In 
all  probability,  she  would  experience  relief  of  pain 
and  a general  relaxation  in  less  than  an  hour.  If 
she  is  doing  her  housework,  she  could  go  on  with 
it,  because  she  wouldn't  get  sleepy. 

Dornwal  is  one  tranquilizer  that  doesn't  make 
people  sleepy.  It’s  a tranquilizer  pure  and  simple. 
Its  effectiveness  you  will  see  clearly  the  next  time 
you  encounter  a patient  given  to  tension  head- 
aches. Try  Dornwal  and  see  the  results. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day.  Administration  limited 
to  three  months’  duration. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  “Genericist”,  Dornwal  is  amphenidone 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known.  There 
have  been  no  reports  or  evidence  of  habituation,  addiction  or  drug  toler- 
ance in  animal  or  clinical  studies.  Dornwal  is  relatively  free  from  untoward 
effects  when  administered  at  recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc.,  Belleville  9,  N.  J. 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 


A Symbol 
to  Support . . . 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 
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You  see  an  improve- 
ment within  a few  days 

Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  — 
often  in  a few  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  her 
normal  activities. 


**«S, 


Lifts  depression. ..as  it  calms  anxiety! 


Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 


Balances  the  mood  — no  “seesaw”  effect 
of  amphetamine -barbiturates  and  ener- 
gizers. While  amphetamines  and  energizers  may 
stimulate  the  patient  — they  often  aggravate 
anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — they 
often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  DeproPs 
smooth,  balanced  action  lifts  depression  as  it  calms 
anxiety  — both  at  the  same  time. 


Acts  swiftly— the  patient  often  feels 
better,  sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antide- 
pressant drugs,  which  may  take  two  to  six  weeks 
to  bring  results,  Deprol  relieves  the  patient  quickly 
—often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypoten- 
sion, psychotic  reactions  or  changes  in  sexual 
function  — frequently  reported  with  other  anti- 
depressant drugs. 


CD- 2 8 39 


Dosage:  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benaetyzine  HC1)  and  400  mg. 
meprobamate.  Supplied:  Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 


‘Deprol 


A® 
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The  cigarette  that  made  the  Filter  Famous! 


KENT 

CIGARETTES 


**cLUS,ve^ > —/A 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1 96  1 P.  LORILLARD  CO 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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UP-TO-DATE 

f PRESCRIPTION  DEPARTMENTS 


COMPLETELY  STOCKED 
TO  SERVE  YOUR  PATIENTS 


We  work  closely  with  the  pharmaceutical  manufacturers  to  in- 
sure having  the  newest  drugs  in  stock  as  soon  as  you  prescribe 
them  for  your  patients.  New  drugs  are  received  in  our  prescrip- 
tion departments  at  the  rate  of  more  than  one  a day. 

Our  prescription  inven- 
tories are  carefully  checked 
every  month  to  eliminate  old 
or  outdated  drugs  from  our 
stock  for  the  protection  of 
your  patients. 

i/nuu  oiuiULO 


Stores  to  serve  you  in  Virginia! 
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ntirely  differen 


For  the  past  three  years,  Emko  has  been 
made  available  in  Puerto  Rico  through 
the  Family  Planning  Association  and  the 
Government  Department  of  Health.  Ap- 
proximately 35,000  families  are  now 
using  it. 

The  success  of  Emko  Vaginal  Foam  in 
Puerto  Rico,  and  the  support  it  has  re- 
ceived from  the  many  people  who  have 
visited  there,  led  to  the  decision  to  make 
Emko  available  to  doctors  and  their  pa- 
tients in  the  United  States. 


NOW  YOU  CAN 
PUT  YOUR  PATIENT’S  MIND 
AT  EASE. ..WITH  EMKO 

stocked  by  local  drug  stores 


THE  EMKO  COMPANY  • 7912  MANCHESTER  AVE.  • ST.  LOUIS  17,  MO. 


Joseph  Sunnen,  an  inventor  and  indus- 
trialist widely  known  for  his  philanthropic 
work,  became  concerned  about  the  seri- 
ous economic  problems  caused  by  the 
high  birth  rate  in  Puerto  Rico.  There  was 
an  obvious  need  in  that  country  for  a 
contraceptive  more  acceptable  to  the 
people  than  the  standard  creams  and 
jellies. 

He  suggested  combining  a proven  sper- 
micidal agent  with  an  aerosol  foam  as 
a basic  carrier.  The  resulting  product, 
Emko  Vaginal  Foam,  proved  simple  to 
use,  free  of  greasiness,  and  economical. 


approach  to  birth  control 


o o 

k M 


emko' 


VAGI NAL  FOAM* 


...using  principles  never  before  applied  to  contraceptives 


• THE  FIRST  AEROSOL  FOAM! 

The  volume  of  the  material  is  expanded  ten  times  to  create  A BLOCK  OF  FOAM. 

• THIS  BLOCK  SEALS  THE  CERVICAL  OS. 

Only  a FOAM  can  successfully  serve  this  diaphragm-like  function  . . . without 
interfering  with  normal  intercourse  or  reducing  sensory  contact. 


•A  HIGHLY  EFFECTIVE  PROVEN  SPERMICIDE 

EMKO  Vaginal  Foam  contains  the  widely  used  and  thoroughly  proven  sper* 
micide  Nonyl  phenoxy  polyoxyethylene  enthanol  8.0%  and  Benzethonium 
Chloride  0.2%. 

The  total  surface  area  of  each  bubble  of  foam  contains  this  highly  effective 
spermicidal  combination.  As  the  sperm  attempts  to  penetrate  the  block  of 
foam,  its  zig-zag  course  exposes  it  constantly  to  this  very  large  contact  area 
created  by  the  bubbles. 

Thus,  Emko  Vaginal  Foam  assures  maximum  spermicidal  exposure  ...  with 
a minimum  weight  of  material. 


• No  douching ...  it  vanishes  after  use  • Absolutely  no  greasiness  or  “after-mess” 

• No  diaphragm  ...  the  foam  does  the  blocking  • No  irritation  for  husband  or  wife 


MARGARET  SANGER  RESEARCH  BUREAU/INTERIM  REPORT 

In  the  Contraception  Service  of  the  Margaret  Sanger  Research 
Bureau,  through  October  31,  1960,  Emko  had  been  used  from  one 
to  22  months  by  362  patients,  with  a total  of  12  unplanned  preg- 
nancies. Seven  of  the  pregnant  patients  admitted  irregularity  in 
the  use  of  Emko. 

Two  planned  pregnancies  had  also  occurred  after  stopping  the 


use  of  Emko. 


A.  J.  sobrero,  m.d.  Research  Director 


PAT.  NO.  2.943,979.  OTHER  PATS.  PEND. 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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against  relapse 

against  “problem” 
pathogens 


E CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 

pediatric  drops 
syrup 


• full  antibiotic  activity*  lower  milligram  intake  per  dose  • up  to  6 days’  activity  with  4 days’  dosage  • uni- 
formly high,  sustained  peak  activity  ■ syrup  (cherry-flavored),  75  mg./5  cc.  tsp.,  bottles  of  2 and  16 
fl.  oz.  Dosage:  3 to  6 mg./lb./day-in  four  divided  doses,  pediatric  drops,  60  mg./cc.,  3 mg./drop,  10  cc. 
bottles  with  calibrated  dropper.  Dosage:  1 to  2 drops/lb./day— in  four  divided  doses. 

PRECAUTIONS:  As  with  many  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  or 
dermatitis.  A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although  reversible  by  discontinuing  therapy,  patients 
should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs  discontinue  medication.  Overgrowth  of  nonsusceptible  organisms  is  a 
possibility  with  DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should  be  kept  under  observation. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Fair 


Change 


Rain 


Stormy 


“the  G-I  tract 
is  the 
barometer 
of  the  mind . 

Belbarb 

soothes  the  agitated  mind 
and  calms  the  G-I  spasm 
through  the  central  effect 
of  phenobarbital  and  the 
synergistic  action  of 
fixed  proportions 
of  natural  belladonna 
alkaloids  on  the 


gastrointestinal  tract. 


9? 


BARB 


SEDATIVE  ANTI  SPASMODIC 

20  years  of  clinical  satisfaction 

Belbarb  No.  1;  Belbarb  No.  2;  Belbarb  Elixir;  Belbarb-B 


CHARLES  C. 


& COM  PAN  1 , Richmond,  Virginia 
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when  the  patient 
needs 

increased  bile  flow... 


AN  AMES  CLINIQUICK* 


HOW  MAY  A PATIENT 
BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 

He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cow  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K..: 

M.  Clin.  North  America  45:1133  (July)  1959. 


DECHOLIN 

(dehydrocholic  acid,  Ames) 


‘Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration.” 
Source:  Popper,  H.,  and  Schaff ner,  'F. : 
Liver:  Structure  and  Function,  New 
York,  McGraw-Hill  1957,  p.  309. 

Available:  Decholin  Tablets:  (dehydrocholic 
acid,  Ames)  3%  gr.  (250  mg.).  Bottles  of  100, 
500,  and  1,000. 

and  for  hydrocholeresis  plus 
spasmolysis . . . 

DECHOLIN®  WITH  BELLADONNA 

(dehydrocholic  acid  with  belladonna,  Ames) 

Available:  DECHOLIN/Belladonna  Tablets: 
Decholin  (dehydrocholic  acid,  Ames)  3 3A  gr. 
(250  mg.)  and  extract  of  belladonna  Ve  gr.  (10  mg.). 
Bottles  of  100  and  500. 
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taste-tested 
by  experts 

VI-SOL 

Chewable  Vitamins 

TRI-VI-SQL®  • POLY-VI- SOL®  • OECA-VI-SOL® 


In  recent  taste  tests  by  over  800  children,  the  flavor 
of  Vi-Sol  chewable  vitamins  was  preferred  con- 
clusively over  other  chewable  vitamin  tablets... as 
much  as  2 to  1 in  some  cases. 

Vi-Sol  chewable  vitamins  now  have  new,  improved 
formulations . . . authoritatively  based*  but  modified 
tofulfdl  the  practical  needs  of  today’s  children.  With 
these  revisions,  Vi-Sol  chewable  vitamins  provide 
safe,  rational,  practical  levels  of  C,  D and  A for  the 
growing  child  — preschool  to  adolescent. 

♦Recommended  Daily  Dietary  Allowances  established  by  the  National  Re- 
search Council,  and  endorsed  by  the  Council  on  Foods  and  Nutrition  of 
the  American  Medical  Association,  “Vitamin  Preparations  As  Dietary  Sup- 
plements and  As  Therapeutic  Agents,”  J.A.M.A.  169: 41-45  (Jan.  3)  1959. 

Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


51461 
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BENADRYL  Hydrochloride  (diphenhydramine  hydrochloride,  Parke-Davis)  is  available  in  a variety  of  forms  including: 
Kapseals®  of  50  mg.;  Capsules  of  25  mg.;  Emplets®  (enteric-coated  tablets)  of  50  mg.;  in  aqueous  solutions:  1-cc. 
Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri-Vials,®  10  mg.  per  cc.;  Elixir,  10  mg.  per  4 cc.;  2%  Ointment  (water- 
miscible  base);  Kapseals  of  50  mg.  BENADRYL  Hydrochloride  with  25  mg.  ephedrine  sulfate.  Precautions:  Avoid  subcu- 
taneous or  perivascular  injection.  Single  parenteral  dosage  greater  than  100  mg.  should  be  avoided,  particularly  in 
hypertension  and  cardiac  disease.  Products  containing  BENADRYL  should  be  used  cautiously  with  hypnotics  or  other 
sedatives;  if  atropine-like  effects  are  undesirable;  or  if  the  patient  engages  in  activities  requiring  alertness  or  rapid, 
accurate  response. 

\ 


when  allergy  looms  large  in  the  life  of  your  patient . . . 


relieves  the  symptoms  of  grass-pollen  allergy 

An  ordinary  lawn  can  be  as  menacing  as  a jungle  when  its  beholder  is 
sensitive  to  grass  pollen.  For  such  patients,  benadryl  provides  a twofold 
therapeutic  approach  to  the  management  of  distressing  symptoms. 


antihistaminic  action  A potent  antihistaminic,  benadryl  breaks 
the  cycle  of  allergic  response,  thereby  relieving  nasal  congestion,  sneez- 
ing, lacrimation,  and  pruritus. 

antispasmodic  action  Because  of  its 

inherent  atropice-like  properties,  benadryl 
affords  concurrent  relief  of  bronchial  and 
gastrointestinal  spasm.  «'«> 


> 


PARKE-DAVIS 


PARKE.  DAVIS  A COMPANY.  Detroit  32.  Michigan 


cuts  most 

allergens 

down 

IP  to^£?§ 


size 
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At 

the 

site 

of 

peptic 

ulcer 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 

pH 


3.5 


Data  based  on  pH  measurements  in  11  patients  with  peptic  ulcer1 

4.9  4.9 L9 

4.5 


Neutralization 
with  new  Creamalin 


Neutralization 
with  standard 
aluminum  hydroxide 


Minutes  20  40  60  80  100  120 


CREAMALIN 


^ANTACID 

TABLETS 


New  York  18,  N.  Y. 


New  proof  in  vivo1  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  show  that  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid2  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  ‘‘acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 
Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinket,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcers  gastritis ■ gastric  hyperacidity 
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GET  BROADER  PROTECTION  AGAINST  CLAIMS 
RESULTING  FROM  PRACTICE  OF  MEDICINE 

with  St.  Paul’s  Professional  Liability  Insurance 


Approved  Carrier  of  Medical  Society  of  Virginia 

1.  Broader  Protection.  A St.  Paul  policy  assures  you 
of  complete  “professional  services”  protection. 

2.  Absence  of  Exclusions.  All  professional  liability 
policies  are  not  the  same.  The  St.  Paul  policy  has  only 
one  exclusion — Workman’s  Compensation. 

3.  Experienced,  Sound  Company.  The  St.  Paul  has 
established  an  enviable  record  of  competence  extending 
over  more  than  100  years. 

4.  Effective  Defense  and  Prevention.  Close  liaison 
with  doctors  and  medical  societies  helps  the  Company  to 
pinpoint  areas  of  risk  and  to  develop  educational  ma- 
terial which  assists  doctors  in  avoiding  claims. 


For  complete  information  on  “broader  protection” 
Professional  Liability  Insurance  see  your  nearest  St. 
Paul  agent. 

St.  Paul  Fire  and  Marine  Insurance  Co. 

St.  Paul  Mercury  Insurance  Co. 

p(RE  Or,^ 

VIRGINIA  OFFICE 

721  American  Bldg. 

Richmond  4,  Virginia 


HOME  OFFICE 

385  Washington  Street, 
St.  Paul,  Minnesota 
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SYRUP  OF  CHLORAL  HYDRATE 




NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 

lO  Grains  (U.  S.  P.  Dose)  of  palatable  lime  flavored 
ch  loral-hy  d rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 
JONES  and  VAUGHAN,  Inc.  RICHMOND  26,  VA. 


Whatever  the  cause . . . 

beTbarb  soothes 

the  agitated  mind  and 
ujk  calms  G-l  spasms 
m through  the 
■ central  effect  I 

iSmm 

I of  phenobar- 

&i«B  ill 

M bital  and  the  »Mi 

«V$  synergistic  action  ^ 
lir!  of  fixed  proportions 
m of  natural  belladonna 
I alkaloids  on  the  j 


Sedative— Antispasmodic 
20  years  of  clinical  satisfaction 


COMPOSITION:  Each  Belbarb 
tablet  or  fluidram  Elixir  con- 
tains phenobarbital  / gr.,  bel- 
ladonna alkaloids  equiv.  fresh 
tr.  belladonna  8 min.  Belbarb 
No.  2 same  as  Belbarb  except 
*A  gr.  phenobarbital  tor  more 
sedative  action. 


HOW  SUPPLIED:  Tablets: 
Bottle  of  100,  500  and  1000.  Elix- 
ir: Pint  and  gallon  bottles. 


& Company 

Richmond,  Virginia 


Charles  C. 
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To  anticipate  the  harvest  you  must 
consider  the  seed  from  which  the 
plant  is  grown. 


It  is  human  nature  to  ask:  “What’s 
behind  it?”The  fact  that  our  nation’s 
doctors  stand  behind  Blue  Shield, 
through  their  local  medical  socie- 
ties, is  certainly  an  important  reason 
for  its  widespread  acceptance.  One 
doctor  summed  it  up  this  way: “The 
public  will  have  faith  in  Blue  Shield 
so  long,  and  only  so  long,  as  we  the 
doctors  have  faith  in  it  and  continue 
to  endorse  it.”  gag  ggE  EU g Eg  f| 


(S'1  Service  marks 
rep.  by  Blue  Shield 
Medical  Care  Plans 


VIRGINIA  MEDICAL 

4 0,10  WEST  BROAD  STREET 


The  program  guided  by  doctors 


The  cigarette  that  made  the  Fitter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories — really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And.no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1 961  P.  LORILLARD  CO. 


A PRODUCT  OF  P.  LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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Percodan  tablets  effectively  relieve  pain  through  a range  of 


through  major  traumatic  areas  into  further  regions  of  severe  pain 


Percodan 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 

TABLETS 

for  pain 

prompt  relief 
profound  relief 
prolonged  relief 


acts  faster— usually  within  5-15  minutes,  lasts 
longer— usually  6 hours  or  more,  more  thorough 
relief— permits  uninterrupted  sleep  through  the 
night,  rarely  constipates— excellent  for  chronic 
or  bedridden  patients. 


average  adult  dose:  1 tablet  every  6 hours.  May  be  habit 
forming.  Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxy- 
codeinone hydrochloride,  0.38  mg.  dihydrohydroxycode- 
inone terephthalate,  0.38  mg.  homatropine  terephthalate, 
224  mg.  acetylsalicylic  acid,  1 60  mg.  acetophenetidin,  and 
32  mg.  caffeine. 

Also  available— for  greater  flexibility  in  dosage— Percodan®- 
Demi:  The  Percodan  formula  with  one-half  the  amount  of 
salts  of  dihydrohydroxycodeinone  and  homatropine. 


£ndo 


LITERATURE  AVAILABLE  ON  REQUEST 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


'U.S.  Patent  Nos.  2,628,185  and  2,907,768 


in  allergic  respiratory  disorders 


Triamcinolone  LEDERLE 


UNSURPASSED  “GENERAL-PURPOSE”  STEROID 
OUTSTANDING  FOR  “SPECIAL-PURPOSE”  THERAPY 


aristocort  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and 
relative  safety  in  treating  allergic  respiratory  disorders,  including  bronchial 
asthma.  Clinical  evidence  has  now  shown  that  aristocort  is  also  highly  valuable 
for  “special-problem”  patients  — asthmatic  and  others  — who,  because  of  certain 
complications,  were  hitherto  considered  poor  candidates  for  corticosteroids. 

for  example: 

PATIENTS  WITH  IMPENDING  CARDIAC  DECOMPENSATION 
In  contrast  to  most  of  its  congeners,  aristocort  is  not  contraindicated  when 
edema  is  present  or  when  cardiac  decompensation  impends.1 

PATIENTS  WITH  EMOTIONAL  AND  NERVOUS  DISORDERS 
Triamcinolone  did  not  produce  psychic  disturbances  or  insomnia.2 


PATIENTS  WHOSE  APPETITES  SHOULD  NOT  BE  STIMULATED 
Among  patients  treated  with  ARISTOCORT,  there  was  less  appetite  stimulation, 
especially  in  those  who  had  previously  gained  weight  on  long-term  therapy 
with  other  steroids.3 


PATIENTS  WITH  HYPERTENSION 

There  was  no  blood  pressure  increase  in  any  patient  treated  for  bronchial 
asthma,  and  in  some,  blood  pressure  fell.  Of  these,  three  had  been  hypertensive.4 


References  : 

1.  McGavack,  T.  H.;  Kao,  K.  Y.  T.;  Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.: 
Am.  J.  M.  Sc.  236:720  (Dec.)  1958. 

2.  McGavack,  T.  H.:  Nebraska  M.  J.  44:377  (Aug.)  1959. 

3.  Friedlaender,  S.,  and  Friedlaender,  A.  S.:  Antibiotic  Med.  & Clin.  Ther.  5:315 
(May)  1958. 

4.  Sherwood,  H.,  and  Cooke,  R.  A.:  J.  Allergy  28:97  (March)  1957. 

Precautions : Collateral  hormonal  effects  generally  associated  with  corticosteroids 
may  be  induced.  These  include  Cushingoid  manifestations  and  muscle  weakness. 
However,  sodium  and  potassium  retention,  edema,  weight  gain,  psychic  aberration 
and  hypertension  are  exceedingly  rare.  In  the  treatment  of  allergic  respiratory  dis- 
orders, dosage  should  be  individualized  and  kept  at  the  lowest  level  needed  to  control 
symptoms.  Dosage  should  not  exceed  36  mg.  daily  without  potassium  supplementa- 
tion. Drug  should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex 
and  chicken  pox. 

Supplied:  Scored  tablets— 1 mg.  (yellow) ; 2 mg.  (pink) ; 4 mg.  (white) ; 16  mg.  (white). 
Also  available  — syrup,  parenteral  and  various  topical  forms. 


Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  fk-w  York 


Proven 

in  over  six  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

simple  dosage  schedule  produces  rapid,  dependable 
A tranquilization  without  unpredictable  excitation 

2  no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

3  does  not  produce  ataxia,  change  in  appetite  or  libido 

. does  not  produce  depression,  Parkinson-like  symptoms, 

4  jaundice  or  agranulocytosis 

does  not  impair  mental  efficiency  or  normal  behavior 


Milt  own* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  in  bottles  of  50. 

Also  supplied  in  sustained-release  capsules.. 

Meprospan  (J 

Available  as  Meprospan-400  (blue-topped  sustained- 
release  capsules  containing  400  mg.  meprobamate), 
and  Meprospan-200  (yellow-topped  sustained-release 
capsules  containing  200  mg.  meprobamate). 


CM*4230  #’  WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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effective,  palatable,  economical 

Cremosuxidine®[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 

Chocolate-mint  flavored. ..readily  accepted  by  patients  of  all  ages. 

Additional  information  on  CREMOSUXIDINE  is  available  to  physicians  on  request. 


MERCK  SHARP  & DOHME,  division  of  merck  & co„  Inc.,  west  point,  pa. 

CREMOSUXIDINE  AND  SULFASUXIDINE  ARE  TRADEMARKS  OF  MERCK  & CO.,  INC. 
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llow  would  you 
a tranquilizer 
specifically 
for  children? 


design 


wouldn’t  you  see  how  closely  these  atarax 
want  it  to  be:  advantages  meet  your  standards: 


efficacious 

remarkably 
well  tolerated 


. . Atarax  appeared  to  reduce  anxiety  and  restlessness,  improve  sleep 
patterns  and  make  the  child  more  amenable  to  the  development  of  new 
patterns  of  behavior. . . .”! 

“The  investigators  were  impressed  with  the  lack  of  toxicity  and  minimal 
side  effects  which  were  observed  even  after  long-term  use.”2 


palatable 


Delicious  atarax  syrup  pleases  even  the  balkiest  patient. 


Nor  is  that  all  atarax  has  to  offer.  In  the  allergic  child,  atarax  offers 
added  antihistaminic  action  to  help  control  asthma  and  urticaria.3  In  fact, 
though  outstandingly  useful  in  children,!-4  atarax  equally  well  meets  the 
needs  of  the  elderly,  and  of  the  tense  working  adult  (it  calms,  seldom 
impairing  mental  acuity).  Why  not  extend  its  benefits  to  all  your  tense 
and  anxious  patients? 

Dosage:  For  children:  under  6 years,  50  mg.  daily;  over  6 years,  50-100  mg.  daily; 
in  divided  doses.  For  adults:  25  mg.  t.i.d.  to  100  mg.  q.i.d.  Supplied:  Tablets  10 
mg.  and  25  mg.,  in  bottles  of  100  and  500.  Tablets  100  mg.,  in  bottles  of  100. 
Syrup,  2 mg.  per  cc.,  in  pint  bottles.  Also  available:  Parenteral  Solution.  Prescrip- 
tion only. 

References : 1.  Freedman,  A.  M.:  Pediat.  Clin.  North  America  5:573  (Aug.)  1958. 

2.  Nathan,  L.  A.,  and  Andelman,  M.  B.:  Illinois  M.  J.  112: 171  (Oct.)  1957. 

3.  Santos,  I.  M.  H.,  and  Unger,  L.:  Ann.  Allergy  15:179  (Feb.)  1960.  4.  Litchfield. 
H.  R.:  New  York  J.  Med.  60: 518  (Feb.  15)  1960. 


PASSPORT 
TO  TRANQUILITY 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


VITERRA  Capsules— Tastitab® 
—Therapeutic  Capsules  for 
vitamin-mineral  supplementation 
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How  to  help  your  patients  stick  to  a 
high  vitamin-mineral  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

If  foods  are  varied  and  inviting,  a patient  will  follow  the 
diet  more  faithfully.  An  attractive  source  of  calcium,  iron, 

Vitamin  A,  B2,  niacin  and  C is  this  cottage  cheese  salad 
dotted  with  dried  fruits  and  peanuts.  Oysters  supply 
vitamins  A and  D,  iron  and  calcium.  Colorful  cabbage- 
carrot  slaw  contains  vitamins  A and  C,  and  calcium.  For 
dessert:  custard  topped  with  orange  juice  concentrate, 
providing  calcium,  plus  vitamins  A,  Bi,  B2  and  C. 


A glass  of  beer  can  add 
zest  to  a patient's  diet. 

8 oz.  glass  contains  10  mg.  cal- 
cium, 50  mg  phosphorus,  l/e  min 
dally  requirement  of  niacin, 
smaller  amounts  of  other 
B-complex  vitamins. 
(Average  of  American  Beers) 


Patients  show  no  lack  of  enthusiasm  for  appetizing  diet  dishes. 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  11  other  diet  menus,  write  us  at  636  Fifth  Avenue,  N.Y.  17,  N.Y. 
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For  the  build-up  in  convalescence 


ANNOUNCING 


Therapeutic  dosage  of  B-Complex 
plus  500  mg.  of  Vitamin  C - 

Unsurpassed  stability.  As  coatings  are  applied 
without  water,  deterioration  due  to  moisture  is 
virtually  eliminated.  Stability  is  enhanced;  po- 
tency is  protected.  Easier,  more  pleasant  to 
take.  Surbex-T  tablets  are  up  to  30%  smaller; 
have  a pleasant  taste;  and  are  non-caloric.  Vita- 
min odor  and  aftertaste  are  eliminated. 


Each  Filmtab  Surbex-T  represents: 


Thiamine  Mononitrate  (B,). ...  15  mg. 

Riboflavin  (B2)  10  mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  B,2) 4 meg. 

Calcium  Pantothenate 20  mg. 

(as  calcium  pantothenate  racemic) 

Ascorbic  Acid  (as  sodium  ascorbate)  500  mg. 

Desiccated  Liver,  N.  F 75  mg. 

Liver  Fraction  2,  N.  F 75  mg. 


Supplied  in  bottles  of  100  and  1000 


VITAMINS  ByS 


Filmtab  coatings  protect 
this  full  range  of  Abbott 
nutritional  supplements: 

SUR-BEX1  WITH  C.  Smaller 
dosages  of  the  essential  B- 
Complex  and  C.  Table  bottles 
of  60.  Also  in  bottles  of  100, 
500  and  1000. 

DAYTEENS™  To  help  insure 
optimal  nutrition  in  growing 
teenagers.  Table  bottles  of 
100,  bottles  of  250,  1000. 

Potent  maintenance  formulas 
— ideal  for  those  who  are  “nu- 
tritionally run-down” 

DAYALETS”  Table  bottles  of 
100.  Bottles  of  50,  250,  1000. 

DAYALETS-M'  Apothecary  bot- 
tles of  100  and  250.  Also  in  bot- 
tles of  1000. 

Therapeutic  formulas  for  more 
severe  deficiencies  — illness, 
infection,  etc. 

OPTI  LETS*  & OPTILETS-M' 

Table  bottles  of  30  and  100. 
Bottles  of  1000. 

dCFILMTAB  — FILM-SEALED  TABLETS,  ABBOTT. 

TM  — TRADEMARK 
1961,  ABBOTT  LABORATORIES 


103029A 


Filmtab 


Coating  Advantages 


in  a Nutshell 


Tablets  are 
easier  to  swallow, 
up  to  30% 
smaller. 


Vitamin 
after-taste  and 
odor 

are  eliminated. 


Tablets  are  pleasant 
tasting,  non-caloric, 
come  in  a rainbow  of 
cheerful  colors. 


«Cs. 


Breakage  and  cracking 
are  less  likely.  (Sugar 
coatings  are  crystalline, 
and  more  brittle.) 


In  contrast  with 
sugar  coatings, 
no  water  is  used 
in  manufacture. 


This  eliminates  the  need 
of  protective  subseals,  and 
chances  of  moisture  seepage 
through  imperfections. 


Absorption  is  speeded 
as  sugar’s  bulk 
and  subseals 
are  eliminated. 


Vitamins  are 
readily  available  at 
proximal 
receptor  sites. 


■ 

NET  RESULT:  Poten  cy  is  assured  for  a longer  time,  j 
The  patient  gets  what  he  pays  for — and  what  you  prescribe.  I 


FILMTAB  — FILM-SEA  LEO 


I LETS,  ABBOTT 


©1961,  ABBOTT  LABORATORIES 


103029  B 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace ) 
Wallace  Laboratories,  Cranbury,  New  Jersey 


Soma  relieves  stiffness 
-stops  pain , too 


Put  your 
low-back  patient 
back  on  the  payroll 


■»* 


5*  A 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Sbma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 tablet  q.i.d. 


more 

people 

have 

more 

fun 

year- 

round 


UNDER  THE  CHAMBERLIN  SUMMER 
VACATION  SPECIAL  STAY  6 DAYS  AND 
THE  7TH  DAY  IS  FREE. 

RATES  AS  LOW  AS 
$5.50  PER  PERSON 


For  information  and  reservations 
contact  Director  of  Sales,  Dept.VM, 
Richmond  Hotels,  Incorporated, 
Executive  Offices  Broad 
at  Eighth,  Richmond  19,  Virginia 


OLD  POINT  COMFORT 
FORT  MONROE.  VA. 
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HAIMASED' 


6 


^ LEBANON'  N'V< 
**«i!  Ijf©  win  < as® 


The  First  Fluid  Extracts  were  made  in  the  U.S.A., 
in  1848  by  The  Tilden  Company,  the  oldest 
pharmaceutical  manufacturing  house  in  America. 
Founded  in  1 824. 


vr rAo/Jce  m e6A  r//s//s//J '^^erlenA  oqm. 


Lower  blood  pressure  effectively... safely,  with 
this  time-tested  Sodium  Thiocyanate  formula. 

The  proved  clinical  record  of  Haimased  for 
27  years  and  more  than  1,500,000  prescriptions 
shows  this  to  be  the  therapy  of  choice  over 
the  newer,  potentially  more  toxic  Hexamethonium1- 
veratrum-rauwolfia  preparations.  A reduction 
of  30  to  50  mm.  Hg  in  systolic  pressure,  without 
orthostatic  hypotension,  can  be  anticipated 
in  40-70%  of  patients.2’3’5  Sympathectomy 
appears  to  increase  the  antihypertensive  action 
of  Haimased.4’5 


□ OSAGE:  During  the  first  five  to  seven  days  of  treatment, 

1 teaspoonful  of  Haimased  (representing  2V2  grains  — or  .16  Gm.- 
of  Sodium  Thiocyanate)  well  diluted  in  water,  three  times 
a day,  is  considered  adequate  to  produce  a blood  concentration 
sufficient  for  a decline  of  elevated  blood  pressure  and 
alleviation  of  symptoms  associated  with  hypertension.  Many 
clinicians  prefer  to  start  with  one-half  this  dose  and  gradually 
build  up  until  effect  on  blood  pressure  is  noted  and  adequate 
blood  levels  reached.  Since  Haimased  is  a liquid,  it  permits 
fractional,  easier  adjustment  of  correct  dosage.  As  the  blood 
pressure  approaches  the  estimated  normal,  the  quantity 
must  be  gradually  reduced  to  a maintenance  dose  of  1 teaspoonful 
of  Haimased  daily  (2V2  grains  of  Thiocyanate  or  .16  Gm.)  over 
an  extended  period  of  time,  without  the  development  of  secondary 
toxic  effects.  In  certain  patients,  it  may  be  best  to  interrupt 
medication  for  a period  of  one  month  after  three  or  four  months 
of  administration.  Reduced- blood  pressure  levels  may  be 
maintained  for  many  days  after  dosage  is  decreased  or 
administration  temporarily  discontinued. 

FORMULA:  Palatable,  stable,  easy-to-take  fluid.  Each  100  cc.  of 
Haimased  represents  4.4  Grams  (20  grains  to  the  fluid-ounce) 
of  Sodium  Thiocyanate;  alcohol  0.8%  by  volume;  glycerine  and 
aromatics  q.s.  No  Sugars.  SUPPLIED:  in  pint  and  gallon  bottles. 

CONTRAINDICATIONS:  Thiocyanates  should  not  be  used  in  patients 
with  congestive  heart  failure,  easily  provoked  recurring  attacks 
of  angina  pectoris,  severe  debility,  nephritis,  renal  insufficiency, 
or  cerebral  damage.  The  dosage  of  Haimased  should  be 
decreased  in  the  presence  of  extreme  fatigue,  vomiting,  abdominal 
cramps,  or  diarrhea.  Administration  should  be  terminated 
immediately  upon  manifestation  of  such  symptoms  as  exfoliative 
dermatitis,  psychosis,  and  delirium,  occurring  occasionally 
with  blood  levels  higher  than  12  mg. 

References:  1.  California  Medicine,  80:375,  1954;  2.  Peterson,  D.  M.: 
J.  Missouri  S.M.A.,  40:279,  1943;  3.  Lindberg,  H.  A.,  Treger,  N.  V., 
Barker,  M.  H.:  Quarterly  Bull.,  Northwestern  Univ.  Med.  School, 
22(1):59,  1948;  4.  Davis,  L.:  Postgraduate  Med.,  9:321, 

1951;  5.  Goodman  and  Gilman,  The  Macmillan  Co.,  New  York,  1958. 


NEW  LEBANON,  N.  Y. 


DIVISION  of  TEXTRON  F>  M A R M A C E U T I C A L S . 


INC 


THE  OLDEST  PHARMACEUTICAL  MANUFACTURING  HOUSE  IN  AMERICA  • FOUNDED  1824 


For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts : 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  Bi2 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

‘Theragran'®  is  a Squibb  trademark 
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^^nutrition...  present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^1 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.’  2.  Kampmeler,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis  ••  It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . .”3 


3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 


digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets.4  Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

O pcpa  rrh  fmi  nri  1 ^ 4.  Sebrell,  W.  H.:  Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 
i\C5Cdi  i Lilian.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult. ”c  6.  Overholser,  W.,  and  Fong,  T.C.C.  In  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Llppincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.7  7 Goldsmith,  g a 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct,  7 and  8, 1960.  Reported  in:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.8  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”9 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SQUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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How  to  use 


He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 


Trancopal 


Trancopal ® 

Brond  of  chlormezonone  * 


in 

musculoskeletal 

“splinting” 


Although  “splinting”  of  a joint  by 
skeletal  muscle  spasm  is  often  pro- 
tective, it  can  go  too  far  or  continue 
too  long.  Then  spasm,  pain  and  dis- 
use may  lead  to  wasting. 

When  you  prescribe  Trancopal, 
you  can  prevent  "oversplinting.” 
Trancopal  will  relax  the  spasm,  ease 
the  pain  and  get  the  muscle  work- 
ing again.  Relaxation  generally  be- 
gins within  half  an  hour,  and  the 
effects  of  one  tablet  last  from  four  to 
six  hours. 

In  addition  to  relaxing  the  muscle, 
Trancopal  will  mildly  tranquilize 
the  patient,  reducing  the  restless- 
ness and  irritability  that  so  often 
accompany  discomfort.  With  Tran- 
copal, the  patient  can  soon  start 
purposeful  exercise  and  physical 
therapy. 

Trancopal  has  been  found  very 
effective  in  the  treatment  of  pa- 
tients with  low  back  pain  (lum- 
bago), neck  pain  (torticollis),  bur- 
sitis, fibrositis,  myositis,  ankle  sprain, 
tennis  elbow,  osteoarthritis,  rheu- 
matoid arthritis,  disc  syndrome  and 
postoperative  muscle  spasm.  Tran- 
copal is  available  in  200  mg.  Caplets® 
(green  colored,  scored)  and  in  100 
mg.  Caplets  (peach  colored,  scored), 
bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200  mg.) 
three  or  four  times  daily;  children 
(5  to  12  years),  from  50  to  100  mg. 
three  or  four  times  daily. 


LABORATORIES 

New  York  18.N.Y. 


1 591  M 
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PABALATE 


mutually  potentiating  nonsteroid  antirheumatics 
ff 


superior  to  aspirin”2  and  with  a "higher  'therapeutic  index’”1 


In  each  yellow  enteric-coaled 
PABALATE  tablet: 

Sodium  salicylate  (5  gr.) 

0.3  Gm. 

Sodium  para-aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


When  sodium  should  be  avoided— 

PABALATE'-SODIUM  FREE 


When  conservative  steroid  therapy  is  indicated— 

PABALATE-HC 

Pabalate  with  Hydrocortisone 

1.  Barden,  F.  W.,  et  al.:  J.  Maine  M.  A.  46:99,  1955. 
2.  Ford,  R.A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 

A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 

— 


In  each  pink  enteric-coated 

Pabalate-Sodium  Free 

tablet: 

Same  formula  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 

In  each  light  blue  enteric-coaled 
PABALATE-HC  tablet: 

Same  formula  as  PABALATE- 
SODIUM  FREE,  plus  hydrocor- 
tisone (alcohol)  . . . 2.5  mg. 


Making  today’s  medicines  with 
integrity . . . seeking  tomorrow ’s 
with  persistence. 


1 place  the  foam  in  your  hand  (0ne  appli- 
cator full).  Note  the  volume  . . . plenty  for  an  effec- 
tive block. 


2 CUp  yOUr  hand.  Rub  the  foam  into  the  creases 
which  simulate  folds  of  vagina  and  cervical  os. 
After  extended  rubbing  ...  note *how  it  becomes 
heavy  and  creamy  . . . how  it  covers  and  blocks. 


' 

f 1*  - 


emko 


VAGINAL  FOAM* 


an  entirely  different  approach  to  birth  control 

THESE  PHOTOS  SHOW  HOW  EMKO’S  BLOCK  OF  FOAM  SEALS  THE  CERVICAL  OS 
...AND  HOW  IT  VANISHES  COMPLETELY  WITHOUT  DOUCHING.  ONLY  EMKO 
FOAM,  BECAUSE  OF  ITS  VIRTUAL  WEIGHTLESSNESS,  CAN  PROVIDE  THIS 
DIAPHRAGM-LIKE  PROTECTION  ...  AND  STILL  PERMIT  NORMAL  MARITAL 
RELATIONS  WITH  FULL  PARTNER  COOPERATION. 


a proven  spermicide... 

The  total  surface  area  of  each  bubble  of  Emko 
Vaginal  Foam  contains  the  proven  spermicidal 
combination  of  Nonyl  phenoxy  polyoxyethylene 
ethanol  8.0%  and  Benzethonium  Chloride  0.2%. 
As  the  sperm  attempts  to  penetrate  the  block  of 


foam,  its  erratic  course  exposes  it  constantly  to 
the  large  contact  area  created  by  the  bubbles. 
Thus,  Emko  Vaginal  Foam  assures  maximum 
spermicidal  exposure  . . . with  a minimum  weight 
of  material. 


Stocked  by  toco l dviUJ  stoves J the  emko  company  .7912  MANCHESTER  avenue,  st.  louis  17,  Missouri 


3 now,  rub  your  hands  together,  work  the  4 it  vanishes  completely!  no  trace  of  the 

foam  into  your  skin  just  as  you  would  a fine  hand  greasiness  so  common  in  creams  and  jellies, 

lotion.  That’s  why  Emko  Vaginal  Foam  leaves  no  “after- 

mess” and  no  douching  is  needed! 


♦ PAT.  NO.  2.943.979  OTHER  PATS.  PEND. 


1V&  Grs.  Ea. 
FLAVORED 


I 

Living  up  to 
a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world's  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children-  1V4  grain  flavored 
tablets-Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  GAP 
for  Children’s 
Greater  Protection 


Si 


i 


THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG  INC.,  1450  BROADWAY.  NEW  YORK  18.  N.  Y. 
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before  they  learn  their  letters... 
you  can  learn  how  well  they  see 


This  chart  devised  by  Schering  is  part  of  a simple  vision  screening  test  for  children  over 
3 years.  Used  with  the  special  lens  provided,  it  helps  you  detect  impaired  vision,  including 
latent  hyperopia  (farsightedness),  and  thus  facilitates  screening  of  children  in  need  of 
referral  to  an  ophthalmologist.  The  complete  kit— eye  chart,  special  lens  and  instructions  for 
use— is  available  without  charge  from  your  Schering  representative  or  on  written  request. 
Topical  eye  preparations:  Metimyd®  Ophthalmic  Suspension  (prednisolone  acetate  and  sulfacetamide 
sodium)  • Ointment  with  Neomycin;  Metreton®  Ophthalmic  Suspension  (prednisolone  acetate  and  chlor- 
pheniramine gluconate) ; Sodium  Sulamyd®  Ophthalmic  Solution  (sulfacetamide  sodium),  30%  and  10%  • Oph- 
thalmic Ointment,  10%.  SCHERING  CORPORATION  (Dept.  F)  • BLOOMFIELD.  NEW  JERSEY 


JANUARY,  1961 


UP-TO-DATE 

PRESCRIPTION  DEPARTMENTS 


COMPLETELY  STOCKED 
TO  SERVE  YOUR  PATIENTS 


We  work  closely  with  the  pharmaceutical  manufacturers  to  in- 
sure having  the  newest  drugs  in  stock  as  soon  as  you  prescribe 
them  for  your  patients.  New  drugs  are  received  in  our  prescrip- 
tion departments  at  the  rate  of  more  than  one  a day. 

Our  prescription  inven- 
tories are  carefully  checked 
every  month  to  eliminate  old 
or  outdated  drugs  from  our 
stock  for  the  protection  of 
your  patients. 


Stores  to  serve  you  in  Virginia! 
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THESE  63,000 
PEOPLE  IN 
VIRGINIA  NEED 
MEDICAL  HELP 


1 Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Virginia  there  are  at  least  63,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  RACK: 

LIBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  awakens  the  patient’s  desire  for  solid 
food  and  helps  to  control  withdrawal  symptoms.  The 
complications  of  chronic  alcoholism,  including  hallu- 
cinations and  delirium  tremens,  can  often  be  alleviated 
with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 

LIBRIUM®  Hydrochloride  — 7 -ch loro  - 2 -methylammo- 
nnniir  5-phenyl*3H*l,4-benzodiazepine  4-oxide  hydrochloride 

mm  KULHt 

laboratories  Division  of  Hoffmann-La  Roche  Inc. 


Volume  88,  May,  1961 


33 


RESTORE 

VITALITY... 


to 'the  under-par  child  ’* 


H[WZentron 

comprehensive  liquid  hematinic 

• corrects  iron  deficiency 

• restores  healthy  appetite 

. helps  promote  normal  growth 

• underweight,  easily  fatigued,  anorexic— due  to 
mild  anemia 


Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 

20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride 

(Vitamin  Bi) 1 mg. 

Riboflavin  (Vitamin  B2) 1 mg. 

Pyridoxine  Hydrochloride 

(Vitamin  B6) 0.5  mg. 

Vitamin  Bi2  Crystalline 5 meg. 

Pantothenic  Acid  (as  d-Panthenol)  1 mg. 

Nicotinamide 5 mg. 

Ascorbic  Acid  (Vitamin  C) 35  mg. 

Alcohol,  2 percent. 


Usual  dosage: 

Infants  and  children — 1/2  to  1 teaspoonful  (pref- 
erably at  mealtime)  one  to  three  times 
daily. 

Adults — 1 to  2 teaspoonfuls  (preferably  at  meal- 
time) three  times  daily. 


Zentron™  (iron,  vitamin  B complex,  and  vitamin  C,  Lilly) 
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Guest  Editorial 


No  Sin,  Polyglotism 

/N  NCE  IN  A WHILE  we  find  ourselves  chided  for  the  use  of  polyglot 
words.  The  complaint  seems  to  be  that  when  coining  a word  to  fill 
a void  in  our  vocabulary,  we  should  draw  all  the  several  parts  from  the 
same  language. 

Oftentimes  the  apparent  need  for  neologism  merely  reflects  a lack  of 
familiarity  with  an  existing  and  quite  adequate  expression. 

Ignorance  aside,  the  very  fact  that  the  roots,  prefixes,  suffixes,  and 
other  philologic  impedimenta  may  be  drawn  from  a variety  of  tongues 
bespeaks  a certain  universal  understanding.  The  fact  that  we  interpret 
uterogram  to  be  synonymous  with  hysterogram  typifies  the  fluidity  and 
versatility  of  our  speech,  though  the  former  is  a polyglot  word  while  the 
latter  is  pure  Greek  in  origin.  Incidentally,  uterotubogram  is  eminently 
easier  to  say  than  hysterosal pin gogram  and  equally  comprehensible.  But 
to  hew  the  puristic  line,  we  should  encumber  ourselves  with  uterotubo- 
script? 

Acceptance  should  not  be  given  to  such  ill-begotten  etymologic  anom- 
alies as  triphibious.  This  bastard  word  was  coined  by  some  pseudo- 
erudite correspondent  during  World  War  II  to  mean  "pertaining  to  air, 
land,  and  water”,  as  in  "a  triphibious  attack  on  Iwo  Jima”.  It  is  clear 
that  the  mental  machinations  that  led  to  this  semantic  abortion  started 
with  the  erroneous  belief  that  amphibious,  meaning  "pertaining  to  land 
and  water”  was  derived  from  am-  and  phibious.  ( Monophibious , of 
course,  means  "pertaining  to  land  or  water,  but  not  both.”)  Such  be- 
nighted thought  processes  are  at  work  today  among  the  Pentagonians. 

Probably  the  most  outstanding  example  of  "polyglotism”  in  everyday 
scientific  use  is  antibody,  half  Greek  and  half  (pardon  the  expression) 
Anglo-Saxon.  Should  we  jettison  antibody  in  favor  of  Greek  antiso- 
macule,  Latin  contracorpus,  or  Teutonic  thwartbody ? 

We  do  not  hesitate  to  speak  or  write  using  phrases,  each  word  of  which 
may  be  derived  respectively  from  a different  tongue.  As  long  as  our 
verbal  efforts  are  readily  understood,  cannot  the  sundry  words  make 
profit  of  our  variegated  etymologic  heritage? 

We  like  to  think  we  live  in  a progressive,  vital  society.  Let  not  pedantic 
arbitrary  rules  fetter  us  with  an  unvital  speech. 

T.  Stacy  Lloyd,  Jr.,  M.D. 


The  Pratt  Clinic 
Fredericksburg,  Virginia 


The  Positive  Cytological  Cervical  Smear 

LAWRENCE  L.  HESTER,  Jr.,  M.D. 
Charleston,  South  Carolina 


Although  not  absolutely  accurate , 
the  cervical  smear  is  a valuable 
aid  in  the  diagnosis  of  cervical 
cancer. 


* I *HE  OBTAINING  of  a cytological  cer- 
vical  smear  (Papanicoleau  smear)  from 
a patient  is  a routine,  perfunctory  proce- 
dure for  the  physician.  However,  for  the 
patient  it  is  of  greater  significance  and  may 
arouse  many  emotions  and  questions.  A 
simple  explanation  to  the  patient  that  a 
cytological  smear  or  smears  are  going  to  be 
taken  during  the  examination  will  save 
many  telephone  calls.  A belated  explana- 
tion after  the  smears  have  been  obtained 
give  little  solace  to  the  patient  and  actually 
may  increase  her  anxiety.  Thus  the  patient 
should  be  told  before  the  pelvic  examination 
that  this  is  an  essential  part  of  the  examina- 
tion, and  only  tells  if  normal  or  abnormal 
cells  are  present  and  a diagnosis  of  cancer 
cannot  be  made  by  smears  alone.  The  smears 
are  chiefly  of  value  in  detecting  cellular 
abnormalities  of  the  cervix  uteri,  although 
rarely  abnormal  cells  from  other  parts  of 
the  reproductive  tract  may  be  present  and 
noted.  However,  a negative,  Class  I or  II 
smear,  should  be  interpreted  as  being  nega- 
tive for  the  cervix  uteri  only  and  not  for 
the  entire  or  any  other  part  of  the  repro- 
ductive system. 

Cervical  smears  should  and  can  be  taken 


From  the  Department  of  Obstetrics  and  Gynecol- 
ogy of  the  Medical  College  of  South  Carolina. 

Presented  at  the  Annual  Meeting  of  The  Medical 
Society  of  Virginia,  Virginia  Beach,  October  9-12, 
1960. 


on  every  adult  female  that  presents  herself 
to  a physician  for  examination.  If  a patient 
is  old  enough  to  marry,  she  is  old  enough 
to  have  a pelvic  examination  and  cervical 
smears  regardless  of  her  chronological  age. 
Also,  if  a virgin  presents  herself  to  a phy- 
sician for  a routine  physical  examination  or 
for  gynecological  complaints,  it  is  manda- 
tory that  cytological  smears  be  taken  as  a 
part  of  the  routine  examination.  One  can- 
not take  cervical  cytological  smears  only  on 
patients  in  whom  the  cervix  is  considered 
"malignant”  or  "questionably  malignant” 
since  approximately  90%  of  the  patients1 
with  pre-invasive  carcinoma  have  a clin- 
ically benign  cervix.  The  fact  that  a female 
is  also  virginal  does  not  exclude  carcinoma 
of  the  cervix,  although  it  is  less  frequent. 
In  a series  of  approximately  13,000  celibate 
women  Towne2  found  cacinomas  of  the  cer- 
vix in  six.  Age  cannot  be  considered  a fac- 
tor as  to  whether  cervical  smears  should  or 
should  not  be  taken  since  invasive  carcinoma 
of  the  cervix  has  been  reported  in  patients  in 
their  early  twenties.2  At  the  Medical  College 
of  South  Carolina  a patient  was  treated  for 
unequivocal,  invasive  epidermoid  carcinoma 
of  the  cervix  at  age  18. 

At  one  time  the  cellular  changes  in  the 
cervical  epithelium  accompanying  pregnan- 
cy were  difficult  to  interpret  from  a cyto- 
logical standpoint.  Confusion  was  present 
and  needless  anxiety  was  aroused  in  some 
patients.  With  experience  these  changes  are 
being  properly  interpreted  by  the  cyto- 
pathologist  or  cytologist.  Carter  et  al.1  had 
almost  identical  incidences  of  non-invasive 
intra-epithelial  carcinoma  of  the  cervix  in 
their  obstetrical  patients  as  they  did  in  their 
gynecological  patients.  There  is  no  better 
time  for  the  taking  of  routine,  cervical 
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smears  than  the  initial  prenatal  pelvic  exam- 
ination. 

Gynecologists  have  advocated  for  years 
that  patients  have  a periodic  pelvic  exam- 
ination every  six  months.  This  is  idealistic, 
but  not  realistic.  Thus  it  is  now  recom- 
mended that  asymptomatic  adult  females 
return  yearly  for  routine  cervical  cytologi- 
cal  studies  and  a pelvic  examination.  In 
elderly  females  without  previous  cytological 
cervical  smears,  it  is  advisable  to  obtain 
smears  at  six  month  intervals.  Three  nega- 
tive cervical  smears,  Class  I and  II,  would 
establish  a negative  cytological  pattern; 
then  the  patient  could  be  seen  at  yearly 
intervals.  The  significance  of  a negative 
cytological  pattern  is  emphasized  by  Ullery 
and  Hollendeck"  in  a cancer  survey  pro- 
gram. Approximately  11,000  patients  with 
negative  smears  on  their  first  visit  returned 
after  one  year  and  repeat  smears  were  taken. 
No  mention  was  made  of  the  suspicious  or 
positive  smears,  but  epidermoid  carcinoma 
of  the  cervix  was  discovered  in  seven  patients 
with  one  of  the  patients  having  invasive 
carcinoma.  Thus  there  was  an  incidence  of 
one  cervical  carcinoma  to  1,600  cervical 
smears  on  the  second  examination  as  com- 
pared to  1 to  300  smears  on  the  first  examina- 
tion. Soule  and  Dobbin4  report  an  incidence 
of  one  preclinical  carcinoma  of  the  cervix 
to  140  initial  screening  smears  or  to  600 
repeat  screening  smears. 

One  should  check  with  his  cyto-patholo- 
gist  or  cytologist  regarding  the  taking  of 
cervical  smears  since  this  will  result  in  the 
lowest  incidence  of  poor  or  unsatisfactory 
smears.  Some  submit  three  smears  for  ex- 
amination, with  the  first  smear  being  aspira- 
tions from  the  posterior  vaginal  fornix.  If 
only  two  smears  are  submitted  for  cyto- 
logical study,  the  first  smear  is  obtained 
from  the  endocervix  with  a cotton  appli- 
cator and  rolled,  not  rubbed,  on  a glass  slide 
which  is  immediately  emerged  in  a bottle 
containing  equal  parts  of  95%  alcohol  and 
ether.  If  desired,  another  endocervical  smear 
may  be  obtained  by  aspiration  after  sound- 


ing of  the  endocervix.4  The  second  smear 
is  obtained  with  an  Ayre  spatula,  or  a tongue 
blade  broken  so  that  an  edge  may  be  placed 
in  the  cervical  os,  for  stability  and  pressure. 
The  spatula  is  then  rotated  obtaining  cer- 
vical scrapings  from  the  external  cervical 
os,  or  from  a minimal  cervical  lesion  if  one 
is  present.  These  scrapings  are  likewise 
placed  on  a slide  which  is  handled  in  the 
same  manner  as  the  first  slide.  Some  method 
to  separate  the  two  slides,  such  as  a paper 
clip  on  one  slide,  is  necessary  to  keep  them 
apart  for  adequate  fixation.  Better  smears 
are  obtained  if  the  patient  has  refrained 
from  douching,  or  the  using  of  contracep- 
tive jelly  or  cream  for  five  to  seven  days 
prior  to  the  examination.  Also  a lubricant 
should  not  be  used  on  the  speculum,  but  it 
should  be  moistened  with  water  prior  to  its 
insertion  into  the  vagina.  Thus  the  taking 
of  cervical  smears  is  the  first  and  perhaps 
the  most  important  part  of  the  routine  pel- 
vic examination. 

If  a routine  cervical  smear  is  reported  as 
doubtful,  suspicious,  or  positive  (Class  III, 
IV,  or  V)  the  first  procedure  is  to  repeat 
the  cervical  smears  with  or  without  cervical 
biopsies.  Henceforth,  positive  cytology  con- 
notes a doubtful,  suspicious,  or  positive 
cervical  smear.  The  repeating  of  cervical 
smears  is  to  be  stressed,  when  the  interpreta- 
tion of  the  original  smear  in  question  was 
done  beyond  the  confines  of  your  hospital 
or  institution.3  Repeat  cervical  smears  should 
be  taken,  and  the  original  smears  reviewed, 
if  there  is  a difference  in  the  interpretation. 
If  on  two  separate  examinations  of  exfoli- 
ative cervical  cytology,  a report  is  received 
of  doubtful,  suspicious,  or  positive  smears 
for  carcinoma  cells;  then  further  investiga- 
tion is  indicated  prior  to  the  institution  of 
any  therapy. 

Cervical  biopsies  are  valueless  in  the  man- 
agement of  patients  with  abnormal  exfolia- 
tive cytology  unless  they  are  positive,  that 
is,  reveal  unequivocal  invasive  carcinoma  of 
the  cervix.  However,  we  continue  to  per- 
form them  after  our  cytological  examina- 
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tions  are  completed  if  a lesion  is  present  on 
the  cervix.  If  no  lesion  is  present,  then  four 
quadrant  biopsies  are  obtained.  This  is  done 
because  on  rare  occasions  invasive  carcinoma 
of  the  cervix  is  detected,  and  the  patient  is 
therefore  not  subjected  to  a cervical  coni- 
zation before  the  institution  of  therapy. 
However,  if  the  cervical  biopsies  do  not  re- 
veal unequivocal  invasive  carcinoma  of  the 
cervix,  then  our  next  step  in  the  evaluation 
of  the  positive  cervical  smear  is  cold-knife 
conization.  Our  technique  for  this  pro- 
cedure' is  as  follows:  The  patient  is  placed 
on  the  operating  table  in  the  dorsal,  lithoto- 
my position.  The  vulva,  perineum  and 
vagina  are  scrubbed  with  cotton  balls,  soaked 
in  septisol  and  benzalkonium  chloride.  The 
vagina  is  not  scrubbed  as  vigorously  as  the 
vulva  to  decrease  the  danger,  if  one  is  pres- 


removing  an  inverted  cone  of  tissue,  includ- 
ing the  squamo-columnar  junction.  The 
size  of  the  cone  will  vary  with  a small  cone 
being  obtained  on  a nulligravida  patient, 
and  a much  larger  cone  on  a grand  multi- 
gravida with  bilateral  cervical  lacerations. 
The  cone  of  cervical  tissue  is  removed  in- 
tact, separately  marked,  and  sent  to  the 
Department  of  Pathology.  After  the  cold 
knife  conization,  fractional  uterine  curet- 
tage is  carried  out  in  the  usual  manner.  If 
an  adequate  liquid  tourniquet  employing 
phenylephrine  hydrochloride  is  obtained, 
hemostasis  is  complete  and  cauterization 
and/or  suturing  is  not  necessary. 

Results 

In  a recent  study  cytological  cervical 
smears  were  obtained  on  139  patients  that 


TABLE  I 


Comparison  of  Cervical  Cytological  and  Tissue  Diagnosis 


Cervicitis 

Atypical 

Epithelium 

Pre- 

Invasive 

Carcinoma 

Invasive 

Carcinoma 

Negative  cytological  studies  (28). 

16 

3 

8 

1 (Adeno-carcinoma 
of  cervix) 

Doubtful  (8) 

4 

4 

Suspicious  (74) 

9 

12 

50 

3 

Positive  (29) 

3 

3 

18 

5 

Total  (139) 

28 

22 

80 

9 

ent,  of  removing  superficial  layers  of  cervi- 
cal epithelium.  The  cervix  is  then  grasped 
with  tenacula  at  3 and  9 o’clock.  The  entire 
cervix  is  injected  with  phenylephrine  hydro- 
chloride (neo-synephrine)  1 to  100,000 
solution/’  This  strength  is  obtained  by  add- 
ing 2 mg.  of  phenylephrine  hydrochloride 
to  200  cc.  of  normal  saline.  The  injection  is 
made  into  the  cervix,  near  the  vaginal  for- 
nix. Enough  solution  is  used  to  produce 
ballooning  and  blanching  of  the  cervix, 
otherwise  the  technique  will  be  a failure. 
The  same  injection  has  been  tried  without 
the  phenylephrine  hydrochloride  to  obtain 
a liquid  tourniquet,  but  with  poor  hemo- 
stasis. Beginning  at  4 or  5 o’clock  on  the 
posterior  lip,  an  incision  is  made  and  ex- 
tended to  completely  encircle  the  cervix 
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also  had  a cold-knife  conization.  Only  the 
first  smears  interpreted  by  our  cyto-pathol- 
ogist  are  considered,  although  some  patients 
had  many  smears.  The  results  of  the  first 
cervical  smear  compared  with  the  tissue 
diagnosis  of  the  cone  specimen  is  seen  in 
Table  I. 

There  were  12  false  negative  smears  or 
eight  if  only  pre-invasive  intra-epithelial 
carcinoma  is  considered.  Since  abnormal 
glandular  epithelium  is  cytologically  diffi- 
cult to  interpret,  the  adeno-carcinoma  of  the 
cervix  should  be  excluded.  There  were  12 
false  positive  smears,  an  incidence  of  9%. 

There  were  nine  patients  with  a diagnosis 
of  invasive  carcinoma,  eight  being  epider- 
moid and  one  adeno-carcinoma  of  the  cer- 
vix. Initially,  five  cervical  smears  were 
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positive,  three  were  suspicious,  and  one  was 
reported  as  negative. 

Punch  biopsies  of  the  cervix  were  ob- 
tained prior  to  conization  on  many  of  the 
patients.  The  tissue  diagnosis  of  the  punch 
biopsies  and  the  cone  specimen  agreed  61%, 
but  there  was  disagreement  39%  of  the 
time.  The  cone  specimen  revealed  more 
serious  abnormal  cellular  changes  in  26% 
of  the  patients,  and  in  13%  less  serious 
cervical  disease  was  noted. 

The  diagnosis  of  pre-invasive  intra-epi- 
thelial  carcinoma  of  the  cervix  was  made  on 
104  patients  in  this  series;  however,  only  80 
patients  had  cervical  cytological  studies  and 
conization  at  our  institution.  Forty  patients 
seen  in  the  beginning  of  the  series  had  cold- 
knife  conization  because  of  cytological 
studies  or  punch  biopsies  performed  else- 
where and  24  of  them  had  a final  diagnosis 
of  pre-invasive  intra-epithelial  carcinoma  of 
the  cervix.  Some  of  the  patients  returned 
to  their  referring  physicians  for  hysterec- 
tomy, some  moved  to  other  communities 
before  hysterectomy  could  be  performed, 
and  others  refused  surgery.  A total  of  86 
hysterectomies  and  four  trachelectomies 
were  performed.  All  the  trachelectomies 
were  done  vaginally  as  were  50  of  the  hys- 
terectomies. The  remaining  36  hysterec- 
tomies were  done  abdominally.  Residual 
intra-epithelial  carcinoma  of  the  cervix  was 
reported  to  be  present  in  37  uteri,  or  43% 
of  the  specimens  that  were  removed. 

Comments 

The  value  of  exfoliative  cervical  cytology 
has  been  amply  demonstrated  by  many 
authors.1'3,4  In  stressing  the  importance  of 
cervical  cytological  studies,  the  experience 
and  diagnostic  acumen  of  the  person  that 
interprets  the  cytological  smears  should  be 
emphasized.  Although  it  is  not  necessary 
for  a cytologist  to  be  a tissue  pathologist,  it 
does  appear  that  the  best  results  are  ob- 
tained, and  there  is  better  correlation  of 
exfoliative  cytology  and  tissue  pathology, 
where  both  procedures  are  carried  out  in 
the  same  department.  Hence,  it  appears 


needless  to  re-emphasize  the  importance  of 
knowing  your  cyto-pathologist,  or  cytolo- 
gist. 

In  each  patient  one  must  first  determine 
whether  or  not  a cervical  malignancy  is 
present,  and  secondly  whether  or  not  it  is 
invasive  prior  to  the  institution  of  therapy. 
Cervical  conization  is  the  most  reliable 
method  that  one  has  of  making  an  accurate 
diagnosis  of  cervical  disease  since  an  ade- 
quate amount  of  tissue  is  submitted  for 
study.'  The  value  of  exfoliative  cytology 
as  a screening  procedure  and  cervical  coni- 
zation as  a diagnostic  procedure  is  further 
emphasized  by  the  fact  that  non-invasive 
intra-epithelial  carcinoma  arises  in  most  in- 
stances from  the  endocervical  canal,  and 
not  from  the  portio  or  non-gland-bearing 
portion  of  the  cervix. ^ It  has  also  been  noted 
that  the  usual  growth  pattern  of  carcinoma 
of  the  cervix  is  to  the  endocervix  and  para- 
cervical tissues,  and  only  late  is  there  in- 
volvement of  the  portio  of  the  cervix. 

Our  experience  has  shown  that  vaginal 
hysterectomy  for  pre-invasive  intra-epithe- 
lial carcinoma  of  the  cervix  is  the  treatment 
of  choice  without  salpingo-oophorectomy 
unless  the  ovaries  or  fallopian  tubes  are 
found  to  be  abnormal.  This  is  usually  per- 
formed six  weeks  after  conization  so  that 
the  reaction  to  injury  will  have  subsided. 
Another  reason  for  the  delay  in  hysterec- 
tomy is  that  it  is  sometimes  difficult  to  ob- 
tain an  accurate  diagnosis  48  to  72  hours 
after  the  cone  specimen  has  been  removed. 
More  slides  have  to  be  made,  re-studied,  and 
other  opinions  obtained.  Thus  a minimum 
of  six  weeks  should  elapse  prior  to  definitive 
surgery  so  that  a more  accurate  diagnosis 
can  be  made  and  patient  morbidity  and 
mortality  reduced.  After  definitive  surgery 
has  been  done,  the  patient  should  not  be  dis- 
charged, as  meticulous  yearly  examinations 
are  required.  This  not  only  includes  a care- 
ful pelvic  examination,  but  routine  cervical 
cytological  smears  should  be  taken  from  the 
apex  of  the  vagina. 

If  a positive  cytological  smear  is  obtained 
in  a pregnant  female,  the  same  diagnostic 
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procedures  are  done  in  sequence  as  men- 
tioned. Conization  of  the  cervix,  however, 
is  not  carried  out  until  after  16  weeks’  ges- 
tation or  the  fetal  heart  tones  have  been 
heard.  A more  superficial  cone  is  done  so 
that  there  is  no  danger  of  approaching  the 
internal  cervical  os.  Only  diagnostic  pro- 
cedures are  performed  during  pregnancy 
whereas  the  therapeutic  procedures,  ex- 
cluding conization  as  a therapeutic  pro- 
cedure here,  await  delivery  and  further 
evaluation.  A minimum  of  four  months 
should  elapse  from  delivery  to  vaginal 
hysterectomy,  particularly  if  anterior  and 
posterior  colporrhaphy  are  also  done,  be- 
cause of  the  increased  vascularity  and 
blood  loss  during  surgery  if  it  is  performed 
earlier  in  the  puerperium.  Therapy  for 
invasive  carcinoma  of  the  cervix  should  be 
begun  as  soon  as  the  diagnosis  is  made  and 
confirmed  except  in  cases  where  the  gesta- 
tion has  reached  28-30  weeks,  then  each 
case  must  be  individualized. 

Summary 

Approximately  3 5,000  women  die  in  the 
United  States  each  year  of  cervical  cancer.4 
Many  of  these  deaths  are  needless  because 


the  opportunity  of  early  diagnosis  is  negated 
by  the  failure  to  obtain  routine  cervical 
smears.  The  significance  of  the  positive  cer- 
vical smear  has  been  emphasized,  and  a diag- 
nostic regimen  outlined.  The  value  of  each 
step  that  should  be  taken  in  making  a diag- 
nosis of  non-invasive  intra-epithelial  car- 
cinoma of  the  cervix  has  been  stressed. 
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Heredity  Factor  in  Spinal  Ailment 


Heredity  has  been  reported  for  the  first 
time  as  a definite  factor  in  a relatively  com- 
mon type  of  spinal  deformity.  A defect  of 
closure  in  the  spinal  column  (spinal  bifida 
occulta)  was  found  in  two  sons  and  a daugh- 
ter of  parents  who  both  had  the  same  ail- 
ment. The  cases  are  described  in  the  April 
8 th  Journal  of  the  American  Medical  Asso- 
ciation. 

In  the  children  the  bone  defect  was  asso- 
ciated with  a disorder  of  the  nervous  system. 
Stretching  and  deformity  of  the  spinal  cord 
had  occurred  as  a result  of  a shortening  of 
the  threadlike  connection  (filum  termi- 
nale)  which  anchors  the  spinal  cord  to  the 
base  of  the  spine. 
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Said  Drs.  J.  Grafton  Love,  David  D.  Daly, 
and  Lloyd  E.  Harris  of  the  Mayo  Clinic, 
Rochester,  Minn.: 

"It  is  our  opinion  that  the  occurrence  of 
tight  filum  terminate  in  all  three  siblings 
of  this  family  clearly  indicates  a gene-de- 
termined etiology  and  that  this  is  the  first 
reported  instance  of  the  syndrome  as  a 
hereditary  disorder.  The  precise  mode  of 
genetic  transmission  of  this  disorder  is  not 
clear.” 

The  spinal  column  defect  usually  is  not 
associated  with  neurological  disorders.  How- 
ever, when  it  is,  symptoms  include  disturb- 
ances in  gait,  weakness  and  atrophy  of  the 
legs  and  deformities  of  the  feet. 

Virginia  Medical  Monthlv 


Treatment  of  Fractures  of  the  Mandible 
in  Children 

(Naso-Mandibular  Method  of  Immobilization) 


Fracture  of  the  mandible  in  young 
children  is  not  often  seen  but  re- 
quires special  consideration.  An 
effective  method  of  treatment  is 
described. 


T^RACTURES  of  the  mandible  in  children 
are  relatively  rare.  There  are  a number 
of  explanations  for  this  fortunate  circum- 
stance. The  nature  of  the  young  bone  is 
not  conducive  to  fracturing.  Though  chil- 
dren sustain  many  falls,  they  are  usually  of 
a minor  type,  occurring  during  play  and 
at  the  time  of  relaxation.  Again,  the  child 
spends  comparatively  little  time  in  automo- 
biles, does  not  participate  in  contact  sports, 
and  is  not  likely  to  become  involved  in  mur- 
derous altercations.  As  far  as  the  facial 
bones  are  concerned,  the  mandible  would 
seem  to  be  more  vulnerable  to  injuries  than 
those  of  the  mid  and  upper  face  regions,  with 
the  exception  of  the  nasal  cartilages  and 
bone.  We  have  not  seen  a fracture  of  the 
mandible  in  infants  or  very  young  children 
except  in  those  cases  of  massive  injuries  from 
which  there  was  no  survival. 

The  problem  of  treatment  is  essentially 
the  same  as  for  fractures  elsewhere:  reduc- 
tion and  immobilization  until  healing  takes 
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place.  An  exception  to  this  is  in  the  case  of 
the  mandible  with  a fractured  and  displaced 
condylar  head.  Usually,  in  this  instance,  no 
effort  is  made  to  correct  the  displacement, 
only  immobilization  being  necessary  for 
three  weeks  to  promote  formation  of  an 
asymptomatic  false  joint. 

Because  of  the  absence  of,  size  and  struc- 
ture of  children’s  teeth,  the  underlying  un- 
erupted ones  and  follicles,  the  lack  of  space, 
and  the  inability  of  the  patient  to  cooperate 
fully,  the  utilization  of  many  methods  of 
obtaining  reduction  and  immobilization  of 
the  fractured  parts  will  be  unsatisfactory 
and,  indeed,  hazardous  to  the  future  devel- 
opment and  growth  of  the  permanent  teeth 
and  mandible.  This  applies  to  the  applica- 
tion of  various  types  of  arched  bars,  inter- 
maxillary wiring,  direct  fixation  with 
Kirschner  wires,  extraskeletal  pinning  and 
fixation,  plastic  prostheses,  and  open  reduc- 
tion with  direct  wiring  of  the  fractured 
parts.  An  exception  is  the  last  mentioned, 
which  may  be  indicated  occasionally  in  cer- 
tain types  of  fracture.  Even  though  the  pro- 
cedure is  performed  very  carefully,  injuries 
to  the  permanent  teeth  may  result  and,  of 
course,  some  secondary  scarring  of  the  soft 
tissue  is  inevitable.  Even  after  considering 
these  disadvantages,  open  reduction  with  di- 
rect wiring  will  be  justified  in  certain  cases. 

It  is  our  intention  to  describe  a method 
of  immobilization  that  we,  in  the  Depart- 
ment of  Otolaryngology,  have  found  to  be 
useful  in  the  treatment  of  mandibular  frac- 
tures in  children.  The  procedure  is  not  orig- 
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inal  with  us  and  has  been  described  in  dental 
and  medical  journals  previously.1'0  Recently 
however,  we  have  heard  several  speakers  ex- 
pound on  the  treatment  of  fractures  of  the 
mandible,  and  have  been  impressed  by  the 
fact  that  a description  of  this  method  has 
been  omitted.  Because  of  its  simplicity,  the 
minimal  discomfort,  success,  ease  of  per- 
forming the  surgical  procedure  and  carry- 
ing out  after  care  with  regard  to  oral  hy- 
giene, we  believe  we  are  justified  in  placing 
some  emphasis  on  the  mode  of  treatment  in 
this  presentation. 

Other  advantages  are  that  anyone  having 
basic  surgical  experience  will  be  capable  of 
performing  the  various  simple  maneuvers; 


otomy  was  performed  and  hypothermia  uti- 
lized to  improve  the  general  condition  of  the 
patient,  definitive  treatment  of  the  mandib- 
ular fracture  was  instituted.  This  fracture 
was  a comminuted  one,  with  displacement 
of  the  fragments  in  the  region  of  the  sym- 
physis. 

Under  general  anesthesia,  the  following 
operative  procedure  was  performed.  After 
the  upper  lip  was  retracted  upward,  expos- 
ing the  sulcus  between  it  and  the  alveolar 
process,  a horizontal  incision  4.0  cm.  in 
length  was  made  through  the  mucous  mem- 
brane and  periosteum.  By  elevation  of  the 
soft  tissues  with  the  subperiosteal  elevator, 
the  bony  floor  of  the  nose,  maxillary  spine 


Fig.  1.  Fracture  at  symphysis  of  mandible — open  reduction  and  wiring.  Immobiliza- 
tion by  wires  leading  from  spine  of  maxilla  and  mandible  ( naso-mandibular  fixa- 
tion). 


and,  again,  no  elaborate  armamentarium  of 
equipment  is  necessary. 

Two  cases  will  be  briefly  presented  to  il- 
lustrate and  describe  the  method. 

A six-year-old  white  male,  a victim  of  an 
automobile  accident,  sustained  injuries  of  the 
head.  These  consisted  essentially  of  a severe 
cerebral  concussion  and  a fracture  of  the 
mandible  (Fig.  1).  After  a waiting  period 
of  seven  days,  during  which  time  a trache- 
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and  bony  rim  of  the  nasal  aperture  at  its 
junction  with  the  maxilla  were  exposed  with 
ease.  A horizontal  perforation  of  the  bone 
of  the  spine  of  the  maxilla  was  made  with  a 
machine-driven  bur.  (Any  type  of  bone 
drill  may  be  utilized.)  A 0.020  inch  (diam- 
eter) section  of  stainless  steel  was  passed 
through  the  opening  and  the  two  segments 
were  brought  down  into  the  mouth  just  ex- 
ternal to  the  alveolar  process,  intra-orally, 
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through  the  mid-portion  of  the  incision 
(Fig.  2).  The  wound  was  irrigated  with 
saline  and  closed  with  catgut  sutures. 

The  next  step  in  the  procedure  was  the 
attachment  of  a similar  segment  of  wire  to 
the  mandible.  The  bone  of  the  lower  one- 
fourth  of  the  mandible  was  exposed  through 
a soft  tissue  incision  in  the  mid-symphysis  re- 
gion. The  fracture  lines  were  identified  and 
the  parts  directly  wired,  after  penetrating 
each  segment  of  bone  with  the  perforating 
bur.  To  insure  better  reduction  and  immo- 


Fig.  2,  a and  b.  Diagram  showing  location 

bilization,  a second  section  of  wire  was 
passed  through  one  opening  in  the  bone,  as 
noted  in  the  x-ray  and  diagram  (Figs.  1 and 
2),  then  led  up  through  the  mucous  mem- 
brane, again  external  to  the  alveolar  process, 
into  the  mouth.  The  external  wound  was 
closed  with  catgut  and  silk.  After  full  re- 
covery from  the  anesthesia,  when  all  danger 
of  regurgitation  and  aspiration  had  passed, 
the  teeth  of  the  lower  and  upper  jaws  were 
approximated  in  proper  alignment  and  im- 
mobilized in  this  position  by  twisting  and 
fixing  together  the  opposing  wires.  In  this 
particular  case,  the  presence  of  the  trache- 
otomy reduced  the  danger  of  aspiration  of 
material  secondary  to  regurgitation. 

The  patient  was  soon  ambulatory,  and 
after  a further  period  of  nine  days  in  the 
hospital,  during  which  time  the  family  were 
instructed  in  the  care  of  the  teeth  and 
mouth,  he  was  discharged  and  observed  bi- 
weekly as  an  out-patient. 

Nourishment,  liquid  vitamin  supplements, 


and  antimicrobial  drugs  were  administered 
orally  through  the  narrow  orifices  between 
the  teeth.  Frequent  feedings  of  a suitable 
liquid  diet  are  satisfactory.  A rich,  high 
calorie  one  sometimes  causes  nausea.  There 
is  no  better  food  for  a child  under  these  cir- 
cumstances than  ice  cream,  which  is  usually 
welcomed. 

After  a period  of  four  weeks,  the  wires 
were  removed,  and  decannulation  was  ac- 
complished within  a few  days.  The  result 
was  good. 


of  wires  in  naso-mandibular  fixation. 


Comment 

This  case  illustrated  a method  of  immo- 
bilization of  a fractured  mandible  by  naso- 
mandibular  fixation  and  direct  wiring.  The 
upper  point  of  stabilization  was  the  nasal 
spine  of  the  maxilla,  and  the  lower,  the  sym- 
physis of  the  mandible.  The  attachment  of 
the  wires  to  the  mandible  may  be  carried 
out  in  several  ways.  First,  the  perforation 
of  the  mandible  near  its  lower  margin  may 
be  accomplished  by  using  the  perforating 
bur  or  any  other  type  of  drill  and  bit,  after 
exposing  the  bone  by  an  external  incision, 
as  was  done  in  this  case;  or  actually,  the 
exposure  may  be  obtained  by  an  intra-oral 
incision.  Stainless  steel  wire,  in  either  case, 
may  be  passed  through  the  perforation  and 
the  two  segments  made  to  exit  within  the 
intra-oral  cavity,  external  to  the  alveolar 
process  and  the  teeth  of  the  mandible  if 
present,  that  is,  between  the  lower  lip  and 
the  mandible.  By  passing  the  wire  through 
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the  perforation  and  extending  both  extremi- 
ties of  the  wire  to  the  mouth,  then  removal 
may  be  facilitated  with  ease.  At  the  time 
when  removal  is  indicated,  one  segment  of 
the  wire  will  be  cut  and  propelled  into  the 
opening  while  traction  is  placed  on  the  other 
end,  thus  delivering  the  wire  from  the  per- 
foration and  mouth. 

Another  method  of  attaching  the  wire  to 
the  mandible  is  by  the  circumferential  ap- 
proach, that  is,  by  the  use  of  a curved  liga- 
ture carrier.  The  wire  may  be  passed  through 
the  mucous  membrane  on  the  lingual  side 
of  the  mandible,  under  the  inferior  border, 
without  penetrating  the  skin,  and  up  ex- 
ternal to  the  mandible  through  the  mucous 
membranes,  in  between  the  alveolar  process 
and  lip,  into  the  intra-oral  cavity.  This  can 
also  be  accomplished  by  using  a long  needle, 
such  as  a spinal  one.  The  needle  may  be 
passed  into  the  proper  position  and  the  wire 
threaded  through  the  needle.  The  danger  of 
osteitis  or  osteomyelitis  is  insignificant,  pro- 
vided the  patient  is  given  an  antimicrobial 
drug;  and  even  without  this,  we  doubt  se- 
riously that  the  risk  would  be  great.  The 
two  segments  of  wire,  after  passing  through 
the  mandible  and  through  the  spine  of  the 
maxilla,  are  twisted  together  to  form  a single 
strand.  This  strand  in  turn  may  be  fashioned 
to  form  a hook  instead  of  wiring  them  di- 
rectly together,  and  then  an  elastic  band  is 
placed  between  the  hooked  portions  of  the 
wire,  or  a heavy  silk  thread  may  be  used 
instead  of  the  bands  to  attach  the  hooked 
portions  together.  These  latter  two  methods 
may  be  somewhat  safer  than  directly  wiring 
the  two  parts,  because  in  the  event  of  regur- 
gitation of  food  or  hemorrhage,  it  is  easier 
to  remove  the  elastic  bands  or  silk  in  order 
that  the  fluid  from  either  cause  may  find 
exit  through  the  mouth  rather  than  through 
the  nose  and  be  aspirated  into  the  lungs.  In 
fact,  we  prefer  the  use  of  rubber  bands  or 
silk  because  the  child,  if  old  enough,  can  be 
taught  the  maneuver  and  the  parents,  who 
have  previously  been  instructed,  can  rapidly 
cut  the  rubber  bands  or  silk  material  by  the 
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use  of  scissors,  which  should  always  be  read- 
ily available.  In  cases  of  younger  children, 
the  scissors  may  be  attached  to  the  clothing 
in  some  fashion  so  as  to  always  be  within 
reach.  Immobilization  of  a child’s  fracture 
of  the  mandible  for  a period  of  four  weeks 
is  usually  adequate  to  insure  firm  union. 

The  second  case  is  an  older  person,  but 
demonstrates  a variation  of  the  procedures 
which  we  are  presenting. 

A 14-year-old  white  male  fell  from  his 
bicycle,  sustaining  lacerations  of  the  face 
and  a subcondylar  fracture  of  the  mandible. 
Somewhat  to  our  surprise,  we  found  on 
examination  that  all  of  his  upper  teeth  had 
been  previously  extracted  because  of  dental 
disease.  A very  adequate  full  upper  denture 
compensated  for  the  lack  of  teeth.  Five  low- 
er teeth  were  present,  the  others  having 
been  extracted  because  of  dental  disease,  also. 
Only  two  of  these  were  anywhere  near 
sound.  A partial  denture  was  worn  in  the 
lower  mouth. 

The  problem  of  reduction  and  open  im- 
mobilization here  could  have  been  solved  by 
open  manipulation  and  direct  transosseous 
wiring.  However,  a much  simpler  proce- 
dure, which  proved  satisfactory,  was  uti- 
lized. By  an  intra-oral  incision,  the  rim  of 
the  lower  edge  of  the  nasal  bone  was  exposed. 
The  bones  were  perforated  and  a stainless 
steel  wire  was  passed  through  the  perfora- 
tion and  led  down  into  the  mouth.  Stain- 
less steel  wires  were  then  applied  to  two  of 
the  remaining  five  teeth  in  the  lower  jaw. 
Twenty-four  hours  later,  the  upper  denture, 
which  fortunately  had  not  been  injured  in 
the  accident,  was  placed  in  the  mouth.  The 
wires  extending  from  the  nasal  bone  were 
placed  external  to  the  denture.  The  five  re- 
maining lower  teeth  were  then  closed,  ap- 
proximating the  upper  denture.  The  wires 
from  the  two  lower  teeth  and  those  attached 
to  the  nasal  bone  were  then  twisted  to  form 
a single  one,  and  were  attached  together  to 
immobilize  the  lower  jaw  against  the  upper. 
Satisfactory  occlusion  and  immobilization 
were  obtained  (Figs.  2-3).  Occlusion  in 
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this  type  of  case  was  not  particularly  impor- 
tant, the  immobilization  being  more  so. 

The  many  apertures  between  the  upper 
plate  and  lower  teeth  well  afforded  an  ingress 
for  liquid  and  semi-solid  nourishment. 

The  patient  was  "permitted  his  jaw”,  that 
is,  the  wires  were  removed  after  a period  of 
five  weeks.  He  suffered  little,  if  any,  impair- 
ment of  his  general  condition  and  relatively 
little  discomfort  after  the  first  twenty-four 


hours  following  reduction  and  immobiliza- 
tion. He  was  back  in  school  one  week  after 
the  procedure. 

Comment 

This  case  represents  a naso-mandibular 
attachment  for  immobilization,  plus  the  use 
of  the  patient’s  denture.  If  a denture  had 
not  been  available,  one  might  have  fashioned 
a dental  splint  of  some  type  of  compound 


like  acryllic  which  could  have  been  utilized 
instead  of  the  denture.  Such  a splint  could 
have  been  fixed,  in  the  event  that  it  was 
applied  to  the  lower  jaw,  by  circumferential 
wiring.  In  this  case,  there  was  no  danger 
of  injury  to  the  permanent  teeth  or  to  the 
follicles,  in  view  of  the  age  of  the  patient, 
like  in  the  previous  one. 

To  supplement  immobilization  in  chil- 
dren after  some  other  method  has  been  em- 


ployed to  reduce  the  fracture,  one  may  use 
a head  cap  with  a sling  extending  from  pro- 
jections from  the  head  cap  to  the  sling  which 
is  placed  under  the  lower  jaw  and  is  made  of 
some  material  such  as  an  elastic  bandage. 
The  sling  may  be  attached  to  the  head  cap 
extensions  by  multiple  elastic  bands  in  order 
to  obtain  constant,  rather  firm  pressure 
upon  the  lower  jaw  in  an  upward  direction. 
This  head  cap  and  sling  can  only  be  utilized 
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without  other  methods  in  cases  of  linear 
nondisplaced  fractures.  While  it  serves  as  a 
reminder  to  the  youngster  to  keep  the  jaw 
idle,  it  does  little  more  than  this  in  the  way 
of  immobilization.  It  should  not  be  de- 
pended upon  for  such  a purpose. 

Summary 

A rather  simple  and  successful  method  of 
immobilization  of  the  fractured  mandible  is 
described.  This  procedure  is  not  original 
with  us,  but  does  not  seem  to  be  as  well 
known  as  it  should  be.  By  its  use,  there  is 
a minimal  chance  of  disturbance  of  decidu- 
ous tissue  and  future  development  of  the 
lower  jaw,  little  risk  to  the  patient  from 
surgery,  slight  discomfort,  and  no  significant 
interference  with  nutrition. 

We  have,  over  the  past  year,  dealt  with 
many  maxillofacial  fractures.  The  less  dan- 
gerous and  most  successful  method  of  ob- 
taining reduction,  sound  union  of  bone,  and 
normal  dental  occlusion  is  by  the  use  of 
lugged  arch  bars  (Winter,  Erick,  or  Jalenko 
splints)  affixed  to  the  upper  and  lower  teeth 
by  wiring,  with  the  joining  of  the  lugs  of 


the  arch  bars  by  properly  placed  elastic 
bands.  This  treatment  modality  is  not  ap- 
plicable to  children  for  reasons  which  have 
already  been  stated.  Again,  in  adults,  direct 
transosseous  wiring  may  be  the  procedure  of 
choice  because  of  lack  of  teeth,  economical 
motives,  and  so  forth.  It  is  not  to  be  utilized 
in  children  otherwise  than  in  exceptional 
conditions. 
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Prevent  Some  Strokes 


Many  persons  who  suffer  temporary 
"warning”  strokes  can  be  spared  a full- 
blown and  possibly  fatal  stroke.  The  find- 
ings support  the  view  that  long-term  anti- 
coagulant therapy  affords  protection  from 
strokes  to  a significant  percentage  of  pa- 
tients who  suffer  intermittent  attacks,  ac- 
cording to  three  Mayo  Clinic  researchers. 

Drs.  Robert  G.  Siekert,  Clark  H.  Milli- 
kan, and  Jack  P.  Whisnant,  Rochester, 
Minn.,  reported  results  of  a study  involving 


230  patients  in  the  April  8th  Journal  of  the 
American  Medical  Association. 

The  patients  were  studied  for  periods  of 
one  to  five  years.  The  incidence  of  strokes 
among  115  patients  who  received  anticoagu- 
lant drugs  continuously  was  4 per  cent, 
compared  with  an  incidence  of  40  per  cent 
among  40  patients  who  did  not  receive  this 
treatment. 

Among  the  treated  group,  83  per  cent  es- 
caped a stroke  while  only  5 0 per  cent  of  the 
untreated  patients  escaped. 
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Carbon  Tetrachloride  Poisoning 


This  is  one  of  periodic  articles  on 
common  poisonings  which  will  be 
published  in  The  Monthly  from 
time  to  time.  It  is  prepared  by  Dr. 
Kaye  in  collaboration  with  the 
Richmond  Poison  Information 
Center. 

/^ARBON  TETRACHLORIDE  is  a very 
effective  solvent  and  cleaner,  but  un- 
fortunately it  may  be  quite  toxic.  Deaths 
have  occurred  due  to  accidental  exposure, 
in  the  home  and  in  the  factory. 

Synonym : Pyrene,  "Carbona,  CC14. 

Uses:  Cleaning  agent,  degreasing  agent, 
fire  extinguisher,  antihelmintic,  dry  clean- 
ing clothes  or  rugs. 

Properties:  Heavy,  colorless,  non-inflam- 
mable liquid,  sweet,  penetrating,  odor,  B.  P.. 
76°  C. 

MLD:  Approximately  6 ml./ 1 5 0 lb.  man. 

Remarks:  Carbon  tetrachloride  when 
thrown  on  fires  or  when  heated  produces 
phosgene  which  is  very  toxic.  Inhalation  of 
carbon  tetrachloride  while  cleaning  clothes 
or  window  blinds  has  caused  fatalities.  It 
is  absorbed  rapidly  through  all  surfaces 
including  skin;  the  presence  of  oil  or  al- 
cohol enhances  rate  of  absorption. 

Symptoms:  In  acute  poisoning  due  to 

inhalation  of  high  concentrations,  as  could 
be  the  case  in  its  use  as  a dry  shampoo,  rug 
or  Venetian  blind  cleaner,  there  is  a direct 
toxic  action  on  the  myocardium  as  well  as 
central  depressor  and  peripheral  vasodilator 
actions.  There  is  a sense  of  fullness  in  the 
head,  dizziness,  headache,  ventricular  fibril- 
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lation,  stupor,  unconsciousness.  Death  may 
occur  within  several  minutes. 

Immediate:  After  oral  ingestion  of  large 
amount  of  this  compound  there  is  a feeling 
of  warmth  in  the  stomach  region  followed 
by  inebriation,  hiccough,  convulsions,  head- 
ache, abdominal  pain,  nausea,  vomiting  and 
diarrhea.  Death  may  occur  as  a result  of 
cardiovascular  or  respiratory  collapse. 

Recovery  from  the  immediate  effect  of 
the  poison  does  not  preclude  the  possibility 
of  a relapse  and  careful  observation  of  the 
patient  is  necessary  for  at  least  three  or 
four  days.  Carbon  tetrachloride  exerts  a 
toxic  effect  which  may  be  latent  but  is  still 
acute  on  the  liver  and  kidneys.  Twelve  to 
thirty-six  hours  after  ingestion  there  may 
be  headache,  muscular  pain,  general  malaise, 
nausea,  vomiting,  diarrhea,  abdominal  ten- 
derness, (especially  liver  area)  and  jaundice. 

Delayed:  There  are  some  signs,  symptoms 
and  pathologic  phenomena  which  may  not 
manifest  themselves  until  from  two  to  eight 
days  after  exposure.  The  headache  and 
malaise  persists,  as  do  the  gastro-intestinal 
symptoms,  and  at  this  point  it  is  not  unusual 
for  bloody  stools  to  appear.  Clinical  signs 
of  hepatitis  may  appear  with  a large  tender 
liver  and  increasing  degree  of  jaundice,  as 
well  as  oliguria  or  anuria  resulting  from 
direct  kidney  damage.  There  is  usually  some 
back  pain  associated  with  this.  If  a carbon 
tetrachloride  exposure  is  not  recognized  or 
not  fully  comprehended,  death  may  result 
from  pulmonary  edema  sometimes  related 
to  excessive  intravenous  fluid  therapy.  Even 
if  this  is  not  the  case,  there  will  be  an  eleva- 
tion of  blood  pressure,  an  increase  in  non- 
protein nitrogen,  and  potassium  in  the  blood 
as  a result  of  renal  failure,  acidosis,  marked 
restlessness,  convulsions,  stupor,  and  possibly 
death.  The  death  may  be  due  to  potassium 
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intoxication  or  a generalized  reaction  due 
largely  to  retention  of  toxic  waste  products. 

Hypertension  may  not  appear  immedi- 
ately but  usually  a few  days  after  the  kidney 
damage  becomes  apparent.  The  acute  liver 
damage  is  at  a maximum  in  forty-eight 
hours  and  there  have  been  several  cases  re- 
ported where  evidence  of  liver  damage  had 
cleared  before  the  kidney  effects  became  ap- 
parent. Death  due  to  the  lower  nephron 
nephrosis  can  usually  be  averted  because  the 
lesion  will  repair  itself  in  time  and  recovery 
may  occur  if  the  patient  can  be  carried 
through  this  period. 

Identification:  Separated  by  steam  dis- 
tillation. 

( 1 ) Odor  of  carbon  tetrachloride  on  the 
breath  or  in  the  vomitus.  Positive  Fehling’s 
test  for  sugar  in  urine. 

(2)  Isonitrile  Test:  Place  a small  amount 
of  suspected  liquid  in  10  ml.  of  water;  or 
use  10  ml.  of  distillate.  Then  add  1 ml.  of 
purified  aniline  and  2 ml.  of  20%  sodium 
hydroxide  and  gently  heat  this  mixture  for 
several  minutes.  A positive  result  produces 
a foul  odor  of  phenylisonitrile  (skunk 
odor) . Other  chlorinated  hydrocarbons  such 
as  chloroform,  trichloethylene,  or  chloral 
hydrate  also  give  a positive  reaction. 

(3)  Pyridine  Test:  To  1 ml.  of  suspected 
fluid  or  10  ml.  of  distillate  add  5 ml.  of 
sodium  hydroxide  and  5 ml.  of  purified 
pyridine.  Gently  heat  for  5 to  10  minutes 
on  a steam  bath.  A pink-red  color  may  in- 
dicate carbon  tetrachloride.  Chloral  hydrate, 
chloroform,  or  other  chlorinated  hydrocar- 


bons also  give  similar  reactions.  If  distillate 
or  solution  is  very  dilute,  first  concentrate 
it  by  extraction  with  n-heptane  and  then  do 
test  on  this. 

Microdiffusion  test  may  be  employed  di- 
rectly on  biologic  specimen. 

(4)  Reflux  2 hours  with  sodium  hydrox- 
ide and  titrate  for  organic-bound  chlorides. 

( 5 ) Beilstein  Test.  Burns  with  a green 
flame  with  CuO  heated  on  a copper  wire. 
All  chlorinated  hydrocarbons  — > green 
flame. 

(6)  Liver  and  kidney  function  tests  may 
be  suggestive. 

Treatment:  Gastric  lavage  with  caution 
with  saline  solution;  saline  cathartics.  Avoid 
fats,  oils,  alcohol,  epinephrine,  ephedrine,  or 
related  sympathomimetic  stimulants.  Re- 
move contaminated  clothing.  Artificial  res- 
piration and  oxygen  therapy  as  needed. 

Treatment  is  aimed  at  keeping  patient 
alive  until  liver  and  kidney  damage  subsides. 
Supportive  measures  are  essential.  Regulate 
fluid  intake  and  electrolyte  balance!  Cau- 
tion: fluids  only  if  renal  function  is  ade- 
quate! 

Death  due  to  lower  nephron  nephrosis 
can  be  usually  prevented  if  patient  can  be 
kept  alive.  Artificial  kidney  (hemodialysis) 
is  especially  valuable  in  these  cases  while 
kidney  lesions  are  repairing. 

Antibiotics  to  prevent  possible  secondary 
infection. 

404  North  12th  Street 
Richmond , Virginia 
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Treatment  of  the  Habitually  Hyperemotional 
Child  with  Trimeprazine 
A Clinical  Study 

HUBERT  T.  DOUGAN,  M.D. 
Richmond,  Virginia 


This  drug  is  shown  to  be  safe  and 
effective  in  the  treatment  of  emo- 
tionally disturbed  children. 


Tj'  STIMATES  VARY,  of  course,  but  some 
authorities  believe  that  over  5 0%  of  the 
children  seen  in  urban  pediatric  practice 
present  behavior  and  personality  problems.1 

The  ultimate  correction  of  the  "nervous- 
ness” and  hyperactivity  seen  in  these  chil- 
dren requires  improving  their  environment 
and  personal  outlook  while  bolstering  their 
feelings  of  security  and  self-acceptance. 
However,  many  of  these  children  have  dis- 
ruptive symptoms  (irritability,  belligerance, 
etc.)  which  make  them  therapeutically  un- 
approachable. In  these  cases,  and  when  basic 
causes  have  been  identified,  the  use  of  seda- 
tives or  other  calming  agents  to  relieve  such 
disruptive  and  self-perpetuating  symptoms 
is  often  a useful,  or  even  vital,  first  step  in  the 
treatment  process.  Unfortunately,  however, 
even  the  more  commonly  used  pediatric  sed- 
atives have  certain  drawbacks  (e.g.,  para- 
doxical stimulation,  clouding  of  the  higher 
centers) , and  therefore  newer  agents  that 
might  produce  more  predictable  results 
would  be  welcome.  Because  recent  reports2,3,4 
of  a new  antipruritic,  trimeprazine,"'  have 
mentioned  that  it  was  well-tolerated  by  chil- 
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dren  and  had  a mild  sedative  effect,  I evalu- 
ated it  as  adjunctive  therapy  in  the  treat- 
ment of  hyperactive  and  sleepless  children. 

Thirty-three  children  were  selected  for 
the  study.  Of  these,  27  (15  boys  and  12 
girls)  were  between  the  ages  of  two  and 
12  years  (average:  seven  years) , and  six  were 
infants.  The  older  children  presented  va- 
rious symptoms  of  behavioral  disturbances 
including  "nervousness”,  tension,  insomnia 
or  restlessness,  irritability  and  crying,  bellig- 
erance, negativism,  and,  in  six  children,  so- 
matic or  functional  complaints  such  as 
enuresis,  headaches,  vague  pain  or  coughing. 
School  problems  were  reported  in  14  cases; 
in  fact,  the  child’s  teacher  was  often  the  one 
to  suggest  medical  consultation.  Most  of 
these  14  children  were  doing  poor  work  in 
school,  lacked  interest,  had  brief  attention 
spans  and  "couldn’t  sit  still”.  In  addition, 
many  were  tense,  worried,  and  unable  to  get 
along  with  the  other  students.  The  six  in- 
fants had  acute  sleep  disturbances  and  a re- 
sultant hyperirritability.  In  all  cases  the  chil- 
dren had  previously  failed  to  respond  satis- 
factorily to  such  measures  as  changes  in  diet 
or  daily  schedule,  warm  baths  at  bedtime, 
parental  affection,  and  especially  with  the 
older  children,  reassurance  and  counseling 
of  both  child  and  parents. 

The  dosage  of  trimeprazine,  which  de- 
pended on  the  age  of  the  child  and  the  sever- 
ity of  his  symptoms,  ranged  from  1.2  5 mg. 
at  bedtime  (for  the  infants)  to  7.5  mg.  a 
day,  in  divided  doses,  for  the  older  children. 
The  usual  daily  dose  in  the  children  over  two 
was  2.5  to  5.0  mg.  The  drug  was  available 
in  2.5  mg.  tablets  and  as  a flavored  syrup 
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(2.5  mg.  5 cc.  teaspoon)  ; the  tablets,  how- 
ever, were  used  in  only  two  patients,  both 
older  children.  In  addition  to  administer- 
ing the  drug,  the  parents  were  asked  to  give 
the  child  their  interest,  assurance,  and  ap- 
proval. They  were  also  encouraged  to  revise 
their  demands  on  the  child  if  these  were  in- 
compatible with  his  abilities,  and  to  allow 
the  child  opportunities  for  normal  satisfac- 
tion and  self-expression. 

Trimeprazine  was  administered  for  from 
one  to  17  weeks  (average  five  weeks).  The 
children  were  seen  at  least  once  every  two 
weeks.  In  addition  to  normal  examination 
procedures,  complete  blood  counts  and  he- 
moglobin determinations  were  run  in  29  of 
the  children,  including  23  who  were  tested 
both  before  and  after  treatment. 

Results 

The  results  of  this  symptomatic  ther- 
apy were  graded  simply  as  satisfactory  or 
unsatisfactory.  In  the  older  children,  satis- 
factory indicates  that  the  child’s  hyperkine- 
sia, over-reaction  to  minor  stresses,  and  gen- 
eral irritability  were  reduced  enough  so  that 
he  could  accept  more  basic  treatment.  Re- 
lief from  insomnia,  from  physical  symptoms 
of  probable  psychic  origin,  or  from  school 
difficulties  was  also  taken  into  consideration, 
as  was  the  absence  of  any  serious  side  effects. 
In  the  infants,  of  course,  satisfactory  indi- 
cates a relief  from  sleeping  difficulties  and 
the  absence  of  any  side  effects. 

Satisfactory  results  occurred  in  28  of  the 
33  children,  including  all  six  infants.  Of 
the  five  children  who  obtained  little  or  no 
relief,  four  had  somatic  symptoms  such  as 
itching  or  coughing.  These  symptoms  did 
not  improve  in  two  patients,  despite  a fair 
calming  effect.  Itching  was  relieved  in  an- 
other patient,  but  he  remained  quite  restless, 
and  the  fourth  patient  with  somatic  symp- 
toms was  neither  relieved  of  his  symptoms 
nor  significantly  calmed.  A satisfactory  re- 
sponse in  the  older  children  was  character- 
ized by  a decreased  irritability  and  restless- 
ness, fewer  "temper  tantrums”,  a more  co- 
operative and  sociable  attitude,  and  im- 
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proved  sleeping  habits.  One  mother,  for  ex- 
ample, reported  that  her  child  "could  be 
lived  with  again”;  another  said  that  "for 
the  first  time  in  months  the  whole  family  is 
sleeping  again.”  While  there  was  the  usual 
small  percentage  of  children  to  whom  any 
medication  was  anathema,  most  of  the  chil- 
dren readily  accepted  the  syrup. 

Thirteen  of  the  14  children  with  school 
difficulties  improved  substantially  in  class- 
work  and  attitude.  Previously  inattentive  or 
restless  children  stopped  "fidgeting”  in  class 
and  their  attention  span  seemed  increased. 
Teachers’  opinions  were  usually  expressed 
in  statements  such  as  "He  gets  along  with 
other  children  much  better”,  or  "He  seems 
more  interested  in  work  and  is  doing  better.” 

The  most  dramatic,  certainly  not  an  aver- 
age, result,  occurred  in  an  11 -year-old  girl 
who  was  rather  tall  for  her  age  (63  inches) 
and  weighed  100  pounds.  Although  she 
claimed  to  like  school,  her  work  was  not  very 
good,  and  she  did  not  get  along  well  with 
the  other  children.  Because  she  complained 
of  various  pains  and  headaches,  a complete 
physical  examination  and  an  eye  refraction 
were  done:  they  revealed  no  abnormality. 
Her  hemoglobin  was  12  grams  percent,  red 
blood  count  4.39  x 106  per  cubic  mm.,  and 
white  blood  count  7,500  per  cubic  mm. 
Treatment  with  2.5  mg.  of  trimeprazine 
syrup  upon  rising,  in  the  afternoon,  and  at 
bedtime  was  begun  and  was  continued  for 
eight  weeks.  During  this  period  the  girl 
stopped  complaining  about  organic  symp- 
toms, became  much  more  relaxed,  and  began 
to  take  more  interest  in  her  studies  and  in 
the  other  children  at  school.  When  the  drug 
was  discontinued,  her  hemoglobin  was  13 
grams  per  cent,  RBC  was  4.5  and  the  WBC 
was  8,100.  Since  stopping  the  medication, 
her  improvement  has  continued  and  her 
teacher  reports  that  she  has  become  not  only 
more  cooperative  and  sociable,  but  a leader 
of  the  class.  The  change  in  this  child  was 
extraordinary,  and  represents  the  most  com- 
plete reversal  symptoms  seen  during  the 
study.  More  typical  of  the  changes  observed 
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is  the  history  of  a tense,  "nervous”  seven- 
year-old  girl  who  cried  easily  and  found  it 
difficult  to  go  to  sleep.  She  received  2.5  mg. 
of  trimeprazine  three  times  a day  for  six 
weeks.  She  soon  (within  the  first  week) 
stopped  crying,  began  to  rest  more  comfort- 
ably, and  became  more  relaxed.  Both  of  these 
girls  were  interviewed  several  times,  and  the 
cooperation  of  their  parents  was  enlisted  to 
insure  continuous  over-all  therapy. 

None  of  the  side  effects  or  paradoxical  re- 
actions sometimes  associated  with  the  use  of 
common  pediatric  sedatives  occurred  in  the 
children  treated  with  trimeprazine,  and  no 
abnormalities  were  found  in  the  blood  tests 
run  in  29  children.  This  drug,  however, 
shares  with  sedatives  a liability  common  to 
any  effective  symptomatic  therapy  for  chil- 
dren. This  liability  lies  in  the  very  effective- 
ness of  these  medications,  which  can  lead  the 
child  or  his  parents  to  rely  on  drugs  alone, 
and  thus  encourage  unwarranted  long-term 
therapy  with  drugs  and  its  concomitant,  a 
neglect  of  the  child’s  basic  problems  and 
needs.  No  such  prolonged  use  occurred  here, 
but  some  parental  over-reliance  on  the  drug 
with  neglect  of  basic  treatment  was  seen. 
For  example,  when  trimeprazine  was  with- 
drawn after  four  to  six  weeks  from  eight 
children  whose  hyperactivity  or  insomnia 
seemed  to  have  been  controlled,  these  symp- 
toms promptly  recurred.  Treatment  with 
the  drug  was  restarted  in  five  of  these  chil- 
dren and  the  calming  effect  was  again  no- 
ticeable. In  the  other  three  children  the 
medication  was  not  reinstated,  because  the 
parents  seemed  to  be  using  the  drug  as  a 
replacement  for  affection,  understanding, 
and  guidance,  rather  than  as  an  aid  to  admin- 
istering these  basic  measures.  More  intensive 
interviews  were  begun  with  these  parents 
to  emphasize  their  roles  in  therapy.  Parental 
misuse  of  the  drug  may  also  have  been  re- 
sponsible in  part  for  the  other  five  cases  of 
recurrence  of  symptoms. 

Comment 

The  severely  disturbed  child  should,  of 
course,  be  referred  to  a psychiatrist  or  child 


guidance  clinic  for  intensive  treatment  in- 
cluding play  therapy,  interviews,  tests,  or  the 
use  of  various  drugs.  Not  their  province 
alone,  however,  is  the  use  of  calmative 
agents.  In  many  routine  cases  of  trouble- 
some behavior  in  a child,  such  as  in  those 
cases  reported  here,  a mild  calming  agent  is 
a valuable  supplement  to  over-all  treatment. 
Indeed,  in  some  cases,  it  is  a sine  qua  non  of 
any  effective  therapy.  In  addition  to  directly 
supplementing  and  facilitating  basic  over-all 
treatment,  a calmant  also  fosters  more  effec- 
tive concentration  on  school  work  and  more 
rational  social  behavior  in  the  problem  child. 
His  resulting  better  school  grades  and  more 
calm  and  congenial  manner  tend  to  make 
this  type  of  child  more  acceptable  in  the  eyes 
of  his  parents,  teachers  and  peers.  This  ac- 
ceptance in  turn  reassures  the  confused  child 
that  the  world  still  likes  him,  despite  his  re- 
cent poor  behavior.  Often,  this  bonus  of 
reassurance  for  the  child  will  in  itself  make 
the  use  of  a calming  agent  well  worthwhile. 

Summary 

In  a clinical  evaluation  of  trimeprazine  as 
a pediatric  calming  agent,  27  habitually  hy- 
peractive and  hyperemotional  children  and 
six  infants  with  severe  sleep  disturbances  were 
treated  with  the  drug  for  from  one  to  17 
weeks.  Eight  of  the  older  children  had  diffi- 
culty in  sleeping,  14  had  school  problems, 
and  six  exhibited  physical  symptoms  that 
had  a psychic  component.  Satisfactory  re- 
sults were  obtained  in  22  of  the  27  older 
children  and  in  all  six  infants.  Hyper-reac- 
tive conduct  and  sleeplessness  were  greatly 
reduced  in  most  children,  and  almost  all 
school  difficulties  were  mitigated.  The  phys- 
ical symptoms  of  three  children  were  not 
appreciably  relieved,  although  a calming 
action  was  seen  in  two  of  them.  Blood  tests 
were  run  in  29  patients  (both  before  and 
after  treatment  in  23) , with  negative  results. 
No  side  effects  were  seen. 
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Germ  or  Gas  War 


As  a defense  against  possible  biological  or 
chemical  warfare,  the  Office  of  Civil  and 
Defense  Mobilization  (OCDM)  is  planning 
a nationwide  detection  system  and  a pro- 
gram calling  for  mass  distribution  of  pro- 
tective masks. 

Plans  for  protecting  the  civilian  popula- 
tion against  such  attacks  were  discussed  by 
Leo  A.  Hoegh,  former  OCDM  director,  in 
an  exclusive  interview  with  Today’s  Health 
magazine  for  March,  published  by  the 
American  Medical  Association. 

"Our  nationwide  fallout  detection  and 
monitoring  network  is  being  equipped  to 
detect  gas  and  germ  weapons  effects.  This 
will  take  time  and  money,  but  the  work  is 
proceeding.” 

Early  detection,  identification,  and  warn- 
ing systems  are  a major  defense  against 
chemical  and  biological  warfare. 

OCDM  also  is  preparing  for  mass  produc- 
tion of  a civilian  protective  mask  of  new 
design  which  will  provide  easy  breathing, 
good  vision,  and  easy  conversation.  In  the 
new  mask,  the  bulky  canister  used  to  filter 
out  the  harmful  agents  has  been  replaced  by 
filter  pads  located  at  cheek  positions. 

Public  distribution  of  the  masks  will  be 
through  selected  retail  stores  at  about  $2.5  0 
each.  They  will  be  available  in  six  sizes.  "A 
public  information  program  concerning  the 
use  of  the  protective  masks  will  be  timed 
with  their  retail  distribution.” 

Asked  specifically  about  biological  war- 
fare, Hoegh  said: 

"The  Department  of  Health,  Education 
and  Welfare,  under  OCDM  delegation  of 
authority,  has  initiated  the  program  to  pro- 


tect the  civilian  population.  Its  major  ob- 
jective is  education  of  individuals  and  fam- 
ilies in  self-protective  measures. 

"This  program  also  includes  the  control 
and  prevention  of  diseases  resulting  from 
BW  (biological  warfare)  attacks;  the  safe- 
guarding of  our  food,  pharmaceutical,  and 
water  supplies;  special  training  and  educa- 
tion of  doctors,  nurses,  and  other  profes- 
sional personnel  in  the  recognition  and  diag- 
nosis of  the  diseases  involved;  rapid  detec- 
tion and  identification  of  the  causative 
agents;  care,  treatment,  and  rehabilitation 
of  casualties,  and  the  stockpiling  of  neces- 
sary emergency  drugs,  pharmaceuticals, 
equipment,  and  supplies.” 

Citizens  should  have  all  standard  immuni- 
zations offered  by  their  doctor  and  local 
health  authorities,  and  the  highest  priority 
has  been  given  by  OCDM  to  the  research 
and  development  of  immunizing  agents 
against  diseases  for  which  no  protective  bio- 
logies now  are  available. 

Although  there  has  been  much  talk  about 
biological  and  chemical  warfare,  "this  black 
art  hasn’t  yet  reached  the  level  of  efficiency 
of  nuclear  war.” 

A recent  special  study  for  the  Senate  For- 
eign Relations  Committee  has  described 
chemical  and  biological  weaponry  as  "ex- 
aggerated” as  to  present  military  utility  and 
still  far  from  any  possible  use  capable  of 
strategic  decisiveness,  although  this  picture 
may  change  in  the  next  few  years. 

The  graver  dangers  of  nuclear  war  merit 
our  more  intensive  efforts,  he  said,  but  we 
certainly  are  not  neglecting  biological  and 
chemical  warfare  defense. 
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Managing  Alcoholics  With  Serpasil  and  Ritalin 


The  author  has  been  successful  in 
treating  alcoholics  with  these 
drugs.  The  depression  sometimes 
seen  when  Reserpine  is  used  alone 
does  not  occur  when  the  combina- 
tion of  drugs  is  given. 


ATANAGEMENT  OF  ALCOHOLICS, 
particularly  those  who  are  institution- 
alized, would  be  very  difficult  indeed  with- 
out barbiturates,  chloral  hydrate,  paralde- 
hyde and  other  similar  agents.  However, 
although  used  extensively,  these  drugs  have 
brought  with  them  the  possibility  of  drug 
addiction,  respiratory  center  depression, 
drug  tolerance,  oversedation,  and  paralde- 
hyde odor. 

In  recent  years,  the  development  of  the 
so-called  tranquilizers  has  helped  change  this 
treatment  picture  markedly.  Reserpine  or 
Serpasil  and  other  such  calming  agents  pro- 
vide a necessary  quieting  effect  with  the 
practical  elimination  of  drug  addiction. 
Greenfield  in  an  article  on  alcoholism  noted 
that  "Reserpine  would  seem  to  offer  many 
advantages  over  the  usual  sedatives  in  the 
treatment  of  acute  alcoholism,  not  the  least 
of  which  is  elimination  of  the  danger  of 
drug  addiction.” 

Moreover,  reserpine  has  also  reduced  the 
time  element  required  to  bring  these  alco- 
holics back  from  the  depths.  Various 
studies' 1-4  ’ with  reserpine  (Serpasil®)  note 
an  achievement  of  patient  control  within 
nine  hours  and  complete  control  in  48  hours. 

Despite  their  ability  to  control  aggressive- 
ness and  other  antisocial  behavioristic  ac- 
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tions,  the  high  dosages  required  of  these 
agents  has  led  to  sleepiness  or  even  feelings 
of  depression  in  some  cases.  Because  of  this, 
many  clinicians  have  hesitated  to  use  them 
regularly. 

However,  a new  stimulant,  Ritalin®,  has 
been  introduced  which  apparently  over- 
comes the  side  effects  of  these  drugs  by 
antagonizing  their  action.  Although  chem- 
ically unrelated  to  either  the  amphetamines 
or  caffeine,  Ritalin  has  the  stimulating  prop- 
erties of  both  these  agents.  Therapeutic  dos- 
ages increase  alertness  and  psychomotor 
activity  in  patients  with  symptoms  of  fa- 
tigue, oversedation  and  depression.  More- 
over, Ritalin  has  been  used  alone  and  with 
some  success  in  the  diagnosis  and  treatment 
of  alcoholics.  (Hartet,  etc.) 

Since  both  Serpasil  and  Ritalin  have 
proved  of  value  in  treating  alcoholism,  we 
set  out  to  evaluate  their  activity  as  a com- 
bination. For  a period  of  one  year,  from 
May,  1957  to  April,  195  8,  we  investigated 
Serpasil  and  Ritalin  in  conjunction  with  the 
gradual  withdrawal  of  alcohol  in  a total  of 
107  patients  in  our  private  sanatorium. 

Materials  and  Methods 

The  patients  were  voluntary  male  admis- 
sions to  a small  privately  owned  sanatorium 
and  were  all  in  the  40  to  60  year  age  group. 
The  sanatorium  was  opened  in  1947  by  a 
member  of  AA  and  most  of  the  attendants 
were  AA  members.  A good  many  of  the 
patients  had  been  admitted  previously.  Since 
their  usual  behavior  pattern  was  thus  known 
to  us  we  had  a better  opportunity  to  evalu- 
ate the  effect  of  the  drugs  used  in  this  study. 

No  patient  with  a history  of  ulcer,  gas- 
trectomy or  depression  was  given  Serpasil; 
however,  Ritalin  was  used  in  these  patients 
when  indicated  by  remorse  or  depression. 
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In  the  first  group  the  use  of  Serpasil  alone 
was  tried  on  five  patients.  They  were  given 
2.5  to  5 mg.  Serpasil  intramuscularly  on 
admission  and  1 mg.  orally  each  morning  for 
three  to  five  days.  It  was  found  to  cause 
some  depression  and  three  of  the  five  com- 
plained of  a heavy  or  oppressive  feeling  in 
the  chest  on  the  second  or  third  day. 

However,  all  slept  better  and  required  less 
alcohol  and  other  sedation  during  the  with- 
drawal period. 

One  of  the  patients  slept  most  of  the  first 
two  days  and  took  eight  drinks  whereas  on 
his  previous  admission  he  took  28  drinks 
during  the  same  period  of  time.  No  other 
sedative  was  given  during  this  time. 

In  the  second  group,  the  addition  of  Ri- 
talin to  the  dosage  schedule  eliminated  the 
complaints  experienced  by  the  first  five 
patients.  A series  of  42  patients  were  given 
5 mg.  Serpasil  I.M.  upon  admission,  then  1 
mg.  Serpasil  and  10  mg.  Ritalin  orally  at 
7 a.m.  and  10  mg.  Ritalin  at  noon.  Serpasil 
was  discontinued  on  the  fifth  day,  and  Ri- 
talin or  Serpatilin  (Serpasil  and  Ritalin  in 
one  tablet)  was  given  on  a b.i.d.  or  t.i.d. 
basis  until  discharged.  This  group  was  more 
easily  managed  than  upon  prior  admissions; 
less  alcohol  and  sedatives  were  necessary  and 
the  attitude  of  the  patients  was  more  cheer- 
ful. The  attendants  stated  they  were  much 
more  co-operative. 

In  the  third  group,  the  dosage  schedule, 
which  was  used  on  60  patients,  consisted  of 
5 mg.  of  Serpasil  upon  admission  and  1 mg. 
Serpasil  and  20  mg.  Ritalin  at  7 a.m.  and 
also  at  noon.  This  group  did  as  well  as  the 
second  group  but  no  great  differences  were 
noted  from  the  second  group. 

Two  patients  who  were  deeply  depressed 
upon  admission  were  given  Ritalin  along 
with  the  routine  withdrawal  of  alcohol.  The 
first  case,  who  was  found  to  be  addicted  to 
barbiturates,  also  was  given  10  mg.  of  Ri- 
talin t.i.d.  (this  case  was  treated  in  July, 
1957,  when  the  dosage  of  Ritalin  was  rela- 
tively small)  and  poor  results  were  obtained. 
We  feel  that  had  more  Ritalin  been  used  the 
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outcome  would  likely  have  been  different 
and  better. 

The  second  case  (treated  in  April,  1958) 
was  so  depressed  upon  admission  that  suicidal 
precautions  were  taken  with  him. 

When  given  Ritalin  20  mg.  t.i.d.  he  made 
a remarkable  recovery.  He  discontinued 
alcohol  on  his  second  day  but  was  given  bed- 
time sedation  when  needed.  When  dis- 
charged, he  was  taking  10  mg.  Ritalin  t.i.d. 
and  was  most  grateful  and  satisfied  as  to  his 
improved  status.  He  was  asked  to  continue 
the  Ritalin  at  home  under  the  supervision  of 
his  family  physician. 

Some  of  the  patients  in  this  series  who 
were  difficult  to  manage  upon  prior  admis- 
sions due  to  their  high  tolerance  to  alcohol 
and  other  sedatives,  were  given  50  to  100 
mg.  or  Promazine  I.M.  the  first  night  along 
with  the  routine  Serpasil  and  Ritalin  sched- 
ule. The  rapid  action  of  Promazine  aug- 
mented by  the  alcohol  present  in  these 
patients  was  most  dramatic.  A belligerent, 
noisy,  and  restless  patient  could  be  calmed 
down  and  usually  put  to  sleep  in  a matter  of 
minutes. 

For  routine  sedation  the  usual  bromides, 
barbiturates,  chloral  hydrate  and  paralde- 
hyde have  been  used  since  the  sanatorium 
opened,  but  for  the  past  two  years  the  seda- 
tion preferred  by  the  attendants  has  been 
Doriden®  0.5  gm.  given  with  the  9 p.m. 
drink  during  the  withdrawal  period  and  re- 
peated once  or  twice  as  needed  each  night 
until  the  patient  was  off  of  alcohol.  He  was 
then  given  one  half  to  one  gram  of  Doriden 
one  hour  before  bed  time  as  needed  until 
discharged. 

Summary  and  Conclusions 

1.  One  hundred  and  seven  alcoholic  pa- 
tients were  treated  with  Serpasil  and  Ritalin 
in  our  private  sanatorium.  We  found  both 
preparations  extremely  helpful  in  treating 
alcoholic  patients  successfully  in  conjunc- 
tion with  other  withdrawal  procedures. 

2.  Large  doses  of  Serpasil  alone  was  de- 
pressing when  used  in  conjunction  with  the 
gradual  withdrawal  of  alcohol  in  the  man- 
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agement  of  alcoholism.  However,  the  addi- 
tion of  Ritalin  to  the  dosage  schedule  elim- 
inated these  depressing  effects. 

3.  The  optimum  dosage  seemed  to  be  5 
mg.  of  Serpasil  on  admission  and  1 mg.  daily 
for  five  days  combined  with  the  concomitant 
use  of  20  to  60  mg.  of  Ritalin  daily  in  di- 
vided doses  which  was  continued  until  the 
patient  was  discharged. 

4.  Ritalin  alone  was  found  to  be  a valuable 
adjunct  to  the  withdrawal  of  alcohol  in  the 
depressed  or  remorseful  patient. 

5.  Doriden  was  found  to  be  the  best  all- 
around  general  night  time  sedative  both  with 
alcohol  and  after  the  alcohol  was  withdrawn. 
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Malignant  Tumor  Not  Hopeless  Disease 


Malignant  tumor,  a rare  form  of  cancer, 
is  "not  a hopeless  disease,”  according  to  an 
editorial  in  the  April  8 th  Journal  of  the 
American  Medical  Association.  The  editor- 
ial and  two  accompanying  articles  seek  to 
dispel  a commonly-held  belief  that  the  dis- 
ease is  "the  most  lethal  of  cancers  in  man.” 

It  is  "probably  no  better  or  no  worse” 
than  any  other  cancer.  This  type  of  cancer 
usually  develops  from  a mole  and  has  a 
tendency  to  spread. 

"When  malignant  dengeration  begins, 
sufficient  time  remains  in  the  majority  of 
cases  to  act  quickly  and  effectively.”  The 
rate  of  survival  may  be  as  high  as  20  per  cent 
after  10  years.  In  a series  of  130  cases  at 
Ohio  State  University  Medical  Center  from 
1947  through  1957,  the  survival  rate  was 
32  per  cent  for  5 years  and  19  per  cent  for 
10  years.  In  120  of  the  cases,  surgery  was 


the  method  of  treatment. 

Dr.  Arthur  G.  James,  Columbus,  Ohio, 
said  the  figures  indicate  "this  disease  should 
not  maintain  its  past  reputation  as  one  of 
the  most  lethal  cancers  in  man.” 

"The  curative  possibilities  are  definite. 
Also  . . . the  patient  can  be  offered  good  and 
often  long-term  palliation.” 

In  another  article,  Dr.  Gordon  McNeer, 
New  York  City,  discussed  the  history  and 
behavior  of  malignant  tumor  and  concluded 
that  "cure  of  this  disease  may  be  attained 
in  a high  percentage  of  patients  in  whom 
the  disease  is  confined  to  one  anatomic  site.” 
When  the  disease  is  limited  to  the  primary 
site,  five-year  survival  free  of  cancer  is  at- 
tained in  40  per  cent  of  the  cases.  When  the 
disease  has  spread,  "the  outlook  becomes 
considerably  less  favorable,  although  not 
hopeless.” 
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The  Use  of  Puppets  as  a Therapeutic 
Tool  with  Children 

As  an  adjunct  to  individual  and  group 
therapy  with  children,  puppetry  presents 
many  unique  qualities  which  we  believe 
greatly  contribute  to  the  recovery  of  young- 
sters with  emotional  difficulties. 

Puppets  have  served  therapeutically  with 
children  long  before  concepts  of  play  ther- 
apy and  psychotherapy  were  labelled.  One 
of  the  earliest  applications  of  puppetry  to 
current  concepts  of  the  dynamics  of  emo- 
tional disorders  in  children  was  made  by 
Woltmann,1  a New  York  psychologist  who 
has  used  puppets  extensively  with  children, 
especially  in  the  Pediatric  Ward  of  Bellevue 
Hospital.  Woltmann’s  unique  contribution 
is  the  interplay  of  puppets  and  audience, 
and  the  specific  emphasis  on  problems  that 
confront  youngsters.  Some  of  his  scripts 
can  be  found  in  published  form,  and  much 
of  them  have  been  borrowed  for  our  use  in 
this  center. 

In  our  puppet  sessions  certain  characters 
retain  a constant  identity  from  session  to 
session.  They  include  Casper,  who  appears 
as  a typical  boy  somewhere  in  the  six  to 
twelve  year  age  level,  his  parents,  his  dog, 
his  girl  friend,  a boy  friend,  and  a witch. 
Casper  finds  himself  in  varying  situations 
not  unlike  those  the  youngsters  are  con- 
fronted with,  and  he  must  solve  problems 
and  deal  with  a variety  of  circumstances 
and  feelings.  Unlike  a conventional  puppet 
show,  these  puppets  often  stop  and  consult 
the  audience,  ask  for  their  advice  and  discuss 
problems  with  them.  There  is  frequent  and 
spontaneous  departure  from  the  scripts  in 
line  with  therapeutic  concepts,  and  there 
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is  a considerable  amount  of  interchange  be- 
tween puppets  and  the  audience. 

Through  this  form  of  puppetry  the  chil- 
dren learn  that  others  have  problems  not 
unlike  theirs,  that  adults  can  understand 
these  problems  or  are  at  least  aware  of  them, 
for  they  realize  that  adults  are  operating  the 
puppets  and  supply  their  personalities.  They 
also  learn  that  there  are  different  solutions 
to  the  problems  they  face,  certainly  more 
constructive  kinds  of  solutions  than  those 
that  they  themselves  might  be  using.  In 
addition  to  being  therapeutic,  it  clearly 
serves  as  a diagnostic  tool.  There  are  un- 
doubtedly more  subtle  factors  involved  in 
this  application  of  puppetry,  and  psycho- 
analytic and  other  dynamically  oriented 
theories  can  be  readily  applied. 

Our  children’s  groups  number  from  seven 
to  ten  youngsters  in  an  age  range  from  about 
six  to  ten,  depending  of  course  on  the  prob- 
lems unique  to  the  child.  Most  of  the  chil- 
dren have  such  difficulties  as  persistent 
enuresis,  excessive  fears,  uncontrollable  be- 
havior, temper  tantrums,  unusual  timidity, 
or  excessive  anxiety.  As  the  puppet  therapy 
is  combined  with  play  therapy,  all  of  them 
participate  in  this  additional  activity.  Some 
youngsters  are  also  seen  in  individual  ther- 
apy sessions,  and  some  of  the  youngsters’ 
parents  may  also  be  in  therapy.  It  is  not 
unlikely  that  an  adult  therapy  group  will 
be  conducted  with  parents  of  these  children. 
The  session  is  two  hours  long,  only  half  of 
which  time  is  used  for  formal  puppet  pres- 
entation. The  remaining  time  includes  time 
for  manipulation  of  other  puppets  by  the 
children  themselves,  and  conventional  group 
play  therapy.  Variations  of  this  are  consid- 
ered and  changes  in  procedure  are  intro- 
duced as  they  appear  to  be  germane.  In  the 
formal  presentations  the  puppets  are  manip- 
ulated by  a male  and  female  therapist. 
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The  remainder  of  this  article  is  composed 
of  excerpts  from  tape  recordings  made  dur- 
ing puppet  sessions,  and  include  much  of 
the  interplay  with  the  children.  All  refer- 
ences in  the  transcript  to  children  are  noted 
in  italics  and  refer  to  those  in  the  audience. 
Most  children  verbally  participate,  and  the 
comments  recorded  come  from  several  dif- 
ferent youngsters. 


PUPPET  SCRIPT 
Section  I 

Casper:  Why  should  I all  of  a sudden  have 
to  wash  myself?  You  always  wash  my 
hands  and  face  for  me.  Why  not  do  it 
again  today? 

Mother:  No,  Casper!  You’re  getting  to  be 
a pretty  big  boy.  You  have  to  learn  to  do 
these  things  by  yourself.  Now  run  along. 

Casper:  I don’t  want  to.  You  come  with 


me. 

Mother:  Casper,  I’m  surprised  at  you.  Run 
along  and  do  the  things  I told  you  to  do. 
Daddy  will  be  home  soon  and  we  all  want 
to  be  ready  when  he  comes. 

Casper:  Aw,  come  on  Mother  dear,  you 
always  used  to  do  these  things  for  me. 
Do  t again. 

Mother:  No,  dear  son.  I told  you  several 
times.  You  have  to  do  these  things  your- 
self. You’re  a big  boy — you  have  to  learn 
to  do  these  things  yourself. 

Casper:  But,  I don’t  want  to.  I don’t  want 
to  grow  up.  I don’t  want  to  learn  to  do 

J these  things  myself. 

Child:  Me  either. 

Casper:  You  either? 

Child:  7 don’t  want  to  either. 

Child:  Just  tell  her  to  scram. 

1 Casper:  Tell  her  to  go  away?  But  I want 
to  be  her  little  boy.  I want  her  to  be  my 
mommy  that  does  everything  for  me. 
Mother:  You  know  you  cannot  always  be 
a little  boy.  You’re  growing  up  and  now 
you  have  to  learn  to  do  things  yourself. 
Child:  Uh,  huh.  . . .! 

» Casper:  But  why  do  I have  to  learn  to  do 
things  now? 
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Child:  Because  you’re  getting  too  big  for 
your  britches. 

Casper:  Why  can’t  I wait  till  next  year? 

Mother:  Well,  Casper,  there’s  something 
I want  to  tell  you,  and  I might  just  as 
well  tell  it  to  you  right  now. 

SECTION  II 

Mother:  Mother  has  some  shopping  to  do 
and  she  wants  her  big  boy  to  take  care  of 
his  little  baby  sister  while  mother  is  out. 

Child:  O.K. 

Mother:  Will  you  take  care  of  her? 

Casper:  All  right,  I’ll  take  care  of  her. 

Mother:  Oh,  that’s  a good  boy.  Now  you 
watch  while  Mother  is  gone.  If  the  baby 
wakes  up  and  starts  crying,  give  her  the 
bottle.  You’ll  find  the  milk  bottle  in  the 
icebox.  I won’t  be  long.  Bye,  Bye. 

Child:  Casper,  don’t  do  it. 

Casper:  No? 

Child:  Wake  her  up  and  let  her  start  cry- 
ing. 

Casper:  Dad  is  working  and  Mother  is  out 
of  the  house. 

Child:  Now  you  can  do  it. 

Casper:  Now  is  my  chance  to  get  even 
with  you.  I told  you  I don’t  want  you 
around.  Now  is  my  chance  to  get  rid 
of  you.  What  should  I do  with  this  bratty 
baby  sister? 

Children:  Push  her  down.  Throw  her 
down.  Put  her  in  the  trash  can.  Throw 
her  out  the  window,  put  her  in  the  toilet. 
Go  up  in  the  elevator  thirty-two  stories 
and  push  her  down.  Wake  her  up  and 
beat  her.  Push  her  down.  Throw  water 
in  her  face. 

Casper:  O.K.  Thank  you.  Thank  you  for 
trying  to  help  me.  I’d  like  to  do  what 
you  tell  me,  but  I can’t.  You  know,  my 
father  is  a detective. 

Child:  Uh-oh! 

Casper:  And  if  I kill  my  baby  sister,  he 
and  all  the  other  detectives  will  find  out 
soon  that  I did  it,  and  they’ll  have  to  take 
me  to  prison,  and  if  I go  to  prison  I don’t 
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get  to  be  with  my  mother  anyway.  There 
must  be  some  other  way. 

Child:  Wake  her  up.  Wake  her  up  and 
put  tape  on  her  mouth. 

Section  III 

Casper:  Well,  anyway  that’s  enough  to  buy 
a candy  bar,  isn’t  it?  Seven  cents.  And 
the  candy  bar  only  costs  a nickel.  Yeah, 
then  I have  two  cents  left  over  for  my- 
self. 

Child:  Uh-oh.  You  know  what  your 

mother  said ! 

Casper:  What  did  she  say? 

Child:  She  said  bring  her  the  change  back, 
and  then  you  may  go  to  the  tcoods. 

Casper:  Oh,  but  I’d  sure  like  a candy  bar. 

Child:  Go  ahead  and  buy  it,  and  get  in 
trouble. 

Casper:  I’ll  get  in  trouble  if  I buy  it? 

Children:  No  you  won’t.  Yes  you  will. 
No  you  ivon’t.  Yeah  you  will.  I’ve  done 
it  before.  I got  in  trouble.  I did  and  1 
didn’t. 

Casper:  Well,  I guess  you’re  right.  Maybe 
it  would  get  me  in  trouble. 

Child:  No  you  icon’ t.  Y our  mother  icon’ t 
care.  Your  daddy  might  spank  you  but 
your  mother  ivon’t  care. 

Casper:  Well,  I don’t  know.  I don’t  think 
I’ll  take  a chance.  It  would  be  nice  to 
have  one,  but  I don’t  think  I’ll  do  it. 

Child:  Why ? You  won’t  get  into  trouble. 

Casper:  I’m  afraid  I might  get  in  trouble. 

Storekeeper:  Casper,  while  I was  back 

there  getting  the  eggs,  your  mother  called 
and  told  me  it  would  be  all  right  for  you 
to  buy  a candy  bar  and  take  it  home  with 
you  to  eat  after  supper. 

Casper:  Golly,  mothers  and  daddies  always 
seem  to  know  what  we  want  even  when 
we  don’t  tell  them.  They  must  have  some 
kind  of  magic.  How  do  they  know  what 
we  want  all  the  time? 

Child:  They’re  mind  readers. 

Casper:  Oh,  I’m  sure  glad  I didn’t  buy  it 
without  telling  her.  Thank  you,  Mr. 
Storekeeper. 
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Storekeeper:  Goodbye,  Casper. 

Casper:  Goodbye. 

Section  IV 

Father:  I stopped  to  buy  Casper  a real 
live  baby  alligator. 

Mother:  Won’t  he  bite? 

Father:  No,  he’s  just  a baby  and  he’s  nice. 
He  won’t  bite. 

Mother:  Father,  when  are  you  going  to 
give  it  to  Casper?  Can  I see  it? 

Father:  Sure,  I’ll  get  it  now. 

Mother:  Let’s  call  Casper.  CASPER,  come 
in  here.  We  have  a surprise  for  you. 

Casper:  Surprise?  Surprise? 

Child:  Hey,  Casper,  that’s  a present. 

Casper:  Is  that  surprise  for  me,  or  am  I for 
him? 

Children:  You’re  for  him.  He’s  for  you. 

Casper:  For  me? 

Child:  For  you  to  eat. 

Casper:  I’m  sorry  I cried  before.  You’re 
not  going  to  let  him  eat  me,  are  you? 

Mother:  Oh,  don’t  be  silly,  Casper.  He’s 
a very  friendly  alligator. 

Casper:  But  you  look  scared. 

Mother:  (in  frightened  tone)  Oh,  I’m  not 
scared. 

Casper:  That’s  the  trouble  with  grownups. 
They  say  one  thing  and  they  mean  some- 
thing different.  I wish  you  would  tell  me 
you’re  scared.  Grownups  get  scared  too, 
you  know. 

Section  V 

Witch:  I told  you  I don’t  do  little  boys’ 
homework. 

Child:  Kill  her,  kill  her. 

Witch:  I can’t  keep  coming  back  and 

forth.  Now  don’t  bother  me  again  or  I’ll 
turn  you  into  a frog. 

Casper:  Golly,  you’ve  got  a lot  of  magic, 
witch.  Now,  you  do  my  homework.  You 
just  say  the  magic  words  and  it’ll  be  done. 
Don’t  go,  witch.  If  you  do  my  home- 
work I’ll  give  you  my  alligator. 

Witch:  Oh,  I don’t  want  your  alligator. 
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Child:  Let  her  have  your  father. 

Casper:  Father? 

Child:  Let  her  have  your  baby  sister. 

Casper:  Baby  sister?  I can’t  give  that  away. 
You  know  my  father  is  a detective. 

Child:  Let  her  have  your  father. 

Child:  Let  her  have  your  homework,  and 
then  xvhen  she  comes  back,  you’ll  have  it 
all  done. 

Casper:  Thank  you,  witch.  Now  you  don’t 
eat  too  many  frogs  or  you’ll  get  a tummy- 
ache. 

W itch  : Goodbye. 

Casper:  Now  my  homework’s  all  done  and 
I can  play. 

Child:  Casper,  wait  till  I tell  your  mother. 

Casper:  You’re  going  to  tell  my  mother  on 
me? 

Child:  Yes. 

Child:  No. 

Casper:  I’m  going  to  tell  my  mother  that 
I finished  my  homework.  Mother, 
Mother,  Mother. 

Mother:  Yes,  Casper. 

Child:  Wait  a minute,  Casper  didn’t  do  it. 
The  witch  did  all  his  homework  and  then 
the  witch  went  aivay. 

Mother:  Oh,  what  is  this?  I don’t  believe 
in  witches. 

Child:  But  there  is  a real  witch. 

Child:  She  said  Abracadabra. 

Casper:  Oh,  I did  my  homework.  You 
don’t  believe  in  witches. 

Mother:  I certainly  don’t  and  I’m  very 


glad  you  did  your  homework.  After  din- 
ner your  father  will  look  it  over.  It’s  time 
for  dinner,  so  come  on,  let’s  go. 

Child:  Wait  a minute,  1 want  to  talk  to 
Casper  while  you  go  out.  (mother  leaves) 
Child:  Casper,  Casper. 

Child:  You  shouldn’t  have  done  it.  Your 
father  can  see  the  ivitch’s  fingerprints. 
Child:  She  might  have  done  it  wrong,  Cas- 
per. 

Casper:  Yeah?  You  kids  will  have  to  wait 
till  after  dinner.  I have  to  go  to  dinner. 
I’ll  come  back  later,  all  right?  Goodbye. 
Child:  He  can  see  the  fingerprints. 
Casper:  Golly,  that’s  right,  maybe  he  can. 
I’m  scared  but  I have  to  go  to  dinner,  and 
I’ll  come  back  later. 

We  are  now  using  this  method  with  our 
third  group  of  children,  so  that  more  than 
thirty  youngsters  have  had  puppetry  as  part 
of  their  therapy  experience.  Naturally,  it 
is  difficult  to  ascertain  the  most  essential 
therapeutic  ingredient  in  the  treatment  of 
any  emotional  disorder,  but  the  progress 
shown  by  these  youngsters  appears  to  be  sig- 
nificantly greater  than  we  have  noted  with 
children  not  exposed  to  this  form  of  treat- 
ment. When  we  have  amassed  a sufficient 
number  of  cases,  more  rigorous  criteria  will 
be  utilized  to  evaluate  the  efficacy  of  our 
method. 

1.  Woltmann,  Adolf  G.,  The  Use  of  Puppetry  as 
a Therapeutic  Method.  In  Anderson,  H.  H. 
and  Anderson,  G.  L.  (Ed.),  An  Introduction 
to  Projective  Techniques.  New  York.:  Pren- 
tice-Hall, Inc.,  1951.  Pp.  606-638. 
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Pre-Paid  Medical  Care 


Deductibles  and  Co-Insurance. 

The  January  1957  issue  of  the  Virginia 
Medical  Monthly  (Volume  84)  presented 
on  this  page  an  editorial  which  was  entitled 
"Why  Not  a Deductible?”  Several  reasons 
why  Blue  Cross  should  not  impose  a finan- 
cial barrier  between  patients  and  the  hos- 
pital care  they  might  need  were  set  forth — 
Blue  Cross  was  established  to  eliminate  this 
barrier  to  timely  care.  But  despite  the  co- 
gency of  these  reasons,  one  of  Virginia’s  Blue 
Cross  Plans  subsequently  found  it  necessary 
to  transfer  approximately  one-half  of  its 
members  to  a $50  Deductible.  Later,  an 
additional  out-of-pocket  expenditure  — a 
daily  co-insurance  payment — was  required 
of  all  these  members  whose  hospital  room 
charges  exceeded  $12.00. 

The  Plan  now  has  sufficient  data  to  con- 
clude that  the  $50  Deductible  moderately 
reduces  the  frequency  of  hospital  admis- 
sion. A 6.7%  reduction  has  been  realized 
— from  165  to  154  admissions  per  thousand 
members  per  year.  It  is  to  be  noted,  how- 
ever, though  any  reduction  of  unnecessary 
hospitalization  is  a worthwhile  end,  that  the 
means  here  employed — the  $50  Deductible 
— provided  that  many  patients  quite  neces- 
sarily albeit  briefly,  hospitalized  for  one  or 
two  days  had  no  coverage  whatsoever. 

It  is  known  that  some  members,  after 
having  a disappointing  experience  in  this  re- 
gard, purchased  an  indemnity  coverage  to 
supplement  their  Blue  Cross;  that  is,  to  fill 
the  $50  gap.  It  is,  of  course,  impossible  to 
determine  how  many  members  did  so,  but 
the  end-result  is  obvious — a certain  number 
of  members  with  double-coverage,  in  total 
paying  more  than  they  would  need  to  pay 
Blue  Cross  for  first-dollar  coverage  and  now 
being  in  a position  "to  make  money”  by  go- 
ing to  the  hospital.  Herein  lies  one  of  the 
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reasons  the  $5  0 Deductible  produced  no 
more  than  a 6.7%  reduction  in  hospital  ad- 
mission rates.  To  the  extent  that  it  promotes 
double-coverage,  creation  of  financial  bar- 
riers — limitation  of  benefits  — defeats  its 
very  purpose. 

Also  of  interest  and  significance  is  the 
fact  that,  despite  the  additional  daily  co- 
insurance  requirement,  the  members  who 
personally  had  to  pay  $50  upon  admission 
remained  in  the  hospital  somewhat  longer 
than  did  those  with  first-dollar,  no  co- 
insurance  coverage.  The  average  length  of 
hospital  stay  of  the  former  group  was  8.20 
days,  while  the  more  adequately  protected 
members  had  an  average  length  of  stay  of 
8.13  days. 

Two  reasons  for  this  difference  come  to 
mind:  (1)  that  in  some  cases  the  financial 

barrier  to  timely  care  brought  about  post- 
ponement of  admission  until  the  underlying 
disease  condition  progressed  or  extended  to 
a more  critical  point,  and  therefore  required 
a longer  period  of  hospital  care  for  its  alle- 
viation; and  (2)  that,  human  nature  being 
what  it  is,  in  some  cases  the  requirement 
that  he  personally  pay  out  $50  prompted 
the  member  to  remain  longer  than  necessary 
"to  make  Blue  Cross  pay  up”  or  "to  get  his 
money’s  worth.” 

More  than  anything  else,  the  function  of 
Blue  Cross  is  to  give  the  public  assurances 
that  a high  standard  of  hospital  care  will  be 
available  when  needed,  and  that  it  will  be 
available  without  economic  hazard  to  fam- 
ilies or  individuals.  Too  often  overlooked 
is  the  fact  that,  for  a great  many  people,  a 
$50  barrier  between  need  and  care  is  indeed 
an  economic  hazard. 

Blue  Cross,  to  be  effective  as  a community 
service,  must  constantly  work  toward  higher 
benefit  levels  and  broader  population  cov- 
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erage;  always  striving  to  keep  the  cost  as 
low  as  possible  consistent  with  the  task  of 
providing  the  community  with  adequate 
protection.  It  follows,  therefore,  that  every 
effort  should  be  made  to  increase — not  de- 
crease— the  proportion  of  necessary  hospital 
care  expense  brought  within  the  frame-work 
of  prepayment. 

It  should  be  noted,  in  the  context  of  the 
above  objectives,  that  Blue  Cross  has  been 
faced  with  an  economic  problem  of  major 
consequence.  The  unit  costs  of  hospital  care 
have  tripled  since  the  close  of  World  War 
II,  and  at  the  same  time,  the  per-capita  use 
of  hospital  service  by  the  public  has  increased 
some  50  percent.  The  cost  of  hospital  care, 
in  fact,  has  been  the  fastest  rising  item  in 
the  Consumer  Price  Index.  At  the  same  time 
the  incidence  of  hospital  admissions  has 
greatly  increased.  In  addition  to  more  ad- 
missions, people  have  been  using  more  and 
more  days  of  hospital  care  each  year.  These 
economic  pressures  on  Blue  Cross  have  spi- 
raled the  rates  charged  the  public  and  have, 
of  course,  greatly  complicated  the  task  of 
improving  benefits  as  rapidly  as  would  be 
socially  desirable. 

Blue  Cross  is  today  an  essential  commu- 
nity service.  It  has  shifted  the  financing  of 
hospital  care  from  a private  obligation  be- 
tween the  sick  patient  and  the  particular 
hospital  providing  care  to  a matter  of  gen- 
eral public  and  community  concern.  It  is, 
therefore,  to  be  expected  that  the  affairs  of 
Blue  Cross  will  be  continuously  under  pub- 
lic scrutiny.  Certain  members  of  the  public, 
upon  becoming  aware  of  Blue  Cross’  prob- 
lems, are  didactically  stating  that  bigger 
deductibles  and  more  co-insurance  would 
cure  all  of  Blue  Cross’  ills.  Such  a conclu- 
sion is  erroneous. 

Whether  or  not  any  one  Blue  Cross  Plan 
might  adopt  — or,  having  once  adopted, 
might  retain — deductibles  and  co-insurance, 
Blue  Cross  in  general  should  be  encouraged 
to  continue  to  provide  for  "full-coverage” 


of  hospital  care.  Voluntary  prepayment  be- 
comes regressive  in  its  public  purpose  when 
benefits  are  shifted  outside  the  framework 
of  prepayment  in  order  to  lower  cost  of 
protection,  thus  leaving  portions  of  the  cost 
of  care  to  be  borne  by  the  public  at  the  time 
of  illness.  Certain  population  groups  denied 
the  opportunity  to  pay  in  full  for  hospital 
care  on  a budgeted,  monthly  basis  will  not 
be  able  to  pay  when  ill.  There  is  no  cut-rate 
hospital  service  and  there  is  no  cut-rate  ben- 
efit program  that  will  offer  the  protection 
needed. 

The  standard  of  living  of  the  American 
family  is  constantly  rising.  In  like  manner, 
the  level  of  protection  enjoyed  by  the  fam- 
ily against  the  increasing  costs  of  improved 
hospital  care  should  rise  at  an  orderly  rate. 
From  every  point  of  view,  social,  economic, 
and  political — and  particularly  from  the 
public’s  point  of  view — an  orderly  and  sys- 
tematic rise  in  consumer  allocations  to  health 
is  a necessary  and  highly  desirable  objective. 
This  is  particularly  true,  of  course,  when 
increases  in  consumer  allocations  make  pos- 
sible higher  levels  of  protection  and  a better 
quality  of  health  care. 

An  orderly  and  steady  increase  in  the  level 
of  benefits,  with  a corresponding  increase 
in  consumer  income  allocations  to  health 
care,  is  necessary  if  an  expanding  health 
service  is  to  be  achieved  and  pace  is  to  be 
kept  with  medical  advances.  Health  care 
as  a component  of  today’s  standard  of  living 
should  not  contract,  nor  should  the  level 
of  protection  shrink. 

The  public  wants  more,  not  less,  health 
care.  The  public  wants  more,  not  fewer, 
health  benefits.  The  public  wants  more,  not 
less,  prepaid  protection.  If  Blue  Cross  and 
other  voluntary  prepayment  mechanisms  do 
not  satisfy  these  wants,  the  public  will  turn 
to  that  mechanism  to  which  it  always  in  the 
past  has  turned  whenever  disenchanted  with 
voluntary  effort  and  accomplishment. 
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Give  Salk  Poliomyelitis  Vaccine  Now 

For  years  the  approach  of  the  summer 
months  brought  consternation  to  the  hearts 
of  mothers  who  had  in  mind  that  poliomye- 
litis is  more  prevalent  during  this  season. 
Poliomyelitis  has  never  been  recognized  as 
a disease  of  high  incidence.  From  time  to 
time  the  number  of  cases  in  some  areas  has 
exceeded  the  number  that  usually  prevails 
and  epidemics  have  been  declared  to  exist. 
This  is  one  of  the  "dread  diseases”  because  it 
so  frequently  manifests  itself  in  paralytic 
form,  causing  crippling  through  life,  or  in 
the  bulbar  form,  which  affects  the  respira- 
tory center  in  the  brain  and  often  results 
in  death. 

With  the  production  of  Salk  poliomyelitis 
vaccine  in  195  5,  physicians  recognized  that 
they  had  an  agent  to  immunize  individuals 
against  the  development  of  paralysis  in  this 
disease.  Now  there  is  consternation  among 
those  who  are  responsible  for  administering 
the  vaccine  because  parents  have  not  made 
sufficient  use  of  this  agent  to  protect  them- 
selves and  their  children  against  paralytic 
poliomyelitis.  The  facts  are  that  of  the  71 
million  Americans  under  21  years  of  age, 
17.6  million  (nearly  one  out  of  four)  have 
not  received  the  full  series  of  Salk  vaccine. 
In  the  most  susceptible  age  group,  those  un- 
der five  years,  about  38  percent  have  had 
fewer  than  three  doses.  Young  adults  who 
are  stricken  with  poliomyelitis  often  seem 
to  be  less  resistant  to  the  virus  or  to  acquire 
a more  virulent  form.  The  crippling  in  this 
group  is  severe;  the  bulbar  form  frequently 
prevails  and  death  causes  removal  from  the 
home  of  a valued  young  parent.  The  per- 
cent of  those  between  20  and  40  years  of  age 
who  have  been  fully  immunized  is  small.  A 
busy  pediatrician  in  another  state  recently 
said  that  it  has  become  his  custom  to  ask 
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parents  who  have  brought  their  child  for 
polio  immunization,  "Which  would  disrupt 
your  family  life  more,  for  one  of  you  to 
have  polio  or  for  one  of  your  children?” 
The  answer  invariably  is  "For  one  of  us.” 
Thus,  on  making  them  conscious  of  their 
obligation  to  their  family  of  their  need  to 
avoid  acquiring  paralytic  polio,  they  imme- 
diately ask  for  and  take  the  series  of  Salk 
vaccine. 

What  effect  does  immunization  have  on 
the  paralytic  rate?  People  who  have  had 
three  or  more  doses  of  Salk  vaccine  had  one- 
tenth  the  paralytic  incidence  in  1960  of 
those  who  had  no  vaccinations  and  persons 
with  four  or  more  doses  had  a paralytic  rate 
one-sixth  that  of  the  vaccinated  group.  In 
other  words,  the  vaccine  is  90  to  94  percent 
effective. 

The  incidence  of  poliomyelitis  in  Virginia, 
like  that  elsewhere,  is  chiefly  in  persons  in 
the  lower  socio-economic  groups  who  have 
not  been  vaccinated  against  this  disease.  The 
higher  the  socio-economic  level  and  the  bet- 
ter the  education  of  an  individual,  the  more 
apt  he  is  to  have  had  the  series  of  Salk  polio- 
myelitis vaccine.  This  has  been  of  such  con- 
cern to  the  Public  Health  Service,  and  to 
Health  Departments  at  all  levels,  that  the 
Surgeon  General  appointed  a Committee  on 
Poliomyelitis  Control"'  to  advise  on  ways 
and  means  of  extending  protection  against 
poliomyelitis  through  the  population  of  the 
United  States.  This  Committee  met  at  the 
Communicable  Disease  Center  of  the  Public 
Health  Service,  Atlanta,  Georgia,  January 
23-24,  1961,  and  made  recommendations 
which  have  been  widely  publicized. 

There  are  four  goals  in  the  control  of 
poliomyelitis: 

1.  Prevention  of  epidemics 

2.  Control  of  epidemics 
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3.  Prevention  of  endemic  poliomyeli- 
tis 

4.  Eradication  of  paralytic  strains  of 
polio  virus  from  the  population  of 
the  United  States. 

The  recommendations  of  the  Committee 
are  intended  to  bring  the  United  States 
closer  to  these  goals. 

They  consider  that  the  immediate  pro- 
gram is  to  intensify  the  immunization  pro- 
gram. Local  community  drives  should  be 
designed  to  reach  the  lower  socio-economic 
and  the  younger  age  groups  and  to  bring  in 
young  adults  through  neighborhood  organ- 
ization. This  is  called  the  "Babies  and  Bread- 
winners” campaign.  Every  unvaccinated 
person  should  be  fully  immunized  against 
polio  for  his  own  protection  and  to  protect 
the  community.  First  priority  should  be 
complete  and  early  coverage  of  infants  and 
of  children  under  six  years  of  age;  next  most 
important  are  children  under  10  and  par- 
ents of  young  children. 

Vaccination  schedules  recommended  by 
the  Surgeon  General’s  Committee  call  for 
four  doses,  the  second  one  month  after  the 
first,  a third  seven  months  later,  and  a final 
dose  one  year  after  the  third.  This  applies 
to  everyone  except  infants  under  six 
months;  for  them  the  Committee  'recom- 
mends that  five  doses  be  given.  The  first 
should  be  administered  at  one  and  a half  to 
two  months  of  age,  the  next  two  to  be  given 
at  intervals  of  one  month  after  the  last  dose, 
the  fourth  seven  months  after  the  third, 
and  the  fifth  dose  one  year  after  the  fourth. 
At  least  three  doses  should  be  given  prior 
to  the  beginning  of  the  polio  season  regard- 
less of  age  and  these  to  be  followed  by  a 
fourth  seven  months  after  the  third.  The 
last  dose  is  to  be  administered  one  year  after 
the  fourth.  After  the  completion  of  either 
schedule,  supplementary  booster  doses  are 
advised  for  children  on  entry  to  school  and 
for  persons  with  unusual  exposure  to  infec- 
tion. 

The  Committee  emphasizes  that  immuni- 
zation is  a medical  procedure  and  should  be 


used  only  under  the  direction  of  licensed 
physicians  or  official  health  departments. 
They  advise  periodic  evaluations  of  polio 
immunization  status  in  all  communities. 
They  stress  the  intensified  use  of  vaccine  in 
the  face  of  an  epidemic. 

In  following  poliomyelitis  in  a commu- 
nity, there  should  be  thorough  case  investi- 
gation with  use  of  laboratory  diagnostic 
service  for  each  sporadic  case  and  a reason- 
able sampling  of  epidemic  cases.  This  calls 
for  close  cooperation  on  the  part  of  attend- 
ing physicians  in  prompt  reporting  of  sus- 
picious cases  and  the  collection  of  speci- 
mens for  laboratory  diagnostic  procedures. 
A constant  surveillance  is  necessary  when 
polio-like  diseases  prevail  and  laboratory 
studies  are  necessary  in  the  investigation  of 
cases  and  outbreaks  of  ECHO  Coxsackie, 
and  other  virus  infections  simulating  polio- 
myelitis. 

In  extending  immunizations  against  polio 
it  may  be  necessary  to  make  behavioral 
studies  to  determine  why  some  groups  do 
not  accept  the  vaccine  though  it  is  readily 
available.  An  effort  should  be  made  to  iden- 
tify the  barriers  and  to  show  how  they  can 
be  eliminated.  The  information  gathered 
should  be  pooled  and  energetic  programs 
should  be  undertaken  to  determine  how 
non-acceptance  can  be  overcome. 

The  Committee  endorsed  further  research 
in  the  field  of  inactivated  and  living  virus 
vaccines.  Examples  of  such  research  are:  to 
continue  efforts  to  develop  more  satisfactory 
strains  for  vaccine;  to  provide  and  evaluate 
a more  potent  inactivated  vaccine  to  permit 
adequate  immunization  with  fewer  injec- 
tions. 

For  a future  program  the  Committee 
recommended  that  the  Public  Health  Serv- 
ice continue  to  make  every  effort  to  encour- 
age the  early  production  and  ready  avail- 
ability of  an  oral  polio  vaccine.  They  desig- 
nated certain  priorities  for  the  first  avail- 
able supplies  of  oral  vaccine  and  specified 
that  the  Public  Health  Service  should  main- 
tain reserve  supplies  of  oral  poliovirus  vac- 
cine for  use  in  epidemics.  The  dosage 
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schedules  of  such  vaccine  will  be  recom- 
mended when  oral  vaccine  becomes  avail- 
able. 

It  should  be  borne  in  mind  that  there  is 
no  oral  poliovirus  vaccine  available  now  and 
that  efforts  to  control  polio  must  be  concen- 
trated on  the  use  of  Salk  vaccine  which  can 
be  readily  obtained  to  immunize  the  mil- 
lions still  unprotected.  The  President  of  the 
United  States,  the  Surgeon  General  of  the 
Public  Health  Service,  and  his  Advisory 
Committee  on  Poliomyelitis  Control,  have 
issued  statements  calling  for  wider  use  of 
the  presently  available  Salk  vaccine. 

"'Organizations  represented: 

American  Academy  of  General  Practice 
American  Academy  of  Pediatrics 
American  College  of  Preventive  Medicine 
American  Federation  of  Labor-Congress  of  Indus- 
trial Organizations 


American  Flospital  Association 
American  Medical  Association 
American  Nurses  Association,  Inc. 

American  Osteopathic  Association 
American  Pharmaceutical  Association 
American  Public  Health  Association 
Association  of  State  and  Territorial  Health  Officers 
Association  of  State  and  Territorial  Public  Health 
Laboratory  Directors 
Children’s  Bureau 

Conference  of  State  and  Territorial  Directors  of 
Public  Health  Education 

Conference  of  State  and  Territorial  Epidemiologists 

Council  of  State  Governments 

Department  of  Defense 

General  Federation  of  Women’s  Clubs 

National  Association  of  Retail  Druggists 

National  Advisory  Health  Council 

National  Congress  of  Colored  Parents-Teachers 

National  Congress  of  Parents  and  Teachers 

National  Foundation 

National  Health  Council 

National  Medical  Association,  Inc. 

Sister  Elizabeth  Kenny  Foundation 
U.  S.  Conference  of  City  Health  Officers 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 

Jan.-  Jan.- 
Mar.  Mar.  Mar.  Mar. 


1961 

1960 

1961 

1960 

Brucellosis 

. - 0 

3 

5 

5 

Diphtheria 

0 

1 

6 

5 

Hepatitis  (Infectious)  

115 

127 

294 

292 

Measles 

. 1492 

770 

3866 

2497 

Meningococcal  Infections 

__  5 

6 

18 

18 

Aspetic  Meningitis 

1 

3 

3 

9 

Poliomyelitis 

0 

0 

0 

0 

Rabies  (In  Animals) 

_ 44 

23 

81 

70 

Rocky  Mt.  Spotted  Fever_ 

0 

0 

2 

0 

Streptococcal  Infections  _ 

857 

725 

2150 

2083 

Tularemia 

0 

0 

3 

20 

Typhoid 

_ 0 

0 

0 

3 
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KERR-MILLS  PROGRESS  REPORT : As  this  issue  goes  to  press,  it  appears  that  ef- 
forts to  implement  a program  of  medical  assistance  for  the  aged  (Kerr-Mills)  in  Vir- 
ginia have  been  stymied — at  least  temporarily.  The  Department  of  Health,  Education 
and  Welfare  has  turned  down  a plan  drafted  by  the  Virginia  Department  of  Welfare, 
and  cites  two  reasons  for  its  action.  They  are  (1)  the  provision  of  Virginia  law  per- 
mitting access  by  the  general  public  to  records  of  disbursement  of  funds  by  the  local 
departments  of  public  welfare,  and  (2)  the  provision  in  the  federal  act  prohibiting  re- 
covery during  the  lifetime  of  a recipient  or  his  spouse  of  any  medical  assistance  granted 
as  opposed  to  a provision  in  the  Virginia  statutes  requiring  repayment  in  the  event  of 
the  sale  of  real  estate  owned  by  the  recipient. 

Officials  of  the  Department  of  Welfare  will  meet  again  soon  with  the  Society’s  Liaison 
Committee  to  discuss  the  situation.  The  Kerr-Mills  approach  is  generally  regarded  as 
the  best  possible  answer  to  those  who  support  the  King  bill  (H.  R.  4222). 

COHEN  CONFIRMED:  The  Senate,  on  April  6,  confirmed  the  nomination  of  Wil- 
bur J.  Cohen  for  Assistant  Secretary  of  HEW.  The  nomination  was  approved  by  voice 
vote  over  the  vigorous  protest  of  Senator  Carl  P.  Curtis  (R.,  Neb.).  The  Senator,  in 
opposing  the  nomination,  stated  "I  do  not  believe  in  a cradle  to  grave  program  where- 
in millions  of  our  middle  class  people  might  be  paying  more  in  social  security  taxes  than 
they  will  be  paying  for  all  other  purposes  of  government.”  He  further  declared  that 
if  all  the  social  programs  that  Cohen  had  advocated,  past  and  present,  came  to  pass, 
a person  with  $9,000  income  would  pay  social  security  payroll  taxes  greater  than  his 
Federal  income  taxes. 

MEDICARE  RUNDOWN:  The  Washington  Report  on  the  Medical  Sciences  cites 
some  interesting  facts  and  figures  on  Medicare.  Between  the  inception  of  the  program 
in  December,  1956,  and  December  31,  1960,  the  Government  has  paid  out  $270  million 
for  medical  care  of  service  dependents  by  civilian  doctors  in  civilian  hospitals.  An  ad- 
ditional $15  million  in  billings  are  reported  yet  to  come.  Over  1.1  million  patients  have 
been  accommodated — 625,000  maternity  and  95,000  gynecological  cases,  230,000  sur- 
gical admissions,  and  more  than  205,000  medical  cases.  Medicare  patients,  or  their 
sponsors,  have  paid  almost  $30  million  out  of  their  own  pockets.  Thus,  Medicare’s  cost 
is  borne  90.7  per  cent  by  the  Treasury  and  9.3  per  cent  by  the  patient. 


Hospitals  are  reported  to  have  received  $1 33  million,  physicians  $130  million  and  the 
remainder,  about  2.2  per  cent,  went  for  administrative  costs. 

SOCIAL  SECURITY  FOR  PHYSICIANS:  As  expected,  another  bill  (H.R.  2382) 
has  been  introduced  providing  for  the  compulsory  coverage  of  physicians  under  Title 
II  of  the  Social  Security  Act.  The  bill  would  affect  taxable  years  beginning  in  1960. 
It  has  been  referred  to  the  House  Ways  and  Means  Committee. 

PROGRAM  SUGGESTION:  The  activities  and  accomplishments  of  AMA  have  bur- 
geoned in  so  many  directions  since  its  founding  114  years  ago  that  a periodic  review  of 
its  program  of  service  to  the  public  and  profession  provides  excellent  subject  matter 
for  component  society  meetings.  Numbered  among  its  activities  are  a continuing  cam- 
paign for  higher  standards  of  medical  education,  a relentless  fight  against  quacks  and 
charlatans,  establishment  of  the  AMA  Journal  for  the  advancement  of  medical  science, 
a continuing  battle  against  government  encroachment  in  medicine  and  its  ever  expand- 
ing role  in  improving  health  care  for  all  people.  Special  programs  serve  to  bring  all 
members  up  to  date. 

TWO  FINE  PAMPHLETS:  Every  waiting  room  should  contain  copies  of  two  ex- 
cellent pamphlets  now  available  through  The  Medical  Society  of  Virginia.  One  is 
entitled  "Socialized  Medicine  and  You”  and  the  other  "Medical  Aid  for  the  Aged”.  The 
first  is  in  the  form  of  an  open  letter  to  patients  and  the  latter  compares  the  Kerr-Mills 
approach  with  the  Social  Security  tax  approach. 

SEAT  BELTS:  A ten-year  study  reveals  a 60%  reduction  in  injuries  and  deaths  in 
those  accidents  involving  passengers  using  safety  belts  in  their  automobiles.  It  is  also 
interesting  to  note  that,  contrary  to  popular  belief,  most  auto  accidents  do  not  occur 
during  long  trips.  Statistics  indicate  that  80%>  of  all  auto  accidents  occur  within  ten 
miles  of  home. 

PHYSICIAN  DRAFT:  The  Defense  Department,  the  first  time  in  four  years,  has 
called  for  a draft  of  doctors.  It  wants  250  physicians  to  serve  with  the  Air  Force. 

PHYSICIANS  IN  THE  GENERAL  ASSEMBLY:  Judging  from  recent  articles  in  the 
AMA  News,  Virginia  has  more  physicians  serving  in  its  General  Assembly  than  any 
other  State.  Two  physicians  serve  in  the  Senate  and  four  in  the  House.  The  profession 
has  every  reason  to  be  proud  of  these  men  who  place  a high  and  proper  value  on  public 


service. 


Miscellaneous 


Special  Committee  of  Lynchburg  Acad- 
emy of  Medicine 

This  committee  was  appointed  by  the 
president  of  the  Lynchburg  Academy  of 
Medicine  to  study  and  report  back  to  the 
Academy  on  a long-range  plan  to  improve 
relationships  with  the  public  in  reference 
to  the  practice  of  medicine  in  Lynchburg. 
This  committee  was  an  outgrowth  of  two 
specific  problems.  First,  the  increasing  na- 
tional publicity  which  is  uncomplimentary 
to  the  medical  profession,  and  second,  the 
pending  legislation  in  Congress  seeking  to 
extend  the  social  security  program  to  cover 
medical  care  of  the  aged. 

This  committee  agrees  that  the  national 
publicity  is  uncomplimentary  to  the  med- 
ical profession.  It  is  not  prepared  to  argue 
whether  or  not  all  of  this  criticism  is  de- 
served. It  also  agrees  that  extension  of  so- 
cial security  to  cover  medical  care  of  all 
persons  over  the  age  of  65  is  undesirable,  not 
only  for  the  profession,  but  for  the  Ameri- 
can public  in  general.  It  cannot  say  whether 
or  not  such  a program,  or  indeed,  complete 
socialization  of  medicine,  is  inevitable.  The 
committee,  however,  believes  that  certain 
problems  in  reference  to  the  Lynchburg 
Academy  of  Medicine  should  be  discussed. 

1.  The  Lynchburg  Academy  of  Medicine, 
along  with  the  profession  in  general,  has 
paid  too  little  attention  to  the  social  and 
economic  side  of  medical  practice.  They 
have,  we  are  certain,  concerned  themselves 
primarily  with  the  practice  of  good  scien- 
tific medicine,  thinking  first  of  the  stand- 
ards of  medical  care  necessary  for  the  wel- 
fare of  the  patients.  For  this  they  should 
be  commended,  but  in  so  doing,  they  have 
ignored  certain  forces  which,  for  years,  have 
been  at  work,  gradually  bringing  about  the 
situation  in  which  we  now  find  ourselves. 
They  have  not,  as  a group  educated  them- 
selves to  the  social  problems  which  exist, 
have  not  aroused  themselves  to  the  point 


of  frank  and  open  discussion,  and  have  not 
taken  steps  to  offer  constructive  criticism 
to  counteract  the  adverse  criticism  of  the 
profession. 

2.  The  medical  profession  in  Lynchburg 
is  receiving  criticism.  This  criticism  may 
be  indolent  at  the  present,  but  none  the  less 
it  is  there  and  is  rapidly  growing.  We,  as 
physicians,  must  bear  our  share  of  the  blame 
for  this  growing  criticism.  We  cannot  ig- 
nore the  fact  that  there  are  among  us  col- 
leagues whose  professional  relations  with  his 
patients  are  not  as  closely  attended  to  as 
they  should  be.  We  may  well  talk  about 
public  relations  beginning  with  the  individ- 
ual physician,  but  this  will  avail  us  nothing 
unless  we  are  certain  that  the  individual 
physician’s  moral  approach  to  the  prac- 
tice of  medicine  fulfills  the  requirements  of 
good  public  relations.  We  are  certain  that 
the  members  of  this  society  will  agree  that 
we  all  are  aware  of  instances  of  complaint 
by  the  public  against  our  colleagues  which 
is,  at  least  in  part,  justified.  The  members 
of  the  profession  who  cause  such  comment 
are  a small  segment  of  the  total  group,  but 
such  action  forms  a basis  of  criticism  of  the 
whole  profession  and  such  criticism  appears 
to  be  evident  among  all  classes  of  people. 

3.  The  Lynchburg  Academy  of  Medicine 
has  no  program  of  public  relations.  We 
have,  as  has  medicine  in  general,  taken  a 
completely  negative  approach.  We  have  been 
content  to  wait  until  criticism  or  political 
pressure  causes  us  irritation  and  then  to 
make  an  answer,  usually  only  saying  that  "it 
isn’t  so”.  Medicine  in  Lynchburg  has  been 
in  the  public  eye  only  in  the  form  of  the 
printed  and  televised  publicity  about  which 
we  now  concern  ourselves,  with  nothing, 
even  in  a subtle  form  to  suggest  to  the  pub- 
lic that  we  are  doing  some  good  to  this 
community.  The  time  has  passed  when  we 
can  assure  ourselves  that  the  good  practice  of 
medicine  is  all  that  is  necessary  to  maintain 
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our  integrity.  There  must  be  some  public 
evidence  of  our  good  practice  and  our  good 
intentions. 

4.  The  profession  as  a whole,  is  unap- 
proachable to  the  public  in  solving  their 
non-medical  problems.  There  is  no  question 
that  patients  who  have  a complaint  against 
a physician  talk  either  to  another  physician 
or  to  their  neighbors,  exercising  their  human 
nature  in  not  talking  to  the  man  against 
whom  they  have  a complaint.  Not  receiving 
satisfaction,  they  frequently  take  their  com- 
plaint to  the  public  by  way  of  the  local 
press,  such  correspondence  reflecting  upon 
the  group  as  a whole.  It  is  a fact  that  the 
editor  of  the  local  newspaper  was,  until 
recently,  unaware  of  the  existence  of  the 
Grievance  Committee  of  the  Academy. 

5.  Members  of  the  profession  are  bring- 
ing criticism  upon  the  entire  group  by  ac- 
tions'of  which  they  are  unaware.  By  being 
thoughtless  in  explaining  fees,  consultations, 
etc.  to  the  patient  we  have  created  areas  of 
uncertainty  in  the  minds  of  the  public. 

6.  A problem  of  the  aged,  and  the  care 
of  indigent  patients  of  all  age  groups,  does 
exist  on  the  local  scene.  While  this  prob- 
lem is  not  as  great  as  in  other  areas  it  is 
large  enough  that  we  must  concern  our- 
selves, and  offer  at  the  local  level,  a con- 
structive program  for  medical  care  for  all 
people  of  limited  means,  and  let  the  public 
know  that  such  a program  exists. 

7.  The  problem  posed  by  the  threat  of 
the  extension  of  social  security  is  a serious 
one,  but  it  is  not  an  isolated  problem.  It  is 
only  a part  of  the  total  program  of  socializa- 
tion gradually  being  extended  to  encompass 
the  entire  country.  While  our  problem,  at 
the  present,  relates  itself  to  the  social  secur- 
ity coverage  of  the  care  of  the  aged,  other 
groups,  notably  dentists,  lawyers,  farmers, 
retail  merchants,  engineers,  and  other  in- 
dependent and  professional  men,  are  con- 
fronted with  similar  programs  of  the  federal 
government  designed  to  encrouch  upon  the 
freedom  of  their  business  operations.  We 
have  already  said  that  we  cannot  argue 
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whether  or  not  such  a total  socialization  is 
inevitable.  We  do  believe,  however,  that 
it  is  not  for  us  to  completely  throw  up 
our  hands  and  accept  whatever  may  come. 
If  our  American  way  of  life,  based  on  indi- 
vidual freedom  and  private  initiative  is 
wrong,  and  this  country  is  ready  for  total 
socialization,  then  we  should  be  willing  to 
say  so.  If  on  the  other  hand  this  group  of 
men  who  belong  to  an  intelligent  and  edu- 
cated profession  believe  that  the  principles 
of  individual  freedom,  free  enterprise,  and 
the  rewards  of  individual  work  and  initia- 
tive, are  basic  to  our  way  of  life,  then  we 
should  also  be  willing  to  stand  up  and  fight 
for  what  we  believe. 

The  points  that  we  have  outlined  above, 
it  seems  to  us,  form  the  basis  of  our  entire 
problem.  It  may  be  that  socialization  is  in- 
evitable, but  we  believe  that  if  it  is  we,  in 
Lynchburg  should  be  able  to  say,  when  it 
comes,  that  we  are  going  into  it  with  dignity 
and  that  our  patients  are  not  of  the  mind 
that  we  are  being  forced  into  it  because  of 
the  moral  degradation  and  monetary  ambi- 
tions of  our  local  physicians. 

We,  therefore,  recommend  the  following 
program: 

1.  We  recommend  that  the  Academy  of 
Medicine  pay  increased  attention  to 
the  business  of  medicine.  We  specifi- 
cally recommend  that  the  action  of 
the  Board  of  Trustees  be  presented  to 
the  Academy  for  complete  discussion 
and  that,  except  as  outlined  below,  the 
business  session  of  the  Academy  take 
precedent  over  all  other  activities. 
We  further  recommend  that  four 
meetings  each  year  be  devoted  to  a 
scientific  session,  with  outstanding 
speakers  of  national  reputation,  and 
that  adequate  press  coverage  of  such 
functions  be  arranged.  We  further 
recommend,  in  agreement  with  the 
preceding  point,  that  these  be  the  only 
meetings  at  which  guest  speakers  are 
invited,  reserving  all  other  meetings 
for  the  carrying  out  of  business. 
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2.  The  committee  recommends  that  the 
Grievance  Committee  of  the  Lynch- 
burg Academy  of  Medicine  be  con- 
servatively publicized,  making  the 
public  aware  of  the  proper  place  to 
carry  their  complaints.  We  also  be- 
lieve that  the  members  of  the  Aca- 
demy should  be  encouraged  to  refer 
all  complaints  which  come  to  their 
attention  to  the  Grievance  Commit- 
tee. 

In  this  connection,  we  strongly  recom- 
mend that  the  Academy  recognize  its 
responsibility  to  the  community,  as 
well  as  to  its  own  members,  by  taking 
a firm  stand  in  exercising  discipline 
over  its  members  in  instances  of 
known  breach  of  patient-physician 
relationship. 

3.  In  order  to  carry  out  the  point  above, 
we  recommend  that  the  public  be 
made  aware  of  the  accessibility  of  the 
profession  by  the  establishment  of  a 
telephone  number  and  post  office  ad- 
dress and  that  the  same  be  published 
in  the  telephone  and  city  directories 
of  the  City  of  Lynchburg. 

4.  We  recommend  that  the  following 
committees  be  instructed  to  carry  out 
the  program  as  outlined: 

A.  That  the  public  relations  commit- 
tee develop  a program  of  internal 
public  relations,  making  use  of  a 
monthly  bulletin  to  all  members, 
or  such  other  means  as  they  may 
devise,  to  advise  the  members  of 
the  Academy  of  frequent  points 
of  criticism  raised  by  the  public 
and  to  suggest  ways  of  improving 
the  personal  relations  of  the  indi- 
vidual doctor  and  his  patients. 

B.  That  the  public  relations  commit- 
tee establish  a close  liaison  with 
the  auxiliary  of  the  Lynchburg 
Academy  of  Medicine  suggesting 
ways  in  which  physicians’  wives, 
individually,  and  by  that  organi- 


zation, may  help  in  the  field  of 
public  relations. 

C.  That  the  public  relations  commit- 
tee develop  a planned  program  of 
press  coverage  relating  to  profes- 
sional activities  of  the  medical 
profession,  especially  directed  to- 
ward making  the  public  aware  of 
the  activities  of  the  group  and 
medical  profession  as  a whole. 

D.  That  the  public  relations  com- 
mittee plan  a series  of  press  releases 
relating  to  the  activities  of  the 
medical  profession  in  the  care  of 
indigent  patients.  Specifically,  we 
suggest  that  a yearly  release  be  pre- 
sented to  the  press  on  the  activi- 
ties of  physicians  who  work  in  the 
free  clinics  of  the  Health  Depart- 
ment. We  also  suggest  that  hos- 
pital activities  such  as  teaching, 
committee  assignments,  in-patient 
indigent  care,  emergency  room 
coverage,  the  work  of  the  tissue 
and  audit  committee,  etc.  be  cov- 
ered in  such  releases. 

E.  We  recommend  that  the  commit- 
tees on  Blue  Cross,  The  Welfare 
Planning  Committee  of  the  United 
Fund,  The  Civil  Defense  Commit- 
tee, The  Public  Health  Committee 
and  The  Ambulance  Committee 
prepare  reports  on  the  activities 
of  the  Academy  of  Medicine  in 
these  fields,  and  submit  them  to 
the  Public  Relations  Committee, 
for  release  at  intervals  in  connec- 
tion with  the  recommendation 
made  above. 

F.  We  further  recommend  that  the 
committee  to  the  Community 
Council,  which  is  now  defunct,  be 
revived,  and  appointed  as  a Public 
Welfare  Committee  of  the  United 
Fund.  We  suggest  that  this  com- 
mittee make  a study  of  the  inci- 
dent of  indigent  needs  in  this  com- 
munity in  all  age  groups  and  pub- 
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licize  such  findings.  We  also  sug- 
gest that  they  should  publicize 
the  availability  of  special  means 
in  this  community  of  caring  for 
medically  indigent  patients.  Spe- 
cifically, the  Drise  Fund  of  the 
Virginia  Baptist  Hospital,  the 
church  cots  and  other  funds  of 
Memorial  Hospital,  the  indigent 
funds  available  under  the  welfare 
department,  and  indigent  funds 
available  under  United  Fund 
should  be  mentioned. 

We  suggest  that  all  of  the  above 
committees  and  reports  be  sub- 
mitted to  the  Public  Relations 
Committee,  which,  meeting  to- 
gether should  plan  a long-term 
program  of  releases  on  these  va- 
rious subjects.  Specifically,  we 
suggest  that  a regular  program  of 
weekly  or  bi-weekly  reports  be 
made  through  the  press. 

5.  We  recommend  that  the  medical  pro- 
fession be  advised  to  encourage  pa- 
tients to  discuss  financial  conditions 
with  their  physicians  and  that  ar- 
rangements be  made,  either  through 
individual  physicians  or  through  the 
Society,  for  the  reduction  of  physi- 
cians’ fees  as  indicated,  not  only  in 
the  older  age  group,  but  in  all  fields 
of  indigent  medicine. 

6.  We  recommend  that  the  Public  Re- 
lations Committee,  working  through 
all  other  committees  of  the  Society, 
present  to  the  public  truthfully,  and 
without  equivocation,  the  position  of 
the  medical  profession  in  regard  to 
socialized  medicine  and  the  social  se- 
curity program  in  general. 

7.  We  recommend  that  the  legislative 
committee  of  the  Lynchburg  Aca- 
demy of  Medicine  attempt  to  meet 
with  similar  committees  of  the  Retail 
Merchants  Association,  the  Lynchburg 
Association  of  Insurance  Underwrit- 
ers, the  Lynchburg  Pharmaceutical 


Association,  the  Lynchburg  Bar  As- 
sociation, the  Lynchburg  Dental  As- 
sociation, and  any  other  group  of  in- 
dependent professional  men,  who  have 
an  interest  in  the  social  security  pro- 
gram, and,  if  possible,  to  establish  an 
overall  legislative  committee  repre- 
senting all  these  groups.  We  further 
recommend  that  this  committee  advise 
all  members  of  the  Academy  of  any 
pending  legislation  in  reference  to  so- 
cialization of  medicine,  minimum 
wage,  or  any  other  social  trends  which 
infringe  upon  the  private  right  of 
individual  initiative,  and  that  the 
members  of  the  Academy  be  notified, 
in  writing,  by  the  committee,  of  such 
legislation  and  its  implications,  so  that 
members  of  the  Academy,  may,  at 
their  discretion,  contact  their  con- 
gressmen in  reference  to  their  feel- 
ings. 

8.  Finally,  we  recommend  that  the 
Lynchburg  Academy  of  Medicine,  at 
their  meeting  just  prior  to  the  meet- 
ing of  the  state  medical  society  each 
year  consider  all  action  which  is  con- 
templated by  the  Society  (the  local 
Society  is  notified  prior  to  the  meet- 
ing) so  that  the  delegates  of  the 
Lynchburg  Academy  of  Medicine  to 
The  Medical  Society  of  Virginia 
House  of  Delegates  may  be  instructed 
in  their  vote  and  may  be  instructed 
to  bring  upon  the  floot  of  the  House 
of  Delegates  any  business  which  the 
Academy  of  Medicine  feels  is  per- 
tinent to  the  welfare  of  the  medical 
profession.  Further  the  elected  dele- 
gates from  the  Lynchburg  Academy 
of  Medicine  should  be  thoroughly  fa- 
miliar with  such  business  as  is  on  the 
published  agenda  of  The  Medical  So- 
ciety of  Virginia  and  present  it  to  the 
Academy  prior  to  the  state  meeting  in 
order  that  the  Academy  may  be  fully 
informed  on  the  implications  of  any 
program  to  be  presented. 
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The  committee  recognizes  that  this  is 
a long  and  ambitious  program  that  we 
have  suggested.  We  believe,  however, 
that  these  many  problems  can  best  be 
solved  by  beginning  at  our  own  level 
and,  that  if  successful,  a general  house 
cleaning  program  at  the  grass  roots 
throughout  the  country,  can  be  es- 
tablished. We  therefore  recommend: 

1.  That  the  above  program  be  adopt- 
ed by  the  Lynchburg  Academy  of 
Medicine. 

2.  That  the  president  of  the  Lynch- 
burg Academy  of  Medicine  be 
charged  with  the  duty  of  imple- 
menting this  program. 

3.  That  the  president  of  the  Lynch- 
burg Academy  of  Medicine  be  re- 


quested to  report  monthly  to  the 
Academy  on  the  progress  of  this 
program. 

4.  That  if  this  program  is  adopted 
copies  of  such  be  sent  to  each 
component  society  of  The  Med- 
ical Society  of  Virginia,  to  each 
State  Medical  Society  of  the 
United  States,  and  to  each  officer 
and  trustee  of  The  Medical  Society 
of  Virginia  and  the  American 
Medical  Association. 

Respectfully  submitted 
C.  E.  Keefer,  M.D.,  Chairman 
C.  W.  Whitmore,  M.D. 

W.  H.  Barney,  M.D. 


This  Report  was  read  at  a meeting  of  the  Academy 
on  March  7th  and  was  unanimously  approved. 


Palm  Reading  and  Congenital  Heart  Disease 


The  pattern  of  lines  on  the  palm  of  the 
hand  may  offer  a clue  to  the  presence  of 
congenital  heart  disease,  according  to  an  ar- 
ticle in  the  April  8 th  Journal  of  the  Amer- 
ican Medical  Association. 

A correlation  between  the  location  of 
some  lines  and  congenital  heart  defects  was 
reported  by  Drs.  Alfred  R.  Hale,  John  H. 
Phillips,  and  George  E.  Burch,  Tulane  Uni- 
versity School  of  Medicine,  New  Orleans. 

The  researchers  drew  their  conclusion 
from  a comparison  of  the  palm  prints  of  1 57 
patients  suffering  congenital  ailments  and 
143  patients  who  had  acquired  forms  of 
heart  disease. 


The  intricate  patterns  on  the  palm  appear 
between  the  fourth  and  sixth  month  follow- 
ing conception,  the  physicians  explained. 
Defects  in  development  of  the  unborn  child 
during  this  time  many  influence  the  lines 
on  the  palm  and  thus  reflect  developmental 
disturbances  operative  during  this  period. 

Except  for  growth,  these  configurations 
once  established  never  change  throughout  a 
person’s  life. 

The  authors  pointed  out  that  a relation- 
ship between  particular  palm  line  charac- 
teristics and  specific  types  of  congenital 
heart  defects  "awaits  the  collection  of  a 
large  series  of  proved  cases.” 
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Book  Announcements 


Books  received  for  review  are  promptly 
acknowledged  in  this  column.  In  some  cases, 
reviews  will  be  published  shortly  after  the 
acknowledgment  of  receipt.  However,  we 
assume  no  obligation  in  return  for  the  cour- 
tesy of  those  sending  us  same. 

Surgical  Diseases  of  the  Chest.  Edited  by  Brian 
Blades,  M.D..  Professor  of  Surgery,  The  George 
Washington  University  School  of  Medicine,  Wash- 
ington, D.  C.;  Chief  Surgeon,  The  George  Wash- 
ington University  Hospital.  The  C.  V.  Mosby 
Company,  St.  Louis.  1961.  580  pages.  Illustrated. 
Price  $22.00. 

Stroke.  A Study  of  Recovery.  By  DOUGLAS  RIT- 
CHIE. Doubleday  & Company,  Inc.,  Garden  City, 
New  York.  1961.  192  pages.  Price  $3.50. 

The  Human  Frame.  By  GIOYANNA  LAWFORD. 
With  a foreword  by  Dr.  Margaret  Mead.  Doubleday 
& Company,  Inc.,  Garden  City,  New  York.  1961. 
10S  pages.  Illustrated.  Price  $0.95. 

Resuscitation  of  the  Newborn  Infant.  Principles  and 
Practice.  Edited  by  Harold  Abramson,  M.D.,  Pro- 
fessor of  Clinical  Pediatrics,  New  York  Medical 
College;  Director  of  Maternal  and  Child  Health 
Program,  New  York  Medical  College-Metropolitan 
Medical  Center;  etc.  The  C.  V.  Mosby  Company, 
St.  Louis.  1960.  274  pages.  Illustrated.  Price 

$10.00. 

Blood  Diseases  of  Infancy  and  Childhood.  By  CARL 
H.  SMITH,  M.A.,  M.D..  Professor  of  Clinical  Pediat- 
rics, Cornell  University  Medical  College,  New 
York;  Attending  Pediatrician,  The  New  York  Hos- 
pital; Consulting  Pediatrician.  Beekman-Down- 
town  Hospital;  etc.  The  C.  V.  Mosby  Company,  St. 
Louis.  1960.  572  pages.  Illustrated.  Price  $17.00. 

Light  Coagulation.  By  GERD  MEYER-SCHWICK- 
ERATH,  M.D.,  Chief,  Municipal  Eye  Clinic,  Essen 
Professor  of  Ophthalmology,  University  of  Bonn. 
Translated  by  Stephen  M.  Drance,  M.B.,  F.R.C.S. 
(Eng.),  Associate  Professor  of  Ophthalmology,  Uni- 
versity of  Saskatchewan,  Canada,  The  C.  V.  Mos- 
by Company,  St.  Louis.  1960.  114  pages.  With  55 
figures,  including  7 in  color.  Price  $9.50. 

Respiration.  Physiologic  Principles  and  their  Clin- 
ical Applications.  By  P.  H.  ROSSIER,  A.  A.  BUHL- 
MANN,  and  K.  WIESINGER.  Edited  and  translated 
from  the  German  Edition  by  Peter  C.  Luchsinger, 
M.D.,  Chief  of  Pulmonary  Physiology  Research 
Laboratory,  Mt.  Alto  VA  Hospital,  Washington, 
D.  C.  and  Kenneth  M.  Moser,  M.D.,  Head  of  Chest 
and  Contagious  Disease  Branch,  U.  S.  Naval  Hos- 
pital, National  Naval  Medical  Center,  Bethesda, 
Md.  The  C.  V.  Mosby  Company,  St.  Louis.  1960. 
505  pages.  With  95  Illustrations.  Price  $15.75. 

Review  of  Medical  Microbiology.  By  ERNEST 
JAWETZ,  M.D.,  Professor  of  Microbiology  and  Lec- 
turer in  Medicine  and  Pediatrics,  University  of 
California  School  of  Medicine;  JOSEPH  L.  MEL- 
NICK,  Ph.D.,  Professor  of  Virology  and  Epidemi- 
ology, Baylor  University  College  of  Medicine;  and 
EDWARD  A.  ADELBERG,  Ph.D.,  Associate  profes- 
sor of  Bacteriology,  University  of  California.  Fourth 
Edition.  Lange  Medical  Publications,  Los  Altos, 
California.  1960.  376  pages.  Price  $5.00. 


Handbook  of  Medical  Treatment.  Edited  by  Milton 
J.  Chatton,  M.D.,  Sheldon  Margen,  M.D.,  and  Henry 
Brainerd,  M.D.  Seventh  Edition.  Lange  Medical 
Publications,  Los  Altos,  California.  1960.  569  pages. 
Price  $3.50. 

Painless  Childbirth  Through  Psychoprophylaxis.  By 

I.  VELVOVSKY,  I.  PLATONOV,  V.  PLOTICHER, 
and  E.  SHUGOM.  Foreign  Languages  Publishing 
House,  Moscow.  1960.  417  pages. 

Regulation  of  the  Inorganic  Ion  Content  of  Cells.  In 

Honour  of  Prof.  E.  J.  Conway.  Ciba  Foundation 
Study  Group  No.  5.  Editors  for  the  Ciba  Founda- 
tion, G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B., 
M.R.C.P.,  and  Cecilia  M.  O’Connor,  B.  Sc.  Little, 
Brown  and  Company,  Boston.  1960.  100  pages. 

With  16  Illustrations. 

The  Morning  Notes  of  Adelbert  Ames,  Jr.  Including 

a Correspondence  with  John  Dewey.  Edited  and 
with  a preface  by  Hadley  Cantril.  Rutgers  Univer- 
sity Press,  New  Brunswick,  New  Jersey.  1960. 
ix-236  pages.  Price  $6.00. 

Beloved  Professor.  Life  and  Times  of  William  Dodge 
Frost.  By  RUSSELL  E.  FROST.  Vantage  Press, 
New  York.  1960.  350  pages.  Price  $3.75. 

Medical  History-Taking.  By  IAN  STEVENSON,  M.D., 
Professor  of  Psychiatry  and  Chairman,  Department 
of  Neurology  and  Psychiatry,  University  of  Vir- 
ginia School  of  Medicine.  Paul  B.  Hoeber,  Inc.,  New 
York.  1960.  viii-273  pages.  Price  $6.50. 

Human  Pituitary  Hormones.  Ciba  Foundation  Collo- 
quia  on  Endocrinology.  Volume  13.  In  Honour  of 
Professor  B.  A.  Houssay,  For.  Mem.  R.  S.  Editors 
for  the  Ciba  Foundation  G.  E.  W.  Wolstenholme, 
O.B.E.,  M.A.,  M.B.,  M.R.C.P.,  and  Cecilia  M.  O’Con- 
nor, B.  Sc.  Little,  Brown  and  Company,  Boston. 
xii-336  pages  Price  $9.50. 

The  Question  of  Fertility.  By  GEORGES  VALENSIN, 
M.D.  Translated  from  the  French  by  Leah  Sucho- 
dolski.  Doubleday  & Company,  Inc.,  Garden  City, 
New  York.  1960.  296  pages.  Price  $4.50. 

Haemopoiesis.  Cell  Production  and  Its  Regulation. 
Ciba  Foundation  Symposium.  Editors  for  the  Ciba 
Foundation  G.  E.  W.  Wolstenholme,  O.B.E.,  M.A., 
M.B.,  M.R.C.P.,  and  Maeve  O’Connor,  B.A.  Little, 
Brown  and  Company,  Boston.  1960.  xii-490  pages. 
Illustrated.  Price  $11.00. 

Adventure  to  Motherhood.  The  Picture-Story  of  Preg- 
nancy and  Childbirth.  By  J.  ALLAN  OFFEN,  M.D., 
Assistant  Professor  of  Obstetrics  and  Gynecology, 
University  of  Miami  School  of  Medicine;  Attending 
Obstetrician  and  Gynecologist,  Jackson  Memorial 
Hospital.  Audio  Visual  Education  Company  of 
America,  Inc.,  Miami,  Fla.  1960.  Taplinger  Pub- 
lishing Company,  Inc.,  New  York,  N.  Y.  Price  $2.95. 

Sight.  A Handbook  for  Laymen.  By  ROY  O.  SCHOLZ, 

M. D.,  Ophthalmologist,  The  Johns  Hopkins  Hos- 
pital. Doubleday  & Company,  Inc.,  Garden  City, 

N.  Y.  1960.  166  pages.  Price  $3.50. 

Synopsis  of  Pathologyy.  By  W.  A.  D.  ANDERSON, 
M.A.,  M.D.,  F.A.C.P.,  F.C.A.P.,  Professor  of  Pathol- 
ogy, University  of  Miami  School  of  Medicine;  Direc- 
tor of  Pathology  Laboratories,  Jackson  Memorial 
Hospital,  Fifth  Edition.  The  C.  V.  Mosby  Company, 
St.  Louis.  1960.  876  pages.  With  414  Text  Illustra- 
tions and  4 Color  Plates.  Price  $9.25. 
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The  Medical  Society  of  Virginia 
Membership  Roster 

April  1,  1961 

This  roster  is  published  as  a service  to  the  membership  and  your  editors  hope  you 
will  find  it  a handy  and  ready  reference. 

Although  the  list  has  been  checked  carefully,  the  State  Office  would  appreciate  being 
advised  of  any  omissions  or  errors.  Addresses  shown  are  those  used  by  the  State 
Office  for  mailing  purposes. 


Abernathy,  Robert  A.,  Jr. 
Clinch  Valley  Clinic 
Richlands,  Va. 

Abram,  Harry  S. 

15  Fernald  Dr.,  Apt.  22 
Cambridge,  Mass. 
Abramson,  Alfred 
214  N.  Washington  St. 
Alexandria,  Va. 

Ackart,  Richard  J. 

4010  West  Broad  St. 
Richmond  21,  Va. 
Adams,  Avis  B. 

151  Baker  St. 

Emporia,  Va. 

Adams,  James  B. 

151  Baker  St. 

Emporia,  Va. 

Adams,  John  D. 

P.  O.  Box  193 
Clifton  Forge,  Va. 
Adams,  John  McLauchlin 
Memorial  Hospital 
Winchester,  Va. 

Adams,  John  Quincy 
4611  Colley  Ave. 
Norfolk,  Va. 

Adams,  Raymond  Atwell 
1100  W.  Franklin  St. 
Richmond  20,  Va. 

Adams,  S.  W.,  Jr. 

402  Rives  Rd. 
Martinsville,  Va. 

Adams,  Walter  P. 

712  Botetourt  St. 
Norfolk  7,  Va. 

Adams,  William  B. 

315  Dundee  Ave. 
Richmond,  Va. 

Adkerson,  W.  C. 

1100  Church  St. 
Lynchburg,  Va. 

Aggerup,  Glenn  Stuart 
901  Medical  Tower 
Norfolk,  Va. 

Ailsworth,  R.  D.,  Jr. 
Professional  Bldg. 
Keysville,  Va. 

Albert,  Solomon  N. 

828  S.  Wakefield  St. 
Arlington  4,  Va. 
Alderman,  Kurtz  Edward 
Box  337,  Dickenson  Clinic 
Clintwood,  Va. 

Alexander,  E.  L. 

316  Main  St. 

Newport  News,  Va. 


Alexander,  H.  C.,  lr. 

Box  387 
Farmville,  Va. 

Alexander,  John  E. 

7 Corners  Medical  Bldg. 
Falls  Church,  Va. 
Alexander,  Leon  H. 

VA  Hospital 
Richmond,  Va. 

Alfriend,  Robert  W. 

602  Medical  Tower 
Norfolk,  Va. 

Allan,  J.  Hamilton 
University  of  Va.  Hospital 
Charlottesville,  Va. 

Allen,  B.  Randolph 
315  Dundee  Ave. 
Richmond  24,  Va. 

Allen,  James  C. 

Eastville,  Va. 

Allen,  J.  R. 

1232  Forrest  Blvd. 

Decatur,  Ga. 

Allen,  W.  Glenn,  Jr. 

411  Ridge  Rd. 

Richmond  26,  Va. 

Allison,  R.  C. 

418  South  Main  St. 

Emporia,  Va. 

Alrich,  E.  Meredith 
Univ.  Va.  Hospital 
Charlottesville,  Va. 

Altizer,  E.  Ray 
1002  Hazel  Court 
Norfolk,  Va. 

Alvig,  Olav  H. 

310  Ingleside  Ave. 

McLean,  Va. 

Ambrose,  E.  P. 

1004  Walker  Dr. 

Radford,  Va. 

Ames,  Edward  T. 

Box  54 

Montross,  Va. 

Amiss,  F.  Thos. 

Luray,  Va. 

Amole,  Charles  V. 

623  W.  Blvd.  Dr. 
Alexandria,  Va. 

Amory,  Guy  C. 

377  Warwick  Rd. 

Hilton  Village 
Newport  News,  Va. 
Amory,  Otis  T. 

7305-B  River  Dr. 

Newport  News,  Va. 
Anderson,  Charles  W. 

Suite  711,  Medical  Tower 
Norfolk  7,  Va. 


Anderson,  Daniel  N. 

Suite  203,  Medical  Tower 
Norfolk,  Va. 

Anderson,  Dewey  Loring 
309  Pine  St. 

Monroe,  La. 

Anderson,  James  W. 

Suite  711,  Medical  Tower 
Norfolk,  Va. 

Anderson,  J.  Powell 
Box  680,  Medical  Bldg. 
Waynesboro,  Va. 

Anderson,  Paul  V. 

P.  O.  Box  1514 
Richmond,  Va. 

Anderson,  Robert  H. 

312  S.  Washington  St. 
Alexandria,  Va. 

Anderson,  Samuel  A.,  Jr. 

1832  Monument  Ave. 
Richmond  20,  Va. 

Anderson,  Thomas  H. 

Lawrenceville,  Va. 

Anderson,  W.  Clayton,  Jr. 

212  W.  Boscawen  St. 
Winchester,  Va. 

Anderson,  William  Morris 
1200  E.  Broad  St. 

Richmond,  Va. 

Anderson,  Woodland  Ward,  Jr. 
316  A-fain  St. 

Newport  News,  Va. 

Andes,  George  Calvert 
Hostetter  Bldg. 

Harrisonburg,  Va. 

Andrew,  Theodore  C. 

103  Medical  Arts  Bldg. 
Hopewell,  Va. 

Andrews,  James  C. 

801  E.  High  St. 

Charlottesville,  Va. 

Andrews,  Katherine  P.  McG. 

Rt.  #1,  “Woodlands” 
Charlottesville,  Va. 

Andrews,  Mallory  S. 

205  Medical  Arts  Bldg. 
Norfolk,  Va. 

Andrews,  Alason  Cooke 
903  Medical  Tower 
Norfolk,  Va. 

Andrews,  AVilliam  C. 

903  Medical  Tower 
Norfolk,  Va. 

Angell,  Franklin  L. 

1701  Grandin  Rd.,  S.  W. 
Roanoke  15,  Va. 
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Apperly,  Frank  L. 

Sleepy  Hollow  Rd.  & River  Rd. 
Richmond,  Va. 

Apperson,  L.  H. 

3306  Semmes  Ave. 

Richmond  25,  Va. 

Apperson,  William  E. 

905  Pine  Ridge  Rd. 

Richmond,  Va. 

Archer,  Edward  R. 

927  E.  Liberty  St. 

Norfolk  6,  Va. 

Archer,  H.  L. 

400  Locust  Ave. 

Charlottesville,  Va. 

Archer,  Vincent  W. 

Box  3425  University  Station 
Charlottesville,  Va. 

Archer,  W.  C. 

Waynesboro,  Va. 

Arey,  Donald  L. 

1 29  S.  Main  St. 

Danville,  Va. 

Arias,  Porfirio 
Clinchfield  Hospital 
Dante,  Va. 

Armentrout,  C.  S. 

468  Ott  St. 

Harrisonburg,  Va. 

Arnold,  Gayle  G. 

3603  Grove  Ave. 

Richmond,  Va. 

Arnold,  George  B. 

202  Young  Bldg. 

Lynchburg,  Va. 

Arnold,  S.  Raymond 
Box  627 
Amherst,  Va. 

Arrington,  George  E.,  Jr. 

810  W.  Franklin  St. 

Richmond,  Va. 

Ashburn,  H.  G. 

1301  Ohio  St. 

South  Norfolk,  Va. 

Ashby,  Charles  C. 

Dinwiddie,  Va. 

Ashby,  Evan  H.,  Jr. 

P.  O.  Box  218 
Remington,  Va. 

Atiyeh,  Wash  A. 

3500  Kensington  Ave. 

Richmond,  Va. 

Atkins,  Samuel  W.,  Jr. 

990  Main  St. 

Danville,  Va. 

Atuk,  Nuzhet  O. 

920  Old  Farm  Road 
Charlottesville,  Va. 

Austin,  Harry  P. 

916  E.  High  St. 

Charlottesville,  Va. 

Austin,  Jean  J. 

R.  F.  IX  #4 
Alexandria,  Va. 

Axelson,  Gordon  J. 

43  W.  Church  St. 

Martinsville,  Va. 

Ayres,  Frances 
722  E.  Broad  St. 

Falls  Church,  Va. 

Babb,  E.  M. 

Ivor,  Va. 

Bachman,  J.  S. 

Bristol,  Tenn. 


Badin,  Nicholas 
1 10  May  cox  Ave. 

Norfolk,  Va. 

Bagby,  E.  Lynwood 
Pearisburg,  Va. 

Bagby,  Richard  Albert 
2625  Edgewood  Rd. 

Tampa,  Fla. 

Baggs,  W.  J„  Jr. 

336  Main  St. 

Newport  News,  Va. 

Bagley,  C.  E. 

230  N.  Highland  St. 

Arlington,  Va. 

Bailev,  Albert  A. 

Tabb,  Va. 

Bailey,  Beniamin  H. 

Nelson  St. 

Yorktown,  Va. 

Bailey.  Harloe 
Rural  Retreat,  Va. 

Bailey,  J.  Paul 
Veterans  Adm.  Hospital 
Kecoughtan,  Va. 

Bailey,  J.  H. 

209  Medical  Arts  Bldg. 

Roanoke.  Va. 

Bailey,  L.  P. 

Nathalie,  Va. 

Bailey,  Robert  L.,  Jr. 

1001  W.  Franklin  St. 

Richmond  20,  Va. 

Bailey,  W.  O. 

Leesburg,  Y'a. 

Bailey,  William  Otis,  Jr. 

2015  R St.,  N.  W. 

Washington,  D.  C. 

Bailie,  Allston  G. 

2716  Grove  Ave. 

Richmond,  Va. 

Bain,  James  B. 

1203  Quaker  Lane 
Alexandria,  Va. 

Baird,  Charles  L. 

Southside  Community  Hospital 
Farmville,  Yra. 

Baker,  James  P.,  Jr. 

Greenbrier  Clinic 
White  Sulphur  Springs.  W.  Va. 
Baker,  James  P. 

Medical  Arts  Building 
Culpeper,  Va. 

Baker,  YY'allace  E. 

215  N.  YY^ashington  St. 
Alexandria.  Va. 

Baldwin,  Kenneth  Rone 
91-29th  St. 

Newport  News,  Va. 

Ball,  Lawrence  Carter 
N & YV  Railway 
Roanoke,  Va. 

Ball,  YV.  Linwood 
714  N.  Blvd. 

Richmond  21,  Va. 

Ballard,  Howard  H. 

Box  838 

Pocahontas,  Va. 

Ballou,  N.  Talley 
1517  Caroline  St. 

Fredericksburg,  Va. 

Bane,  Earle  McKenzie 
Lawrenceville,  Va. 

Bangel,  William  M. 

305  Blair  Ave. 

Newport  News,  Va. 


Banning,  Bruce  Cramer 
601  S.  Carlyn  Spring  Rd. 
Arlington,  Va. 

Baptist,  H.  L. 

917  21st  St. 

Newport  News,  Va. 

Barbe,  Robert  F. 

7 Moore  St. 

Bristol,  Y7a.  ' 

Barham,  Edward  A.,  Jr. 

1800  Elm  Ave. 

Portsmouth,  Va. 

Barker,  Allen 
603  Medical  Arts  Bldg. 

Roanoke  11,  Va. 

Barksdale,  E.  E. 

1780  Massachusetts  Ave.,  N.  YV. 
YY’ashington,  D.  C. 

Barnes,  Donald  Dwight 
2037  Crystal  Spring  Ave.,  SAY'. 
Roanoke,  V a. 

Barnes,  Lee  A. 

321  Hall  St. 

Franklin,  Va. 

Barnes,  YVebster  P. 

1000  YV.  Grace  St. 

Richmond,  Va. 

Barnett,  Charles  P. 

1410  Royston  St. 

Fredericksburg,  Va. 

Barnett,  T.  Neill 
707  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Barney,  YVilliam  H. 

Medical  Center 
Lynchburg,  Va. 

Barnhart,  Ruth 
301  Medical  Arts  Bldg. 

Roanoke,  Va. 

Barr,  YY'illiam  Clayton 
1000  YV.  Franklin  St. 

Richmond,  Va. 

Barrett,  Francis  E. 

2820  YVestgate  Dr. 

Richmond  25,  Va. 

Barrett,  Joseph  E. 

4322  Lyons  Y7iew  Pike 
Knoxville,  Tenn. 

Barrow,  F.  P.,  II 
109  YVest  Rd. 

Portsmouth,  Va. 

Barsanti,  Ardwin  H. 

1015  Terrace  Drive 
Falls  Church,  Va. 

Barsanti,  Ronald  G. 

701  MacArthur  Ave.,  N.E. 
Y'ienna,  Va. 

Bartkowski,  Joseph  E. 

7 Corners— Medical  Bldg. 

Falls  Church,  Va. 

Bartley,  Homer 
216  Boxley  Bldg. 

Roanoke  11,  Y-7a. 

Barton,  YVilliam  B. 

Box  6 

Stonega,  Y^a. 

Bartsch,  Peter 

Clinch  Valley  Clinic  Hospital 
Richlands,  Va. 

Basany,  George  YV. 

200  Little  Falls  St. 

Falls  Church,  Y7a. 

Bass,  Thomas  R. 

Jeffersonville  Hospital 
Tazewell,  Va. 
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Basso,  Rudolph  V. 

P.O.  Box  592,  Friends  Station 
Richmond,  Indiana 
Bastien,  Henry  L. 

3801  N.  Fairfax  Dr. 

Arlington,  Va. 

Bates,  Harry  Clark,  Jr. 

3801  N.  Fairfax  Dr. 

Arlington,  Va. 

Bates,  Robley  D.,  Jr. 

103  Professional  Bldg. 
Richmond  19,  Va. 

Batte,  William  Henry,  Jr. 

N & W Railway  Co. 

Norfolk,  Va. 

Bauer,  Edward  Charles 
636  E.  Santa  Clara  St. 

San  Jose  14,  Calif. 

Bauer,  William 
200  Southern  Office  Bldg. 
Norfolk,  Va. 

Baugh,  Emerson  D.,  Jr. 

Fifth  Ave. 

Kenbridge,  Va. 

Baum,  Jerome  N. 

400  Four  Mile  Rd. 

Alexandria,  Va. 

Baxter,  Robert  Francis 
Grundy'  Hospital 
Grundy',  Va. 

Baydor,  Richard  N. 

6912  Three  Chopt  Rd. 
Richmond,  Va. 

Baymard,  Melvin  G. 

211  N.  Main  St. 

Emporia,  Va. 

Beachley,  Ralph  G. 

1800  N.  Edison  St. 

Arlington,  Va. 

Beale,  Jefferson  Davis,  Jr. 

192  S.  Main  St. 

Danville,  Va. 

Bear,  Joseph  W.,  Jr. 

P.  O.  Box  566 
Roanoke  14,  Va. 

Beath,  Thomas 
1810  Monument  Ave. 
Richmond,  Va. 

Beaton,  James  D. 

185  W.  Main  St. 

Danville,  Va. 

Beatty,  Harry  B. 

5555  Columbia  Pike 
Arlington,  Va. 

Beaven,  Charles  W. 

87  29th  St. 

Newport  News,  Va. 

Beazley,  Wyatt  S.,  Jr. 

3400  Park  Ave. 

Richmond,  Va. 

Beazlie,  Frank  S.,  Jr. 

311  Main  St. 

Newport  News,  Va. 

Beck,  Regena 
1809  Park  Ave. 

Richmond,  Va. 

Beckner,  W.  F. 

713-14  West  Virginia  Bldg. 
Huntington,  W.  Va. 

Beckwith,  Julian  R. 

University  of  Virginia  Hospital 
Charlottesville,  Va. 

Beckwith,  R.  P.,  Jr. 

2801  Hey  Road 
Richmond,  Va. 


Bedinger,  Robert  W. 

1000  W.  Grace  St. 

Richmond,  Va. 

Bedsaul,  F.  Cly'de 
Box  115 
Floyd,  Va. 

Beecroft,  M.  B. 

319  64th  St. 

Newport  News,  Va. 

Beeken,  S.  J. 

Box  68 

Christiansburg,  Va. 

Beinstein,  Joseph 
3801  N.  Fairfax  Dr. 

Arlington,  Va. 

Bell,  B.  I. 

Cap'  St. 

Williamsburg,  Va. 

Bell,  Baxter  I.,  Jr. 

Cary  St. 

Williamsburg,  Va. 

Bell,  C.  Cooper,  Jr. 

710  Keats  Rd. 

Richmond  29,  Va. 

Bell,  H.  O. 

Essex  Co.  Isolation  Hospital 
Belleville,  N.  J. 

Bell,  Houston  L. 

711  S.  Jefferson  St. 

Roanoke,  Va. 

Bell,  Leslie  M. 

137  W.  Boscawen  St. 
Winchester,  Va. 

Bell,  Richard  P.,  Jr. 

119  Oakenwold  Terrace 
Staunton,  Va. 

Bell,  Robert  A. 

1220  N.  Hudson  St. 

Arlington,  Va. 

Bell,  Thomas  G. 

211  W.  Frederick  St. 

Staunton,  Va. 

Belter,  Lester  F. 

5403  Toddsbury  Rd. 

Richmond,  Va. 

Benda,  Rudolf  Anton  Josef 
Austinville,  Va. 

Bene,  Eugene 
314  Lee  Highway 
Fairfax,  Va. 

Benedicto,  Jose  San  Juan 
522  Leesburg  Pike 
Falls  Church,  Va. 

Benham,  William  D. 

1113  Walter  Wood  Drive 
Falls  Church,  Va. 

Benko,  Ernest  J. 

Norton,  Va. 

Bennett,  Bradford  Sherwood 
214  West  Boscawen  St. 
Winchester,  Va. 

Bennett,  R.  A. 

815  Church  St. 

Ly'nchburg,  Va. 

Bennett,  S.  O. 

207  Wainwright  Bldg. 

Norfolk  10,  Va. 

Benthall,  Rack  F. 

226  N.  Columbus  St. 
Alexandria,  Va. 

Bentley,  Jack  K. 

Dante,  Va. 

Berblinger,  Klaus  W. 

University  of  California  Medical 
Center  School  of  Medicine 
San  Francisco  22,  Calif. 


Berger,  Clift  P. 

3710  Somerset  Dr. 

McLean,  Va. 

Berger,  James  S. 

208  Medical  Tower 
Norfolk,  Va. 

Berger,  Kenneth  W. 

7 Corners  Medical  Bldg. 

Falls  Church,  Va. 

Berlin,  E.  S. 

227  Midtown  Bldg. 

Norfolk  5,  Va. 

Berlin,  Irving 
305  Blair  Ave. 

Newport  News,  Va. 

Berlin,  Lewis 
6103  Granby  St. 

Norfolk,  Va. 

Berman,  Harold  John 
312  S.  Washington  St. 
Alexandria,  Va. 

Bernart,  William  F. 

Nassawadox,  Va. 

Bernhart,  Wesley  C. 

Columbia  Pike  (Box  163) 
Annandale,  Va. 

Berry,  Bradley  D. 

Grundy  Hospital 
Grundy,  Va. 

Berry,  William  J. 

726  Dallas  Ave. 

Selma,  Ala. 

Bertholf,  Max  Erwin 
3604  Williamson  Rd.,  N.W. 
Roanoke,  Va. 

Bickers,  William 
412  Medical  Arts  Bldg. 
Richmond,  Va. 

Bickford,  James  V. 

1518  Meads  Rd. 

Norfolk,  Va. 

Bieren,  Roland  Essig 
6416  Arlington  Blvd. 

Falls  Church,  Va. 

Bilisoly,  Frank  N. 

Suite  401,  Medical  Tower 
Norfolk,  Va. 

Binder,  Monte  L. 

Medical  Arts  Bldg. 

Newport  News,  Va. 

Birch,  John  B. 

192  Stonewall,  N.E. 
Abingdon,  Va. 

Birdsong,  Gordon  G. 

Box  306 
Franklin,  Va. 

Birdsong,  McLemore 
University  Hospital 
Charlottesville,  Va. 

Bisese,  Albert  J. 

112  E.  Little  Creek  Rd. 
Norfolk,  Va. 

Bishop,  J.  M. 

511  Medical  Arts  Bldg. 
Roanoke,  Va. 

Bishop,  Wm.  B. 

Lawrenceville,  Va. 

Black,  James  B.,  Jr. 

1001  W.  Franklin  St. 
Richmond  20,  Va. 

Blackman,  Ray'mond  Scrivener 
Blue  Ridge  Sanatorium 
Charlottesville,  Va. 
Blackwell,  R.  B. 

Health  Dept. 

210-26th  St. 

Newport  News,  Va. 
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Blades,  James  F. 

810  W.  Franklin  St. 

Richmond  20,  Va. 

Blair,  Wm.  F. 

805  Medical  Tower 
Norfolk,  Va. 

Blalock,  Joseph  R. 

Drawer  670 
Marion,  Va. 

Bland,  Milton  H. 

901  Medical  Tower 
Norfolk,  Va. 

Blankinship,  Rex 

1307  Westbrook  Ave. 

Richmond,  Va. 

Blanton,  Frank  M. 

828  W.  Franklin  St 
Richmond  20,  Va. 

Blanton,  W.  B.,  Jr. 

828  W.  Franklin  St. 

Richmond,  Va. 

Bliss,  Reba  N.  G. 

3601  Granby  St. 

Norfolk,  Va. 

Bliss,  Theodore 
3601  Granby  St. 

Norfolk,  Va. 

Bloom,  Nathan 

1006  W.  Franklin  St. 

Richmond,  Va. 

Boatwright,  Charles  L. 

110  S.  Main  St. 

Blacksburg,  Va. 

Boatwright,  D.  C. 

Box  442 
Marion,  Va. 

Bobbitt,  Oliver  Beirne,  Jr. 
University  Hospital 
Charlottesville,  Va. 

Bocknek,  M.  Mendel 
6318  Willston  Dr. 

Falls  Church,  Va. 

Bocock,  Edgar  A. 

Doctors  Hospital 
1815  I Street,  N.W. 

Washington,  D.  C. 

Bocock,  James  Harry 
1446  Chesapeake  Ave. 

South  Norfolk,  Va. 

Bohrer,  Charles  A. 

1234  Rebecca  Dr. 

Alexandria,  Va. 

Boland,  Micajah,  Capt.  (MC)  U.S.N. 
“Old  Comfort” 

London  Bridge,  Va. 

Bond,  A.  H. 

Norton.  Va. 

Bond,  W.  R. 

Rt.  2 

Midlothian,  Va. 

Bondurant,  C.  H. 

P.  O.  Box  76 

Newton  V et.  Adm.  Center 

Martinsburg,  W.  Va. 

Bondurant,  Robert  Frederick 
2702  Wycliffe  Ave.,  S.W. 
Roanoke,  Va. 

Booker,  Armistead  P. 

1022  W.  Main  St. 

Charlottesville,  Va. 

Booker,  C.  L. 

Lottsburg,  Va. 

Booker,  D.  Coleman 
Medical  Bldg. 

207  E.  Cawson  St. 

Hopewell,  Va. 


Booker,  J.  Motley 
Lottsburg,  Va. 

Booker,  R.  E. 

Lottsburg,  Va. 

Boone,  Henry 
110  Maycox  Ave. 

Norfolk,  Va. 

Booth,  Orin  Watts 
87  29th  St. 

Newport  News,  Va. 

Borland,  David  S. 

5803  W.  Club  Lane 
Richmond,  Va. 

Borrell,  Rogelio  Menendez 
Eastern  State  Hospital 
Williamsburg,  Va. 

Bosher,  Lewis  H.,  Jr. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Bostic,  Sam  Crawford,  Capt. 
Medical  Corps,  U.S.N. 
Coronado  Pines 
Oklawaha,  Fla. 

Bosworth,  E.  W.,  II 
106  Myers  St. 

Lexington,  Va. 

Botts,  George  W. 

Norton,  Va. 

Botts,  William  N. 

Botts  Bldg. 

Big  Stone  Gap,  Va. 

Bourne,  George  S. 

Medical  Arts  Bldg. 

Roanoke  11,  Va. 

Bourne,  H.  R 
513  Masonic  Temple 
Danville,  Va. 

Bouton,  Stephen  Miles,  Jr. 
Lynchburg  General  Hospital 
Lynchburg,  Va. 

Bowden,  Paul  W. 

304  Clovelly  Rd. 

Richmond,  Va. 

Bowen,  Courtney  C. 

Clinch  Valley  Clinic 
Richlands,  Va. 

Bower,  Richard  E. 

Richlands,  Va. 

Bowers,  Russell  V. 

3500  Mechanicsville  Pike 
Richmond,  Va. 

Bowles,  R.  B. 

Mathews,  Va. 

Boyce,  Stanley  C. 

Colonial  Heights,  Va. 

Boyd,  John  O.,  Jr. 

117  McClanahan  St.,  S.W. 
Roanoke  14,  Va. 

Boyd,  Robert  S. 

4 South  Stewart  St. 
Winchester,  Va. 

Boyd,  William  E. 

404  (Medical  Tower 
Norfolk,  Va. 

Boyer,  Delos  White 
139  South  Main  St. 

Danville,  Va. 

Boyer,  Paul  Henry 
6221  Backlick  Rd. 

Springfield,  Va. 

Boyle,  M.  L. 

200  Medical  Arts  Bldg. 
Richmond,  Va. 

Bracey,  L.  H. 

South  Hill,  Va. 


Bradford,  Kenneth 
621  Beverly  St. 

Staunton,  Va. 

Bradley,  Chester  D. 

104-D  Ludwell  Apts. 
Williamsburg,  Va. 

Bradley,  Robert  Willoughbee 
Powhatan,  Va. 

Bragdon,  Joseph  Henry 
Georgetown  Pike 
McLean,  Va. 

Branch,  David  Ware 
2037  Crystal  Spring  Ave.,  S.W. 
Room  211 
Roanoke,  Va. 

Brann,  Wm.  C. 

South  Boston,  Va. 

Brawner,  Luther  C. 

605  Professional  Bldg. 

Richmond  19,  Va. 

Braxton,  H.  H. 

Chase  City,  Va. 

Bray,  Charles  B.,  Jr. 

1240  Third  St.,  S.  W 
Roanoke  16,  Va. 

Bray,  Maurice  Miller 
Lakeview  Clinic 
Suffolk,  Va. 

Bray,  Sidney  E. 

Masonic  Temple  Bldg. 
Newport  News,  Va. 

Bray,  William  E.,  Jr. 

1016-6th  Ave. 

Huntington,  W.  Va. 

Bregman,  Robert  L. 

3515  Mt.  Vernon  Ave. 
Alexandria,  Va. 

Breit,  Harvey  J. 

607  Court  St. 

Portsmouth,  Va. 

Brennan,  Robert  J. 

6221  Backlick  Rd. 

Springfield,  Va. 

Brennan,  Walter  J.,  Jr. 

706  Duke  St. 

Alexandria,  Va. 

Brick,  Harry 

1817  Monument  Ave. 
Richmond  20,  Va. 

Brickhouse,  A.  T. 

State  Planters  Bank  Bldg. 
Hopewell,  Va. 

Brillhart,  David  M. 

227  W.  Main  St. 

Abingdon,  Va. 

Brinkley,  Arthur  S. 

5104  Cary  Street  Road 
Richmond,  Va. 

Brittain,  R. 

Tazewell,  Va. 

Broaddus,  C.  A. 

Newtown,  Va. 

Brobst,  Henry  T. 

2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Brock,  M.  F. 

503  Medical  Tower 
Norfolk,  Va. 

Brockmeyer,  M.  H. 

131  5th  St. 

Pulaski,  Va. 

Broders,  A.  C. 

Scott  & White  Clinic 
Temple,  Tex. 

Brooks,  G.  Kirby,  Jr. 

1614  Monument  Ave. 
Richmond,  Va. 
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Brooks,  James  W. 

1200  E.  Broad  St. 

Richmond,  Va. 

Broome,  L.  R. 

Catawba  Sanatorium,  Va. 
Brown,  Alexander  G.,  Ill 
1135  W.  Franklin  St. 
Richmond,  Va. 

Brown,  Audrey  K. 

University  Hospital 
Charlottesville,  Va. 

Brown,  Charles  Pugh 
930  Redgate  Ave. 

Norfolk,  Va. 

Brown,  Esther  Clark 
Professional  Bldg. 

Salem,  Va. 

Brown,  Harry  Silsby,  Jr. 

203  Ross  Drive 
Vienna,  Va. 

Brown,  Hugh  B.,  Jr. 

Draper,  Va. 

Brown,  James  G. 

121  N.  Washington  St. 
Alexandria,  Va. 

Brown,  Lee  B. 

University  of  Va.  Hospital 
Charlottesville,  Va. 

Brown,  Ralph 
901  Charlton  Ave. 
Charlottesville,  Va. 

Brown,  Raymond  Sidney 
Gloucester,  Va. 

Brown,  William  A.,  Jr. 

317  Western  Branch  Blvd. 
Portsmouth,  Va. 

Browne,  R.  W. 

914  Tulip  St. 

Johnson  City,  Tenn. 
Brownley,  Harvey  C. 

1108  Allied  Arts  Bldg. 
Lynchburg,  Va. 

Brubaker,  Herman  W. 

5501  Williamson  Rd.,  N.W. 
Roanoke,  Va. 

Bruce,  James  C. 

1219  Magnolia  St. 
Greensboro,  N.  C. 

Bruce,  J.  Garnett,  Jr. 

Gordonsville,  Va. 

Brummer,  Donald  L. 

M. C.V.  Station,  12th  & Broad 
Richmond  19,  Va. 

Brush,  Edward  V. 

22  W.  Washington  St. 
Lexington,  Va. 

Bryan,  Phillips  R. 

Suite  2 

Medical  Center 
Lynchburg,  Va. 

Bryant,  J.  Marion 

N.  Y.  Univ.  Post-Grad.  Med. 
477  First  Ave. 

New  York  16,  N.  Y. 

Bryant,  John  E.,  Jr. 

P.  O.  Box  44 
Franklin,  Va. 

Bryce,  Edwin  C.,  II 
5406  New  Kent  Rd. 
Richmond  19,  Va. 

Bryce,  William  F. 

Medical  Arts  Bldg. 

Richmond,  Va. 

Buchanan,  F.  T. 

109  Knollwood  Rd. 

Bristol,  Tenn. 

Buchanan,  John  C. 

Clintwood,  Va. 


Buchanan,  Josephine  Jordan 
5806  Franklin  Ave. 

Falls  Church,  Va. 
Buchanan,  Robert  James 
2322  Churchland  Blvd. 
Portsmouth,  Va. 

Buck,  Frank  Neville,  Jr. 

212  Langhorne  Rd. 
Lynchburg,  Va. 

Budd,  Samuel  Walthall,  Jr. 
526  N.  Blvd. 

Richmond,  Va. 
Buenaventura,  Frank 
1 10  Beechcraft  Drive 
Alexandria,  Va. 

Buffey,  Walter  H. 

3604  Monument  Ave. 
Richmond,  Va. 

Buis,  L.  James 
801  Professional  Bldg. 
Richmond,  Va. 

Bullock,  Henry  A.,  Jr. 

2019  Monument  Ave. 
Richmond,  Va. 

Bullock,  John  B. 

2019  .Monument  Ave. 
Richmond,  Va. 

Bullock,  Robert  G. 

2221  N.  Buchanan  St. 
Arlington,  Va. 

Bunce,  John  D. 

7006  Gallows  Rd. 
Annandale,  Va. 

Bundy,  Paul  J. 

Mountain  City,  Tenn. 
Bundy,  Walter  E.,  Jr. 

6823  Kensington  Ave. 
Richmond,  Va. 

Bunts,  Robert  Carl 
Veterans  Adm.  Hospital 
Richmond  19,  Va. 

Burch,  Charles  Dick,  III 
5311  Patterson  Avenue 
Richmond,  Va. 

Burch,  W.  T. 

105  N.  Alfred  St. 
Alexandria,  Va. 

Burgwyn,  Collinson  P.  E. 

7 'Marshall  St. 

Petersburg,  Va. 

Sts.  Burk,  Lloyd  Byron,  Jr. 

3801  N.  Fairfax  Dr. 
Arlington,  Va. 

Burke,  A.  A. 

203  Medical  Arts  Bldg. 
Norfolk,  Va. 

Burke,  James  Otey 
c/o  A.  H.  Robins  Co.,  Inc. 
1407  Cummings  Dr. 
Richmond,  Va. 

Sch.  Burke,  Melvin  H. 

1957  Bayview  Blvd. 
Norfolk,  Va. 

Burnette,  O.  Kyle 
121  W.  Locust  St. 

Culpeper,  Va. 

Burton,  C.  T. 

609  Aledical  Arts  Bldg. 
Roanoke,  Va. 

Burton,  Edwin  W. 

307  E.  Market  St. 
Charlottesville,  Va. 

Burton,  William  Stewart 
Nassawadox,  Va. 

Butler,  Wilbert  E. 

339  Boush  St. 

Norfolk,  Va. 


Butler,  W.  W.  S„  Jr. 

1234  Franklin  Rd.,  S.  W. 
Roanoke,  Va. 

Butler,  William  W.  S.,  Ill 
1234  Franklin  Rd.,  S.  W. 
Roanoke,  Va. 

Butterworth,  John  F.,  Ill 
501  E.  Franklin  St. 

Richmond,  Va. 

Butterworth,  R.  D. 

307  Professional  Bldg. 

Richmond  19,  Va. 

Buttery,  Christopher  M.  G. 
Franklin  St. 

Rocky  Alount,  Va. 

Butzner,  William  W.,  Jr. 

1204  Princess  Anne  St. 
Fredericksburg,  Va. 

Buxton,  Ernest  P.,  Jr. 

707  Medical  Arts  Bldg. 

Richmond,  Va. 

Buxton,  Russel  von  Lehn 
Mary  Immaculate  Hospital 
Newport  News,  Va. 

Buxton,  W.  D. 

University  of  Va.  Hospital 
Charlottesville,  Va. 

Byerly,  Baxter  H. 

101  Doctors  Bldg. 

Danville,  Va. 

Byers,  F.  L. 

Professional  Bldg. 

Harrisonburg,  Va. 

Byrd,  Allen  L. 

139  S.  Afain  St. 

Danville,  Va. 

Byrd,  Charles  W. 

4906  Forest  Hill  Ave. 

Richmond,  Va. 

Byrd,  G.  Bentley 
327  W.  Bute  St. 

Norfolk,  Va. 

Byrd,  John  A. 

809  Medical  Tower 
Norfolk,  Va. 

Byrd,  William  Edward 
327  West  Bute  St. 

Norfolk  10,  Va. 

Byrne,  Robert  E. 

5275  Lee  Highway 
Arlington  7,  Va. 

Cabaniss,  J.  Lawson 

1206  Colonial,  American  Bank  Bldg. 
Roanoke,  Va. 

Cadden,  John  F. 

Front  Royal,  Va. 

Cain,  George  E. 

St.  Paul,  Va. 

Caine,  Thomas  P.,  Jr. 

1030  Warwick  Rd. 

Newport  News,  Va. 

Cake,  Charles  P. 

4200  N.  24th  St. 

Arlington,  Va. 

Caldroney,  Thomas  W. 

87-29th  St. 

Newport  News,  Va. 

Caldwell,  George  M. 

604  W.  Main  St. 

Christiansburg,  Va. 

Calisch,  L.  H. 

745  Main  St. 

Danville,  Va. 

Call,  John  D. 

1805  Monument  Ave. 

Richmond  20,  Va. 
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Call,  Manfred 
7301  Jahnke  Road 
Richmond,  Va. 

Callahan,  Donald  Morris 
Galax  Medical  Center 
Galax,  Va. 

Callahan,  Neil 

506  Professional  Bldg. 
Portsmouth,  Va. 

Calvert,  G.  Edward 
9-Medical  Center 
Lynchburg,  Va. 

Camp,  James  L.,  Ill 
P.O.  Box  3816,  Univ.  Station 
Charlottesville,  Va. 

Camp,  Joseph  W. 

1033  Winchester  Ave. 
Martinsburg,  W.  Va. 

Camp,  Paul  D. 

Professional  Bldg. 

Richmond,  Va. 

Campbell,  Clarence 
Sparta,  Va. 

Campbell,  Glenn  C. 

Professional  Bldg. 

Staunton,  Va. 

Campbell,  R.  D. 

Saltville,  Va. 

Campbell,  Robert  M. 

415  Kay  Rd. 

Portsmouth,  Va. 

Canada,  Col.  Charles  C. 

The  Surgeon 

White  Sands  Missile  Range 
New  Mexico 
Candler,  Paul  K. 

Warrenton,  Va. 

Canter,  Noland  M.,  Jr. 

301  Professional  Bldg. 
Harrisonburg,  Va. 

Cantin,  Ira  M. 

Medical  Arts  Bldg.  Annex 
Norfolk,  Va. 

Caplan,  Julius 
605  Professional  Bldg. 
Portsmouth,  Va. 

Capozzella,  Henry  F. 

P.O.  Box  56 

7320  Old  Dominion  Dr. 
McLean,  Va. 

Caravati,  Charles  M. 

807  W.  Franklin  St. 

Richmond  21,  Va. 

Carbonara,  Francis  J. 

5 Hampshire  Dr. 

Hampton,  Va. 

Cardwell,  Charles  P.,  Ill 
2315  Jimmy  Winters  Road 
Richmond  25,  Va. 

Carey,  Sheldon  D. 

209  East  Main  St. 

Salem,  Va. 

Carleton,  B.  L. 

326  65th  St. 

Newport  News,  Va. 
Carmichael,  Gordon  G. 

920  S.  Jefferson  St. 

Roanoke,  Va. 

Carmichael,  Miriam  W. 

1 100  W.  Franklin  St. 
Richmond,  Va. 

Carmichael,  Pauline  Davis 
211  Campbell  Ave.,  S.W. 
Roanoke,  Va. 

Carmines,  F.  Ashton 
311  Main  St. 

Newport  News,  Va. 


Carney,  J.  W. 

2814  West  Ave. 

Newport  News,  Va. 

Carpenter,  Earnest  Betts 
401  Medical  Arts  Bldg. 

Richmond  19,  Va. 

Carpenter,  Col.  George  R.,  M.C. 
Medical  Section,  HQ  First  Army 
Governors  Island 
New  York  4,  N.  Y. 

Carpenter,  James  H. 

211  N.  Patrick  St. 

Alexandria,  Va. 

Carr,  E.  S. 

Narrows,  Va. 

Carr,  George  H.,  Jr. 

Professional  Bldg. 

Portsmouth,  Va. 

Carroll,  Frank  A. 

1705  Fern  St. 

Alexandria,  Va. 

Carroll,  George  J. 

Louise  Obici  Mem.  Hospital 
Suffolk,  Va. 

Carter,  B.  Noland,  II 
4 S.  Wilton  Rd. 

Richmond,  Va. 

Carter,  C.  T. 

Box  129 
Danville,  Va. 

Carter,  Edward  Kent 
Route  4 

Kingsport,  Tenn. 

Carter,  F.  Bayard 
Duke  University 
Durham,  N.  C. 

Carter,  Garland  H. 

Box  44 

Boydton,  Va. 

Carter,  G.  Norfleet 
Box  44 

Boydton,  Va. 

Carter,  G.  Benjamin 
3536  Grove  Ave. 

Richmond,  Va. 

Carter,  Samuel  Henley 
Ft.  Defiance,  Va. 

Carter,  Shirley 
West  Point,  Va. 

Carter,  W.  Smoot 
214  W.  Boscawen  St. 
Winchester,  Va. 

Cary,  S.  Beverly 

303  Medical  Arts  Bldg. 

Roanoke,  Va. 

Casey,  Carlton  J. 

711  Richmond  Road 
Williamsburg,  Va. 

Casolaro,  Joseph  D. 

4105  Forest  Lane 
McLean,  Va. 

Cassidy,  Robert  L. 

Medical  Arts  Building 
Culpeper,  Va. 

Castro,  Ernesto  V. 

478  Leesburg  Pike 
Falls  Church,  Va. 

Cate,  L.  Huntley 
Brightwood,  Va. 

Catlett,  John  B. 

1000  W.  Grace  St. 

Richmond,  Va. 

Catron,  Stuart  H.,  Jr. 

Johnston  Memorial  Clinic 
Abingdon,  Va. 

Caudill,  E.  L. 

Elizabethton,  Tenn. 

Caudill,  W.  C. 

Pearisburg,  Va. 


Caulkins,  C.  Whitney,  Jr. 

220  Rosser  Ave. 

Waynesboro,  Va. 

Cauthorne,  Robert  T. 

5405  Patterson  Ave. 

Richmond,  Va. 

Cave,  William  B. 

Box  66 
Madison,  Va. 

Cavedo,  W.  Fitzgerald 
101  N.  Blvd. 

Richmond,  Va. 

Cavros,  George  Nick 
1012  Colley  Ave. 

Norfolk,  Va. 

Cawley,  Edward  P. 

Rugby  Circle 
Charlottesville,  Va. 

Cawood,  Chas.  D. 

Middlesborough  Hosp.  & Clinic 
Middlesborough,  Ky. 

Cecil,  Wm.  B„  Jr. 

Pearisburg,  Va. 

Chairsell,  J.  F. 

3825  N.  Pershing  Dr. 

Arlington  3,  Va. 

Chalkley,  Thomas  S. 

5120  Cary  St.  Rd. 

Richmond,  Va. 

Chamberlain,  C.  R.,  Jr. 

University  of  Virginia  Hospital 
Charlottesville,  Va. 

Chamberlain,  Richard  R. 

1234  Franklin  Rd.,  S.  W. 
Roanoke,  Va. 

Chambers,  Donald  Edwin 
Norfolk  General  Hospital 
Norfolk,  Va. 

Chandler,  Harold  Lee,  Jr. 

507  Medical  Tower 
Norfolk,  Va. 

Chapin,  W.  E. 

5021  Riverside  Dr. 

Richmond,  Va. 

Chapman,  Douglas  G. 

324  Clovelly  Rd. 

Richmond  21,  Va. 

Chapman,  William  H. 

707  Gittings  St. 

Suffolk,  Va. 

Chappell,  G.  E. 

Halifax,  Va. 

Charlton,  James  P. 

1603  Atlantic  Ave. 

Virginia  Beach,  Va. 

Chelf,  Hugh  T. 

605  S.  East  St. 

Culpeper,  Va. 

Cherry,  Kenneth  J. 

1805  Monument  Ave. 

Richmond  20,  Va. 

Chewning,  C.  C. 

103  Tuckahoe  Blvd. 

Richmond  21,  Va. 

Childrey,  Edgar,  Jr. 

605  Professional  Bldg. 
Richmond,  Va. 

Chiles,  Daniel  Duncan 
St.  Albans  Sanatorium 
Radford,  Va. 

Chinn,  Joseph  W. 

Tappahannock,  Va. 

Chitwood,  Edmund  M.,  Jr. 
Pulaski  Hospital 
Pulaski,  Va. 

Chitwood,  James  L. 

Box  1229 
Pulaski,  Va. 
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Chitwood,  Sarah  Roberts 
640  Prospect  Ave. 

Pulaski,  Va. 

Chitwood,  Walter  R. 

Wytheville,  Va. 

Choate,  V.  O. 

Galax,  Va. 

Choi,  C.  C. 

1105  Marine  Dr. 

Alexandria,  Va. 

Christian,  William  H.,  Jr. 

Med.  Ex.  at  12th  St. 

N.  & W.  Rwy.  Co. 

Roanoke,  Va. 

Christie,  Roy  E. 

U.  S.  Army  Hospital 
Fort  Lee,  Va. 

Christie,  Thomas 
Miners  Memorial  Hospital 
Beckley,  W.  Va. 

Chu,  Chee  Kong 
Catawba  Sanatorium 
Catawba,  Va. 

Chucker,  George  N. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 

Cimmino,  Christian  Virgil 
Mary  Washington  Hospital 
Fredericksburg,  Va. 

Claiborne,  Herbert  A.,  Jr. 

1 108  Hilltop  Road 
Charlottesville,  Va. 

Clapsaddle,  Gene  E. 

109  Lee  St. 

Vinton,  Va. 

Clare,  John  L. 

990  Alain  St. 

Danville,  Va. 

Clark,  Hugh 
Winchester,  Va. 

Clark,  John  Robert 
21  Starling  Ave. 

Martinsville,  Va. 

Clark,  Louise  Leland 
Box  234 
Chester,  Va. 

Clarke,  T.  H. 

Box  87 

Christiansburg,  Va. 

Clary,  Beverley  B. 

Aledical  Arts  Bldg. 

Richmond,  Va. 

Claterbaugh,  Raymond  L. 

321  Commercial  St. 

Clifton  Forge,  Va. 

Claytor,  Frank  W. 

413  Gainsboro  Rd.,  N.  W. 
Roanoke,  Va. 

Claytor,  John  B.,  Jr. 

413  Gainesboro  Rd.,  N.W. 
Roanoke,  Va. 

Clement,  Hugh  W. 

Coeburn,  Va. 

Clements,  Francis  J. 

702  3rd  Ave. 

Farmville,  Va. 

Cline,  Robert  F. 

126  N.  Braddock  St. 
Winchester,  Va. 

Clore,  Jesse  Newton,  Jr. 
Winchester  Memorial  Hospital 
Winchester,  Va. 

Coates,  Joseph 
Bolen  Bldg. 

Galax,  Va. 

Coates,  Thomas  Felix,  Jr. 

Box  1514 
Richmond,  Va. 


Cobb,  Reneal  Claire 
410  East  Jefferson  St. 
Charlottesville,  Va. 

Cocke,  John  Alexander 
300  Wainwright  Bldg. 
Norfolk,  Va. 

Cofer,  Vernon  L.,  Jr. 

1124  Bolling  Ave. 

Norfolk  8,  Va. 

Coffey,  Everett  L. 

P.  O.  Box  297 
Buchanan,  Va. 

Cohen,  Alvin 
51  S.  Market  St. 

Petersburg,  Va. 

Cohen,  N.  Norman 
1609  Aberdeen  Rd. 
Hampton,  Va. 

Cole,  Dean  B. 

801  Professional  Bldg. 
Richmond,  Va. 

Cole,  Elizabeth  C. 

2721  Kimball  Terrace 
Norfolk,  Va. 

Cole,  John  E. 

Fredericksburg,  Va. 
Coleman,  Ashby 
P.  O.  Box  632 
Altavista,  Va. 

Coleman,  Claude  C.,  Jr. 

Univ.  of  Virginia  Hospital 
Charlottesville,  Va. 

Coleman,  Custis  L. 

116  E.  Franklin  St. 
Richmond  19,  Va. 

Coleman,  Frank  P. 

1 1 1 1 W.  F ranklin  St. 
Richmond,  Va. 

Coleman,  H.  R.,  Jr. 

P.O.  Box  908 
Lexington,  Va. 

Coleman,  William  P. 

1828  Calhoun  St. 

New  Orleans  18,  La. 

Coll,  Jose  D. 

P.O.  Box  1559 
Richmond,  Va. 

Colley,  James  T. 

Rocky  Mount,  Va. 

Collier,  John  E. 

1716  Park  Ave. 

Richmond  20,  Va. 

Collins,  Jos.  D. 

501  Elizabeth  Place 
Portsmouth,  Va. 

Collins,  W.  F. 

314  Peoples  Federal  Bldg. 
Roanoke,  Va. 

Conley,  L.  M. 

Houston  Hospital 
Houston,  Miss. 

Conner,  Alvin  Eugene 
Box  147 
Alanassas,  Va. 

Coogan,  E.  Anthony 
Annandale,  Va. 

Cook,  Charles  Barrie 
Annandale  Afedical  Center 
Annandale,  Va. 

Cook,  Sarah 
3103  N.  10th  St. 

Arlington  1,  Va. 

Cook,  William  A.,  Jr. 
4-AledicaI  Center 
Lynchburg,  Va. 

Cooley,  C.  C. 

705  Medical  Tower 
Norfolk,  Va. 


Cooper,  Claude  E. 

Annandale,  Va. 

Cooper,  George,  Jr. 

Box  3413,  University  Station 
Charlottesville,  Va. 

Cooper,  Kenneth 
723  Church  St. 

Lynchburg,  Va. 

Cooper,  Robert  R.,  Jr. 

8808  Gramel  St. 

Norfolk,  Va. 

Cope,  Jerome  A. 

13  N.  Hudson  St. 
Arlington,  Va. 

Copley,  W.  Henry 

1210  Westover  Hills  Blvd. 
Richmond  25,  Va. 

Coppola,  A.  R. 

2814  West  Ave. 

Newport  News,  Va. 
Corcoran,  David  B. 

Lakeview  Clinic 
Suffolk,  Va. 

Coren,  Sidney  W. 

7822  Granby  St. 

Norfolk,  Va. 

Corpening,  Cora  Z. 

Virginia  Beach,  Va. 

Corson,  Harold  F. 

4836-30th  St.,  N. 

Arlington,  Va. 

Cosby,  Wm.  L. 

Painter,  Va. 

Costa,  Joseph  Samuel 
2772  S.  Randolph  St.,  #2 
Arlington,  Va. 

Couch,  S.  C. 

Cleveland,  Va. 

Coughlan,  Stuart  G. 

19  Terry  Court 
Staunton,  Va. 

Coulter,  J.  C. 

203  W.  North  St. 

Mayfield,  Ky. 

Counts,  William  R. 

Welch,  W.  Va. 

Courtney,  C.  B. 

4814  Huntington  Ave. 
Newport  News,  Va. 

Cover,  Elizabeth  M. 

Dew  Bldg. 

Covington,  Va. 

Cover,  Jesse  R. 

204  E.  Main  St. 

Fairfax,  Va. 

Cover,  William  A. 

Tazewell,  Va. 

Cowling,  Lawrence  S. 

5115  Huntington,  Ave. 
Newport  News,  Va. 

Cox,  Harry  D. 

113  Fauquier  St. 

Portsmouth,  Va. 

Cox,  J.  Glenn 
Box  67 
Hillsville,  Va. 

Cox,  Joseph  E. 

VA  Center 
Shreveport,  La. 

Cox,  L.  Philip 
510  George  St. 
Fredericksburg,  Va. 

Cox,  Robert  H.,  Jr. 

Aledical  Center 
Lynchburg,  Va. 

Cox,  R.  M. 

509  Professional  Bldg. 
Portsmouth,  Va. 
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Cox,  Virgil  J. 

Galax,  Va. 

Cox,  William  Henry 
2020  Monument  Ave. 

Richmond  20,  Va. 

Coxe,  Joseph  W.,  Ill 
1000  West  Grace  Street 
Richmond,  Va. 

Cracovaner,  David  J. 

Newport  News  Shipbuilding  & Dry 
Dock  Co. 

Newport  News,  Va. 

Craddock,  George  B. 

Courtland  Bldg.,  7th  & Court  St. 
Lynchburg,  Va. 

Craddock,  William  Edmund 

R.  F.  D.  #2 
Charlottesville,  Va. 

Crafford,  M.  W. 

Lee  Hall,  Va. 

Craig,  W.  H. 

1308  Porter  St. 

Richmond,  Va 
Crank,  Gilbert  O. 

925  W.  Sunset  Blvd. 

Los  Angeles  12,  Calif. 

Craun,  Catherine  E. 

272  W.  View 
Harrisonburg,  Va. 

Craun,  Galen  G. 

605-10  The  Natl.  Bank  Bldg. 
Harrisonburg,  Va. 

Crawford,  David  Jameson 
501-12th  St. 

Waynesboro,  Va. 

Crawford,  F.  R. 

Farmville,  Va. 

Crawford,  Hugh  H. 

Suite  603,  Medical  Tower 
Norfolk,  Va. 

Crawford,  John  C. 

2022  Atlantic  Ave. 

Virginia  Beach,  Va. 

Crawford,  John  G. 

Box  563 
Staunton,  Va. 

Crawford,  Robert  C. 

1224  Franklin  Rd.,  S.  W. 

Roanoke,  Va. 

Crawford,  Wm.  B.,  Jr. 

Woodstock,  Va. 

Credle,  William  Swindell 
Doctor’s  Bldg. 

Bristol,  Tenn. 

Creecy,  A.  A. 

311  Main  St. 

Newport  News,  Va 
Creef,  James  W. 

1201  | ackson  Street 

S.  Norfolk,  Va. 

Creger,  J.  Dean 

St.  Paul,  Va. 

Creteur,  Christian 
401  Callis  Rd. 

Portsmouth,  Va. 

Crider,  Donald  B. 

Box  722 
Staunton,  Va. 

Crigler,  F.  J. 

104  E.  Market  St 
Charlottesville,  Va. 

Crimm,  Carl  Eugene 
Annandale  Medical  Center 
Annandale,  V a. 

Crispell,  Kenneth  R. 

Dept,  of  Med.,  University  of  Va. 
Charlottesville,  Va. 


Critzer,  Ben  L. 

3300  High  St. 

Portsmouth,  Va. 

Crockett,  Chas.  L.,  Jr. 

2720  Rosalind  Ave.,  S.W. 
Roanoke,  Va. 

Cross,  R.  H. 

Concord  Depot,  Va. 

Crowder,  Margaret  E. 

246  Halifax  St. 

Petersburg,  Va. 

Crowder,  R.  Vincent,  Jr. 

620  Court  St. 

Lynchburg,  Va. 

Crowgey,  Junius  E. 

Dept,  of  Ophthalmology 
University  Hospital 
Charlottesville,  Va. 

Crumpler,  L.  O. 

Box  229 
Danville,  Va. 

Cruser,  Fred  S. 

9 N.  College  Rd. 

Salem,  Va. 

Crutchfield,  W.  Gayle 
University  Hospital 
Charlottesville,  Va. 

Culbertson,  Eugene  C. 

Pennington  Gap,  Va. 
Culbertson,  Jos.  D. 

Box  367 
Coeburn,  Va. 

Cumbia,  Jesse  W. 

916  E.  High  St. 

Charlottesville,  Va. 
Cunningham,  Dorris  A. 

Clinch  Valley  Clinic  Hospital 
Richlands,  Va. 

Cunningham,  Robert  Sydney 
1102  W.  43  rd  St. 

Richmond,  Va. 

Curwen,  Geoffrey  W. 

Fieldale,  Va. 

Cury,  Dahar,  Jr. 

2665  E.  Walnut  St. 
Huntington  Park,  Calif. 
Custer,  Monford  D.,  Jr. 

4 S.  Stuart  St. 

Winchester,  Va. 


Dabney,  William  Taylor,  III 
1200  E.  Broad  St. 

Richmond,  Va. 

Dailey,  Martel  J. 

Reedville,  Va. 

Daily,  F.  Willson 
304  S.  American  St. 

Philadelphia,  Pa. 

Dalton,  Garrett 
Radford,  Va. 

Dalton,  James  B.,  Jr. 

401  Medical  Arts  Bldg. 
Richmond,  Va. 

Damron,  Joseph  M. 

202  N.  Washington  St. 
Winchester,  Va. 

Damron,  W.  D. 

Richlands,  Va. 

Dandridge,  Wm.  R. 

1500  Amherst  St.  & Rose  Hill  Dr. 
Charlottesville,  Va. 

Daner,  William  Etzler 
Highland  Road 
Richmond,  Va. 


Daniel,  Donald  S. 
Johnston-Willis  Hospital 
Richmond,  Va. 

Daniel,  Frank  D. 

Box  136 

Charlottesville,  Va. 

Daniel,  H.  S. 

Louisa,  Va. 

Daniel,  T.  H. 

930  Locust  Ave. 
Charlottesville,  Va. 
Daughtrey,  W.  F.,  Jr. 

Courtland,  Va. 

Daves,  John  T. 

V A Hospital 
Columbia,  S.  C. 

Davis,  A.  C. 

920  S.  Jefferson  St. 

Roanoke  16,  Va. 

Davis,  Arthur  A. 

New  Medical  Bldg. 

1726  Eye  Street,  N.  W. 
Washington,  D.  C. 

Davis,  Charles  Emmett,  Jr. 
810  Medical  Tower 
Norfolk,  Va. 

Davis,  C.  Fallon,  Jr. 

3101  Willow  Rd.,  N.  W. 
Roanoke,  Va. 

Davis,  Edward  G.,  Jr. 

1 12  N.  Blvd. 

Richmond,  Va. 

Davis,  E.  D.,  Jr. 

Crozet,  Va. 

Davis,  Fred  F. 

2516  Wycliffe  Ave.,  S.  W. 
Roanoke,  Va. 

Davis,  Hal 

720  Cassell  Lane,  S.  W. 
Roanoke,  Va. 

Davis,  Henry  E. 

Box  693 

Williamsburg,  Va. 

Davis,  Hiram  W. 

9 N.  12th  St. 

Richmond,  Va. 

Davis,  James  L. 

Medical  Bldg.,  Box  680 
Waynesboro,  Va. 

Davis,  John  Wyatt,  Jr. 

701  Euclid  Ave. 
Lynchburg,  Va. 

Davis,  Leonard  L.,  Jr. 

18  Early  Dr. 

Portsmouth,  Va. 

Davis,  Paul 
Lewis-Gale  Hospital 
Roanoke,  Va. 

Davis,  T.  Dewey 
Professional  Bldg. 
Richmond,  Va. 

Davis,  T.  N.,  Jr. 

725  Church  St. 

Lynchburg,  Va. 

Davis,  William  Alvin 
P.O.  Box  697 
Dante,  Va. 

Davis,  William  L. 

316  Main  St. 

Newport  News,  Va. 

Davis,  Wirt  Lee 
602  North  Thomas  St. 

South  Hill,  Va. 
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Davoli,  Enrico 

1624  Great  Falls  Rd. 

McLean,  Va. 

Dawson,  A.  Ray 
McGuire  VA  Hospital 
Richmond  19,  Va. 

Dawson,  Challis  H. 

Box  122 
Suffolk,  Va. 

Day,  Edward  C. 

458  Leesburg  Pike 
Falls  Church,  Va. 

Decker,  Barry 
609  W.  Grace  St. 

Richmond,  Va. 

Decker,  Henry  C. 

205  Professional  Bldg. 
Richmond,  Va. 

Decker,  Henry  W. 

203  Professional  Bldg. 
Richmond,  Va. 

DeCormis,  J.  L. 

Accomac,  Va. 

DeHart,  R.  M. 

511  Walker  St. 

Radford,  Va. 
de  Lamerens,  Jose  Arturo 
606  Azalea  Court 
Suffolk,  Va. 

Delaney,  Adrian  J. 

121  N.  Washington  St. 
Alexandria,  Va. 

Delaney,  Martin  D.,  Jr. 

329  N.  Washington  St. 
Alexandria,  Va. 

Delaney,  William  Morgan 
329  N.  Washington  St. 
Alexandria,  Va. 

Delap,  Lyle  E. 

c/o  Celanese  Corp.  of  America 
Box  1000 
Narrows,  Va. 

DeLaura,  Frank  Anthony 
9229  Granby  St. 

Norfolk,  Va. 

De  Laura,  S.  C. 

107  Louisiana  Drive 
Norfolk  5,  Va. 

Dellinger,  James  Lyle 
418  Culpeper  St. 

Warrenton,  Va. 

Dellinger,  John  H. 

Norton,  Va. 

Delmonico,  Peter  Alexander 
43  Cross  St. 

Belmont  78,  Mass. 

Delp,  W.  Fredric 
Box  813  v 
Pulaski,  Va. 

DeMilia,  Alfred  F. 

Free  Union,  Va. 

Demiray,  Adel 
Frederick  Medical  Center 
801  Toll  House  Road 
Frederick,  Md. 

DeNiord,  Richard  N. 

Courtland  Building 
Lynchburg,  Va. 

Denoon,  Harry  L.,  Jr. 

Nassawadox,  Va. 

Denton,  Theodore  G. 

P.O.  Box  271 
Petersburg,  Va. 

De  Paola,  Francesco 
105  Park  St.,  S.W. 

Vienna,  Va. 

Derrickson,  Charles  R. 

450  W.  Broad  St. 

Falls  Church,  Va. 


Detwiler,  Robert  H. 

3120  North  13th  St. 
Arlington,  Va. 

Devine,  C.  J. 

7611  Argyle  Ave. 
Norfolk,  Va. 

Devine,  Chas.  J.,  Jr. 

801  Medical  Tower 
Norfolk,  Va. 

Devine,  J.  W. 

610  Church  St. 
Lynchburg,  Va. 

Devine,  J.  W.,  Jr. 

610  Church  St. 
Lynchburg,  Va. 

Devine,  Patrick  C. 

801  Medical  Tower 
Norfolk,  Va. 

De  Vocht,  Ludovic  J. 

121  N.  Washington  St. 
Alexandria,  Va. 

Dewalt,  C.  W.,  Jr. 

P.  O.  Box  803 
Virginia  Beach,  Va. 
Dewey,  Michael  George 
229  N.  Second  St. 
Buckroe  Beach,  Va. 
Deyerle,  Henry  Price 
312  S.  Main  St. 
Harrisonburg,  Va. 
Deyerle,  William  M. 

2222  Monument  Ave. 
Richmond  20,  Va. 
Diamant,  Hermann 
3801  N.  Fairfax  Dr. 
Arlington,  Va. 
Dickerson,  T.  Henry 
1004  Cherokee  Road 
Martinsville,  Va. 
Dickinson,  Clara  K. 

Box  1172 
Radford,  Va. 

Diehl,  Jas.  E. 

1627  Hanover  Ave. 
Richmond,  Va. 

Dillard,  Francis  Jones 
1523  Wilborn  Ave. 

South  Boston,  Va. 
Dillard,  Malcolm  P. 

1318  Crestmoor  Drive 
Roanoke,  Va. 

Dillard,  Powell  G. 

510  Church  St. 
Lynchburg,  Va. 

Dillard,  Powell  G.,  Jr. 

715  Church  St. 
Lynchburg,  Va. 
Dingledine,  William  S. 

604  N.  Boulevard 
Richmond  20,  Va. 
DiSario,  Anthony 
3124  N.  10th  St. 
Arlington,  Va. 

Divers,  D.  S. 

73-3rd  St.,  N.W. 

Pulaski,  Va. 

Dix,  W.  K. 

611  Medical  Arts  Bldg. 
Richmond,  Va. 

Dixon,  Cecil  B. 

103  Professional  Bldg. 
South  Boston,  Va. 
Dixon,  Ernest  M. 

Med.  Dept.— 

American  Cyanamid  Co. 
Bound  Brook,  N.  J. 
Dodd,  W.  T. 

Chase  City,  Va. 


Dodson,  Austin  I.,  Jr. 

409  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Dolan,  William  D. 

4677  N.  35th  St. 

Arlington,  Va. 

Doles,  Hunter  McGuire 
339  Boush  St. 

Norfolk,  Va. 

Donelson,  Martin,  Jr. 

1035  Main  St. 

Danville,  Va. 

Donlan,  Charlotte  P. 

10  Castle  Place 
Falls  Church,  V a. 

Dormire,  Herman  F. 

Nat.  Bk.  Com.  Bldg. 

Virginia  Beach,  Va. 

Dorsey,  Charles  W. 

132  Williamson  Rd. 

Galax,  Va. 

Dorsey,  Helen 
150  Clyde  St. 

Hampton,  Va. 

dos  Santos,  Neto,  Joao  Gustavo 
Room  602,  Hunton  Hall 
Medical  College  of  Virginia 
Richmond,  Va. 

Doss,  Julian  B. 

1821  Greenwood  Rd.,  S.  W. 
Roanoke  15,  Va. 

Dougan,  Hubert  T. 

2905  Monument  Ave. 
Richmond,  Va. 

Dougherty,  Clyde  H. 

605  North  4th  Avenue 
Hopewell,  Va. 

Doughty,  Jas.  C. 

“Wayside” 

Onancock,  Va. 

Dovell,  Early  B. 

Unionville,  Va. 

Downey,  Fred  C. 

Edinburg,  Va. 

Draper,  S.  C. 

608  N.  Magnolia  Dr. 
Tallahassee,  Fla. 

Drash,  E.  C. 

University  Hospital 
Charlottesville,  Va. 

Dratler,  S. 

300  S.  5th  Ave. 

Portsmouth,  Va. 

Drew,  Donald  Wesley 
Norfolk  General  Hospital 
Norfolk,  Va. 

Drewry,  David  B. 

718  W.  Adams  St. 

Petersburg,  Va. 

Drewry,  P.  H. 

1200  East  Broad  St. 
Richmond  19,  Va. 

Driebe,  William  T. 

5275  Lee  Highway 
Arlington,  Va. 

Driscoll,  William  D.  R. 

South  Boston,  Va. 

Driver,  Samuel  F. 

3604  Williamson  Rd.,  N.  W. 
Roanoke,  Va. 

Dudley,  Frank  H. 

223  Claiborne  Ave. 

Rocky  Mount,  Va. 

Dudley,  J.  N. 

4800  Gibson  Blvd.,  S.  E. 
Albuquerque,  N.  M. 
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Dumville,  David  M. 

5315  Riverside  Dr. 

Richmond  25,  Va. 

Duncan,  Charles  R. 

204-8th  Street 
Radford,  Va. 

Duncan,  George  A. 

Suite  307,  Medical  Tower 
Norfolk,  Va. 

Dunman,  L.  E. 

Box  56 

Pearisburg,  Va. 

Dunn,  Robert  G.,  Jr. 

510  Pinecrest  Dr. 

Albany,  Ga. 

Dunne,  James  J. 

2927  Northumberland  Ave. 
Richmond,  Va. 

Durm,  Thomas  I. 

24051  Wildwood  Rd. 

Newhall,  Calif. 

Dwyer,  James  Henry 
4906  Forest  Hill  Ave. 
Richmond,  Va. 

Dyches,  Garland 
Dillwyn,  Va. 

Dyer,  Robert  K. 

102  Medical  Arts  Bldg. 
Roanoke,  Va. 

Early,  Joseph  Howard,  Jr. 

Hillsville,  Va. 

Early,  Julian  Q. 

217  Shirley  Dr. 

Bristol,  Tenn. 

Earnhardt,  H.  Lee,  Jr. 

Medical  Arts  Bldg. 

2301  Fall  Hill  Ave. 
Fredericksburg,  Va. 

Easley,  Charles  A.,  Jr. 

Masonic  Temple 
Danville,  Va. 

Eason,  Robert  R. 

Box  367 

Buena  Vista,  Va. 

Easterling,  John  G. 

207  E.  Cawson  St. 

Hopewell,  Va. 

Eastham,  Edwin  Marion,  Jr. 

32  E.  Jackson  St. 

Front  Royal,  Va. 

Eastham,  John  P. 

601  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Eastlack,  W.  L. 

South  Boston,  Va. 

Eastwood,  Douglas  W. 

Old  Farm  Rd. 

Bellair  R.  R. 

Charlottesville,  Va. 

Eberly,  Byron  T. 

302  Clintwood  Dr.,  Westwood 
Portsmouth,  Va. 

Echols,  A.  C. 

Purcellville,  Va. 

Echols,  Porter  B. 

Allied  Arts  Bldg. 

Lynchburg,  Va. 

Eckles,  Beverley  F. 

5211  Monument  Ave. 
Richmond,  Va. 

Edmonds,  Albert  Merritt 
3602  Monument  Ave. 
Richmond  20,  Va. 

Edmonds,  J.  Fred 
Accomac,  Va. 

Edmonds,  John  Thomas 
Accomac,  Va. 


Edmunds,  Elizabeth  H. 

618  Church  St. 

Lynchburg,  Va. 

Edmunds,  Julia  Emmett 
400  Main  St. 

Clifton  Forge,  Va. 

Edmunds,  Keith  Castleton 
2910  Fleetwood  Ave. 

Roanoke,  Va. 

Edmunds,  Meade 

502  Medical  Arts  Bldg. 
Petersburg,  Va. 

Edmunds,  Meade  Castleton,  Jr. 

C & O Hospital 
Clifton  Forge,  Va. 

Edwards,  Arthur  J. 

407  'A  State  St. 

Bristol,  Va. 

Edwards,  Thomas  S. 

1565  Univ.  Ave. 

Charlottesville,  Va. 

Egdahl,  Richard  H. 

1200  East  Broad  Street 
Richmond,  Va. 

Eggleston,  E.  C. 

1200  Bainbridge  St. 

Richmond,  Va. 

Eggleston,  John  R. 

139  S.  Main 
Danville,  Va. 

Egleston,  DuBose 
560  Oak  Ave. 

Waynesboro,  Va. 

Ehrenworth,  Adolphe  Max 
Petersburg  General  Hospital 
Petersburg,  Va. 

Eisenberg,  Stuart  J. 

1001  W.  Franklin 
Richmond,  Va. 

Eley,  Clayton  W. 

300  Wainwright  Bldg. 

Norfolk,  Va. 

Eller,  Joseph  J. 

Box '407 
Marion,  Va. 

Ellett,  Rufus  P.,  Jr. 

2037  Crystal  Spring  Ave.,  SAV. 
Roanoke,  Va. 

Elliott,  Grant  R. 

912  Forest  Ave. 

Richmond,  Va. 

Elliott,  James  W. 

Lebanon,  Va. 

Elliott,  W.  C. 

Lebanon,  Va. 

Ellis,  Samuel  T. 

VA  Hospital 
Richmond,  Va. 

Ellis,  William  J. 

425  W.  Locust  St. 

Covington,  Va. 

Ellison,  R.  C. 

P.  O.  Box  359 
Fredericksburg,  Va. 

Elsasser,  George  Frederick,  Jr. 

421  Wainwright  Bldg. 

Norfolk  10,  Va. 

Ely,  Thomas  S. 

Jonesville,  Va. 

Emerick,  John  W.,  Jr. 

Hawthorne  House 
Berryville,  Va. 

Emlaw,  Maynard  R. 

102  Locke  Lane 
Richmond,  Va. 

Emmett,  J.  M. 

Clifton  Forge,  Va. 


Ende,  Milton 
121  S.  Market  St. 

Petersburg,  Va. 

Engh,  O.  Anderson 
3214  Old  Dominion  Blvd. 
Alexandria,  Va. 

Enos,  William  F. 

802  Prosperity  Ave. 

Fairfax,  Va. 

Enslin,  Jessie  Marsh 
118  S.  Ridge  St. 

Danville,  Va. 

Enthoven,  Dirk 
481  Fir  Avenue 
Buena  Vista,  Va. 

Escalante,  Guido  R. 

9229  Granby  St. 

Norfolk,  Va. 

Eshleman,  Merle  W. 

Park  View 
Harrisonburg,  Va. 

Eskridge,  Walter  A. 

Parksley,  Va. 

Eslick,  Ralph  Lester 
Route  5 
Paris,  Tenn. 

Espinola,  Alario  Emilio 

205  North  Street 
Fairfax,  Va. 

Etheridge,  Herbert  R. 

501  Stockley  Gardens 
Norfolk,  Va. 

Etheridge,  James  Edward,  |r. 
University  Hospital 
Charlottesville,  Va. 

Evans,  Cecil  F.,  Jr. 

7 Ivy  Farms  Rd. 

Newport  News,  Va. 

Evans,  Eugene  M.,  Jr. 

990  Main  St. 

Danville,  Va. 

Evans,  Sandidge 
23  Discovery  Rd. 

Hampton,  Va. 

Evans,  W.  Hughes 
201  Paxton  Rd. 

Richmond  26,  Va. 

Evers,  Joseph  C. 

7043  Old  Dominion  Drive 
McLean,  V a. 

Ewart,  George  E. 

8720  Chippenham  Rd. 
Richmond,  Va. 

Ewell,  Nathaniel  McGregor,  Jr. 
1702  Burnley  Avenue 
Charlottesville,  Va. 

Ewing,  Nathaniel  Clayton 
Box  95 

Jonesville,  Va. 

Exley,  Mark 

206  Wainwright  Bldg. 

Norfolk  10,  Va. 

Fagan,  Esther  G. 

Health  Dept. 

Covington,  Va. 

Fairly,  John  L.,  Jr. 

2932  Scarborough  Drive 
Richmond,  Va. 

Falk,  Leo  J.,  Jr. 

801  E.  High  St. 
Charlottesville,  Va. 

Farano,  Louis 
4615  Colonial  Ave. 

Norfolk,  Va. 

Farber,  Herman  W. 

109  S.  Market  St. 

Petersburg,  Va. 
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Faris,  Marion  D.  M. 

P.  O.  Box  9 
Leesburg,  Va. 

Farnsworth,  David  I. 

4709  Kensington  Ave. 
Richmond  26,  Va. 

Farrow,  C.  C.,  Jr. 

8413  Norristown  Dr. 
Norfolk,  Va. 

Faudree,  Leslie  Allen 
Bassett,  Va. 

Faulconer,  Robert  J. 

Suite  201,  Medical  Tower 
Norfolk,  Va. 

Faulkner,  Donald  Terrell 
1115  Colonial  Ave. 
Norfolk,  Va. 

Fauteux,  Louis  Z.,  Jr. 

5275  Lee  Highway 
Arlington,  Va. 

Faville,  M.  R. 

2529  Wycliff  Ave.,  S.W. 
Roanoke,  Va. 

Fear,  Douglass  D. 

403  Medical  Arts  Bldg. 
Roanoke,  Va. 

Fears,  Belle  DeCormis 
Accomac,  Va. 

Fears,  L.  O.,  Jr. 

62  S.  Marshall  St. 

Front  Royal,  Va. 
Feddeman,  F.  A. 

22  Washington  St. 
Lexington,  Va. 

Feinman,  Max  Carlton 
1006  Allied  Arts  Bldg. 
Lynchburg,  Va. 

Feller,  Alto  E. 

1880  Westview  Rd. 
Charlottesville,  Va. 

Felton,  Harold  W. 

Delta ville,  Va. 

Ferguson,  Charles  Lee 
415  West  York  St. 

Norfolk,  Va. 

Ferguson,  Homer  E. 

3900  Monument  Ave. 
Richmond,  Va. 

Ferguson,  William 
Crittenden  Clinic 
Crittenden,  Va. 

Feriozi,  Dan 
2222  N.  Buchanan  St. 
Arlington,  Va. 

Fernandez^  F.  L. 

700  Richmond  Rd. 
Williamsburg,  Va. 

Ferrell,  H.  Haskins,  Jr. 

312  S.  Washington  St. 
Alexandria,  Va. 

Ferry,  Allen  M. 

Anderson  Clinic 

S.  25th  & Army-Navy  Dr. 

Arlington,  Va. 

Field,  Burton  E. 

4320  Wakefield  Rd., 
Richmond  25,  Va. 

Fifer,  Carson  L. 

121  N.  Washington  St. 
Alexandria,  Va. 

Finch,  A.  Tyree 
Box  116 
Farmville,  Va. 

Finestone,  Alvin  W. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 


Fink,  H.  William 
112  E.  Sewells  Point  Rd. 
Norfolk  5,  Va. 

Finne,  Chas.  O. 

Thos.  K.  McKee  Hospital 
Saltville,  Va. 

Finney,  Cecil  Glen 
121  W.  Locust  St. 

Culpeper,  Va. 

Finnigan,  Charles  A. 

301  E.  Market  St. 
Charlottesville,  Va. 

Fischer,  Ernst 

Medical  College  of  Virginia 
Richmond  19,  Va. 

Fisher,  Gerald  J. 

3219  Columbia  Pike 
Arlington,  Va. 

Fisher,  Hugh  P.,  Jr. 

1600  Broad  Rock  Rd. 
Richmond,  Va. 

Fisher,  Marian  White 
3 W.  Williamsburg  Rd. 
Sandston,  Va. 

Fisher,  Richard  H. 

Lewis-Gale  Hospital 
Roanoke,  Va. 

Fitch,  Willard  Milton 
104  Professional  Bldg. 
Richmond  19,  Va. 

Fitchett,  Claiborne  W. 

803  Graydon  Ave. 

Norfolk  7,  Va. 

Fitchett,  M.  S. 

803  Graydon  Ave. 

Norfolk  7,  Va. 

Fitzgerald,  J.  O. 

2422  Stuart  Ave. 

Richmond,  Va. 

Fitzgerald,  Walter  Cleveland 
990  Main  St. 

Danville,  Va. 

Fitz-Hugh,  G.  S. 

Box  1031 

Charlottesville,  Va. 
Fitzpatrick,  H.  D. 

1024  Calhoun  St. 

Radford,  Va. 

Fitzpatrick.  Mark  Joseph 
6318  Willston  Dr. 

Falls  Church,  Va. 

Fitzsimons,  John  Simon 
7359  Monticello  Blvd. 
Springfield,  Va. 

Flanagan,  E.  L. 

215  Medical  Arts  Bldg. 
Richmond,  Va. 

Flegenheimer,  Wm. 

Route  2 

Woodford,  Va. 

Fleming,  Robert  I. 

North  Tazewell,  Va. 

Fletcher,  Donald  F.,  Jr. 

Horsey,  Va. 

Fletcher,  F.  P. 

2319  E.  Broad  St. 

Richmond,  Va. 

Fletcher,  Herman  S. 

2602  E.  Broad  St. 

Richmond,  Va. 

Fletcher,  John  Stevenson 
12 16- A Richmond  Road 
Williamsburg,  Va. 

Fletcher,  William  P. 

Covington,  V a. 

Fleury,  George  J.,  Jr. 

5035  Chain  Bridge  Rd. 
McLean,  Va. 


Flora,  Ernest  F. 

Boones  Mill,  Va. 

Floyd,  Elliott  D. 

Driver  Bldg. 

Norfolk  10,  Va. 

Flynn,  R.  H. 

Box  216,  Station  A 
Radford,  Va. 

Forbes,  Sarah  Elizabeth 
192  Warwick  Rd. 

Newport  News,  Va. 

Ford,  Z.  W.,  Jr. 

311  Main  St. 

Newport  News,  Va. 
Forrest,  David  C. 

1805  Monument  Ave. 
Richmond,  Va. 

Foster,  Glen  G. 

210  W.  Center  St. 

Galax,  Va. 

Foster,  Harry  C.,  Jr. 

21  Starling  Ave. 
MartinsviUe,  Va. 

Foster,  James  S.,  Jr. 

Box  506 
Oceana,  Va. 

Foster,  John 
DePaul  Hospital 
Norfolk,  Va. 

Foster,  M.  D. 

901  East  High  St. 
Charlottesville,  Va. 

Foster,  M.  W.,  Jr. 

414  W.  Franklin  St. 
Richmond  20,  Va. 

Foster,  Wm.  L. 

2701  Melrose  Ave.,  N.  W. 
Roanoke,  Va. 

Foulke,  Charles  William 
3109  Tenth  Street 
Arlington,  Va. 

Foust,  G.  T. 

P.O.  Box  1422 
Venice,  Fla. 

Foust,  Jim 

1955  Pennsylvania,  #103 
Denver,  Colo. 

Fowlkes,  Richard  W. 

701  Professional  Bldg. 
Richmond,  Va. 

Fox,  Charles  G.,  Jr. 

131  10th  St. 

Pulaski,  Va. 

Fox,  Clifford  H. 

R.F.D.  2,  Box  122B 
Charlottesville,  Va. 

Fox,  Kurt  J. 

Fairfield,  Va. 

Fox,  Lester  I. 

67  Ingalls  Rd. 

Ft.  Monroe,  Va. 

Fox,  P.  R. 

817  Spring  Garden  Dr. 
Bluefield,  W.  Va. 

Francis,  G.  Hamilton 
1024  E.  Liberty  St. 
Norfolk  6,  Va. 

Frank,  Robert  J. 

2906  West  Ave. 

Newport  News,  Va. 
Frankel,  Chas.  J. 

University  Hospital 
Charlottesville,  Va. 
Franklin,  John 

301  Medical  Tower 
Norfolk,  Va. 

Fraser,  Hugh  R. 

Smithfield,  Va. 
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Fratrick,  Albert  Andrew 
Professional  Building 
Appomattox,  Va. 

Frazer,  William  Penn 
Purcell ville,  Va.  , 

Frazier,  Arthur  Benjamin 
Virginia  Beach  Blvd.  at  Thalia 
Lynnhaven,  V a. 

Freda,  Franklin  Daniel 
64  Morrison  Rd. 

Newport  News,  Va. 
Frederick,  Philip,  Jr. 

810  West  Franklin  Street 
Richmond,  Va. 

Freed,  Charles  C. 

Box  618 

Waynesboro,  Va. 

Freeman,  Clarence  D.,  Jr. 

1100  Hamilton  Ave. 
Portsmouth,  Va. 

Freeman,  John  R. 

218  Monroe  Ave. 

Cape  Charles,  Va. 

Freeman,  K.  S. 

Kenbridge,  Va. 

French,  John  D. 

IS  Cleveland  Ave. 
.Martinsville,  Va. 

Freund,  Jack 
4111  Hanover  Ave. 
Richmond,  Va. 

Frieden,  H.  M. 

510  Medical  Tower 
Norfolk,  Va. 

Friedenberg,  M.  D. 

406  Lee  Medical  Bldg. 
Richmond  20,  Va. 

Friedman,  Asher  A. 

319  Wainwright  Bldg. 
Norfolk,  Va. 

Frierson,  John  H.,  Jr. 

Box  585 
Halifax,  Va. 

Frischkorn,  Hunter  B.,  Jr. 

1000  W.  Franklin  St. 
Richmond,  Va. 

Fry,  Robert  W. 

318  N.  Main  St. 

Suffolk,  Va. 

Fryer,  Lois  Fox 
Maryview  Hospital 
Portsmouth,  Va. 

Fuller,  C.  I.,  Jr. 

1011  Spruce  St. 

Norton,  Va. 

Fuller,  W.  Allen 
1523  Wilborn  Ave. 

South  Boston,  Va. 

Fultz,  George  S.,  Jr. 

212  W.  Franklin  St. 
Richmond  20,  Va. 

Funk.  Richard  Ludwig 

Petersburg  General  Hospital 
Petersburg,  Va. 

Funkhouser,  J.  B. 

#2  Albemarle  Ave. 
Richmond,  Va. 

Furr.  John  H. 

402  Medical  Tower 
Norfolk,  Va. 

Gabriel,  Daniel  E. 

Pennington  Gap,  Va. 

Gabriel,  Gerhard 
Memorial  Hospital 
Abingdon,  Va. 

Gaddy,  Clifford  G. 

990  Main  St. 

Danville,  Va. 


Gahagan,  Robert  B. 

Suite  401,  Medical  Tower 
Norfolk,  Va. 

Galbraith,  L.  M. 

502  Medical  Tower 
Norfolk,  Va. 

Gale,  James  C. 

1902  Greenwood  Rd.,  S.  W. 
Roanoke,  Va. 

Gales,  John  W. 

P.O.  Box  842 

Galax  Health  Department 
Galax,  Va. 

Gallagher,  James  Vincent,  111 
14414  Circle  Dr. 

Fairmont,  W.  Va. 

Gallagher,  Martin  E. 

P.O.  Box  222 
Eau  Gallie,  Fla. 

Gallant,  J.  Arthur 
203  W.  Franklin  St. 
Richmond  20,  Va. 

Galston,  Herbert  H. 

928  W.  Franklin  St. 
Richmond,  Va. 

Galvin,  Louise  Fry 
214  S.  Blvd. 

Richmond,  Va. 

Gamble,  Edward  Watts,  III 
St.  Albans  Hospital 
Radford,  V a. 

Gamble,  James  H. 

Lovingston,  Va. 

Gammon,  William  M. 

621  Lawrence  Ave. 

Bristol,  Va. 

Gant,  James  Q. 

1726  M St.,  N.  W. 
Washington  6,  D.  C. 

Garcia,  Alberto  J. 

478  Leesburg  Pike 
Falls  Church,  Va. 

Garcia,  R. 

153  Glyndon  St.,  S.E. 
Vienna,  Va. 

Garcia,  William  R. 

Dew  Building 
Covington,  Va. 

Garcin,  R.  D.,  Jr. 

1001  W.  Franklin  St. 
Richmond  20,  Va. 

Gardner,  Henry  L.,  Jr. 

P.O.  Box  205 
Franklin,  Va. 

Gardner,  John  E. 

203  Medical  Arts  Bldg. 
Roanoke,  Va. 

Gardner,  Joseph  Erskin 
32  West  Bruce  St. 
Harrisonburg,  Va. 

Gardner,  Robert  D. 

104  Langhorne  Rd. 
Lynchburg,  Va. 

Gardner,  Shockley  DeWitt 
R.R.  5,  Box  130 A 
Richmond,  Va. 

Gardner,  S.  P. 

Route  3 (Moccasin  Gap) 
Gate  City,  Va. 

Garner,  David  S. 

Box  2421 
Roanoke,  Va. 

Garnett,  A.  Randolph 
840  Redgate  Ave. 

Norfolk,  Va. 

Garnett,  Richard  Wingfield,  |r 
University  Hospital 
Charlottesville,  Va. 


Garrett,  Marshall  T. 

320  W.  Main  St. 
Charlottesville,  Va. 

Garrett,  William  Y. 

915  Western  Branch  Blvd. 
Portsmouth,  Va. 

Garrison,  Jack  S. 

7575  Virginia  Beach  Blvd. 
Norfolk,  Va. 

Garriss,  Henry  T. 

2928  North  Ave. 
Richmond,  Va. 

Garst,  Lula  Woods 
Catawba  Sanatorium,  Va. 
Gates,  Earle  C. 

Box  47 
Chester,  Va. 

Gatewood,  Wm.  Lawrence 
1635  Monument  Ave. 
Richmond  20,  Va. 
Gathright,  Arthur  B.,  Jr. 
1200  E.  Broad  St. 
Richmond,  Va. 

Gatling,  Robert  R. 

122  Chippewa  Circle 
Jackson,  Aliss. 

Gay,  W.  T. 

Box  126 
Suffolk,  Va. 

Gayle,  John  Ferguson 
3116  Victoria  Blvd. 
Hampton,  Va. 

Gayle,  Robert  Finley,  III 
414  W.  Franklin  St. 
Richmond,  Va. 

Gaylord,  Charles  F. 

518  W.  Frederick  St. 
Staunton,  Va. 

Gazala,  Joseph 
1001  W.  Franklin  St. 
Richmond,  Va. 

Gazale,  William  Joseph 
402  West  Main  St. 

Fairfax,  Va. 

Gearing,  Frank  W. 

Woodstock,  Va. 

Gearing,  Frank  W.,  Jr. 

Forest  Hills,  Route  1 
Harrisonburg,  Va. 

Geeraets,  Walter  J. 

1200  East  Broad  St. 
Richmond,  Va. 

Gemmill,  Thos.  L. 

Box  447 
Radford,  Va. 

Gergen,  W.  A. 

32  E.  Jackson  St. 

Front  Royal,  Va. 

Gianoulis,  James  T. 

617  West  Grace  St. 
Richmond  19,  Va. 

Gibbs,  Wm.  F. 

1102  Colonial  Ave. 

Norfolk  7,  Va. 

Gibson,  James  W. 

Middleburg,  Va. 

Gibson,  John  F.,  Jr. 

3825  North  Pershing  Drive 
Arlington,  Va. 

Giesen,  Andrew  F. 

Radford,  Va. 

Giesen,  John  J. 

Carson  Bldg. 

Radford,  Va. 

Giesen,  John  William 
225  First  St.,  West 
Radford,  Va. 


298 


Virginia  Medical  Monthly 


GUilland,  Norman  A. 

706  Duke  St. 

Alexandria,  Va. 

GUI,  E.  G. 

Box  1789 
Roanoke,  Va. 

Gill,  Fleming  W. 

2924  Chamberlayne  Ave. 
Richmond,  Va. 

Gill,  James  T. 

2924  Chamberlayne  Ave. 
Richmond,  Va. 

Gill,  John  A. 

701  Medical  Arts  Bldg. 
Richmond,  Va. 

Gill,  John  Russell 
Mathews,  Va. 

GUI,  W.  Wallace 
20  Tempsford  Lane 
Richmond,  Va. 

GUlespie,  Albert  R. 

Box  1075 
Staunton,  Va. 

Gillespie,  Barnes 
316  Main  St. 

Newport  News,  Va. 

GUlespie,  Frederick  D. 

University  Hospital 
Birmingham,  Ala. 

Gillespie,  Lester  Longdon 
2535  Melrose  Ave.,  N.W. 
Roanoke.  V a. 

GUlespie,  Robert  F. 

Lebanon,  Va. 

GUlespie,  WUliam  W. 

127  W.  DeSota  St. 

Lake  City,  Fla. 

Gillinson,  Stuart 
3109  Terrett  Court 
Alexandria,  Va. 

GUman,  J.  Stewart 
2618  Grove  Ave. 

Richmond,  Va. 

Gilmer,  GUes  Quarles 
Lebanon,  Va. 

GUmer,  WUliam  P. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 

Given,  Frederick  T.,  Jr. 

327  W.  Bute  St. 

Norfolk,  Va. 

Givens,  F.  S. 

P.  O.  Box  2174 
Roanoke,  Va. 

Givens,  Paul  Brown,  Jr. 

700  Newmarket  Square 
Newport,  News,  Va. 

Gladstone,  Jos.  E. 

Box  6 

Exmore,  Va. 

Glendy,  R.  Earle 
2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Glick,  John  T.,  Jr. 

Box  177 
Broadway,  Va. 

Glick,  Joseph  L. 

302  Alpine  Rd. 

Staunton,  Va. 

Glynn,  M.  C.,  Jr. 

86  Deep  Creek  Blvd. 
Portsmouth,  Va. 

Goldin,  MUton 
61 1 Professional  Bldg. 
Portsmouth,  Va. 

Goldman,  Harold  L. 

1881  E.  Little  Creek  Rd. 
Norfolk  3,  Va. 
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Goldman,  1.  H. 

4117  Wythe  Ave. 
Richmond,  Va. 

Goldman,  Milton  S. 

1012  Colley  Ave. 
Norfolk  7,  Va. 
Goldsmith,  WUliam  M. 
2612  Kecoughtan  Rd. 
Hampton,  Va. 

Gondor,  Leslie  P. 

3728  King  St. 

Alexandria,  Va. 

Gondos,  Zoltan 
3634  N.  37th  St. 
Arlington,  Va. 

Gonzales,  Romulo  F. 

3915  Dowling  St. 
Pittsburgh  21,  Pa. 

Gooch,  Garrett  G.,  Ill 
Lewis-Gale  Hospital 
Roanoke,  Va. 

Gooch,  James  A. 

706  Duke  St. 
Alexandria,  Va. 

Good,  John  Russell 
1 2 10  YV estover  Blvd. 
Richmond,  V a. 

Goode,  H.  W„  Jr. 

Kilmarnock,  Va. 
Goodman,  Harold 
104  Berrington  St. 
Richmond,  Va. 
Goodman,  Harold  M. 

1519  Westwood  Ave. 
Richmond,  Va. 
Goodykoontz,  C.  H.,  Jr. 

Bishop,  Va. 

Gordge,  William  N. 

1201  3rd  St.,  S.W. 
Roanoke,  Va. 

Gordon,  Faith  F. 

3001  Fifth  Ave. 
Richmond,  Va. 

Gorman,  James  R. 

15  Medical  Center 
Lynchburg,  Va. 

Gorman,  John  B. 

1747  Link  Road 
Lynchburg,  Va.' 
Gorsuch,  Thomas  L. 

813  West  Main  St. 
Waynesboro,  Va. 
Gossels,  Conrad  L. 

2740  S.  Randolph  St. 
Arlington,  Va. 

Gouldin,  T.  Winston 
174  A.  View  Ave. 
Norfolk,  Va. 

Goumas,  Marcus  P. 

200  Little  Falls  Street 
Professional  Bldg. 

Falls  Church,  Va. 

Graham,  A.  Stephens 
1805  Monument  Ave. 
Richmond,  Va. 

Graham,  Ota  Treville,  Jr. 
714  North  Boulevard 
Richmond,  Va. 

Graham,  Samuel  A.,  Jr. 
601  Nansemond  St. 
Portsmouth,  Va. 

Graham,  Sam  D. 

2013  N.  Augusta  St. 
Staunton,  Va. 

Graham,  W.  Randolph 

201  W.  Franklin  St. 
Richmond,  Va. 

Gravatt,  A.  B.,  Jr. 
KUmarnock,  Va. 


Graves,  A.  W.,  V 
Lacey  Spring,  Va. 

Graves,  K.  D. 

631  First  St.,  S.W. 

Roanoke,  Va. 

Gray,  Edwin  Herman 
Miles  Ames  Research  Lab. 
Elkhart,  Ind. 

Gray,  Alary  Case 
Route  1 

Edwardsburg,  Mich. 
Graybeal,  A.  B. 

Box  880 
Marion,  Va. 

Graybeal,  H.  C. 

106  Alleghany  St. 
Christiansburg,  Va. 

Graziani,  John  G. 

140-A  Main  St. 

Farmville,  Va. 

Greear,  James  N.,  Jr. 

975  Ryland  St. 

Reno,  Nev. 

Green,  James  L. 

1818  Gosport  Rd. 
Portsmouth,  Va. 

Green,  J.  M. 

Ferrum,  Va. 

Green,  Robert  C.,  Jr. 

117  W.  Boscawen  St. 
Winchester,  Va. 

Green,  Thomas  W. 

Suite  2-H,  Doctors  Bldg. 
Bristol,  Tenn. 

Green,  William  T. 

Nassawadox,  Va. 
Greenberg,  David  J. 

1805  Monument  Ave. 
Richmond,  Va. 

Greenberg,  H.  L. 

Box  447 

Sylacauga,  Ala. 

Greene,  Wm.  B. 

133  Harrison  St. 

Petersburg,  Va. 

Greenspon,  Emanuel 
305  Blair  Ave. 

Newport  News,  Va. 
Greenwald,  Michael 
701-3  Washington  St. 
Portsmouth,  Va. 

Greever,  Donald  Leroy 
ChUhowie,  Va. 

Greever,  WUliam  N. 

ChUhowie,  Va. 

Gregoriou,  Panos  G. 
Dickenson  Clinic 
Clintwood,  Va. 

Gregory,  Fleta  A. 

90  Deep  Creek  Blvd. 
Portsmouth,  Va. 

Gregory,  Warren  C. 

114  W.  Boscawen  St. 
Winchester,  Va. 

Greig,  John  Hamilton 
Johnston-Willis  Hospital 
Richmond,  Va. 

Greiner,  A.  B. 

Rural  Retreat,  Va. 

Grether,  Eugene  R. 

310  S.  Washington  St. 
Alexandria,  Va. 

Grier,  George  S. 

84  30th  St. 

Newport  News,  Va. 

Griffin,  Hugh 
321-3  Dominion  Bank  Bldg. 
Bristol,  Va. 
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Griffith,  C.  Y. 

Mount  Holly,  Va. 

Griffith,  Lloyd  T. 

Mount  Holly,  Va. 

Grigg,  Wm.  F.,  Jr. 

811  VV.  Franklin  St. 
Richmond  20,  Va. 

Grigsby,  B.  C. 

Professional  Bldg. 

Bristol,  Tenn. 

Grigsby,  William  C.,  Jr. 
Doctor’s  Bldg. 

Bristol,  Tenn.-Va. 

Grimes,  James  E. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Grinels,  J.  R. 

Professional  Bldg. 
Richmond  19,  Va. 

Grinnan,  R.  Bryan,  Jr. 

601  Medical  Tower 
Norfolk,  Va. 

Grinnan,  William  C. 

1100  W.  Franklin  St. 
Richmond  20,  Va. 

Grizzard,  J.  J. 

Branchvflle,  Va. 

Grizzard,  William  S. 

724  S.  Adams  St. 

Petersburg,  Va. 

Groseclose,  A.  M. 

903  Medical  Arts  Bldg. 
Roanoke,  Va. 

Groseclose,  Eugene  S. 

511  Allied  Arts  Bldg. 
Lynchburg,  Va. 

Gross,  Frederick  M. 

P C).  Box  86 
McLean,  Va. 

Gross,  Jerome  S. 

1201  lackson  Street 
South  Norfolk,  Va. 

Grossmann,  William 
109  S.  Market  St. 

Petersburg,  Va. 

Grove,  Pembroke  Thomson 
114  W.  Boscawen  St. 
Winchester,  Va. 

Grubbs,  E.  L. 

Front  Royal,  Va. 

Grubbs,  R.  H. 

Christiansburg,  Va. 

Gruver,  Robert  H. 

6504  Williamsburg  Blvd. 
Arlington,  Va. 

Gryte,  Clifford  F. 

Box  822 

Huron,  S.  Dak. 

Guerrant,  John  L. 

University  Hospital 
Charlottesville,  Va. 

Guerry,  DuPont,  III 
2015  Monument  Ave. 
Richmond  20,  Va. 

Guiang,  Sixto,  Jr. 

P.O.  Box  342 
Burlington,  Iowa 
Guillaudeu,  Robert  L. 

Park  Ave.  & Little  Falls  Road 
Falls  Church,  Va. 

Guillette,  James  Louis 
21  Elm  St. 

Worcester,  Mass. 

Guss,  John  H. 

25  N.  Central  Ave. 

Staunton,  Va. 

Guthrie,  Aiastair  Nixon 
Floyd  County  Clinic 
Floyd,  Va. 


Gwathmey,  Owen 
Professional  Bldg. 

Richmond,  Va. 

Haag,  Harvey  B. 

Medical  College  of  Va. 
Richmond,  Va. 

Haas,  Theron  H. 

212  6th  St. 

Radford,  Va. 

Habel,  J.  AL,  Jr. 

Lakeview  Clinic 
Suffolk,  Va. 

Haddock,  Edward  E. 

1133  W.  Franklin  St. 

Richmond  20,  Va. 

Haden,  Chas.  W. 

Evington,  Va. 

Haden,  E.  J. 

Arvonia,  Va. 

Haden,  Halcott  T. 

VA  Hospital 
Richmond  19,  Va. 

Hagan,  Hugh  J.,  Jr. 

315  King  George  Ave.,  S.  W. 
Roanoke,  Va. 

Hagan,  Robert  C. 

315  King  George  Ave.,  S.  W. 
Roanoke,  Va. 

Hagenbuck,  Clark  H. 

1846  Avon  Rd.,  S.  W. 

Roanoke  15,  Va. 

Haggerty,  Thomas  E. 

411  E.  Broad  St. 

Falls  Church,  Va. 

Hagood,  J.  D. 

Clover,  Va. 

Hagood,  Warren  C. 

Clover,  Va. 

Hagood,  W.  J.,  Jr. 

Clover,  Va. 

Hagy,  J.  H. 

Box  104 
Abingdon,  Va. 

Hahn,  Gunter  Ernst 
339  East  Center  St. 

Manassas,  Va. 

Hakala,  Edwin  W. 

2222  Monument  Ave. 

Richmond,  Va. 

Hall,  Allan 

1423  Farmhill  Circle 
Falls  Church,  Va. 

Hall,  Glenn  C.,  Jr. 

Randolph  St. 

Radford,  Va. 

Hall,  Gordon  D. 

3823  Brook  Road 
Richmond  22,  Va. 

Hall,  James  K.,  Jr. 

Westbrook  Sanatorium 
Richmond,  Va. 

Hall,  S.  C.,  Jr. 

139  S.  Main 
Danville,  Va. 

Hallay,  Leo  I. 

Ft.  Blackmore,  Va. 

Halmai,  Zoltan 
217  Verne  Ave. 

Portsmouth,  Va. 

Halter,  Paul  Edmund 
2316  Valley  Dr. 

Alexandria,  Va. 

Ham,  Tibor 
Glyndon  St. 

Vienna,  Va. 

Hamilton,  John  R. 

Nassawadox,  Va. 


Hamlett,  Luther  J. 

408  Shenandoah  Bldg. 
Roanoke,  Va. 

Hamlin,  Fred  E. 

Box  2276 
Roanoke,  Va. 

Hammer,  H.  H. 

Chatham,  Va. 

Hammond,  H.  G. 

P.O.  Box  1 
Ridgeway,  Va. 

Hamner,  Jas.  L. 

Mannboro,  Va. 

Hamner,  John  D.,  Jr. 

Blanton  Bldg. 

Richmond  19,  Va. 

Hampton,  Florine  K. 

Peoples  Bldg.,  Room  413 
Charleston,  W.  Va. 

Hancock,  Edward  H.,  Jr. 

1901  Thomson  Dr. 

Lynchburg,  Va. 

Hancock,  Ira  L. 

Creeds,  Va. 

Hand,  George  P.,  Jr. 

209  W.  Ocean  View  Ave. 
Norfolk  3,  Va. 

Handy,  Frank  E. 

309  Wise  St. 

Appalachia,  Va. 

Hankins,  G.  G. 

Box  25 

Newport  News,  Va. 

Hankins,  George  S. 

A-ledical  Arts  Bldg. 

Newport  News,  Va. 

Hanna,  Michael  I. 

333  Main  St. 

Covington,  Va. 

Hannan,  Charles  E. 

3801  N.  Fairfax  Dr. 

Arlington,  Va. 

Hannon,  John  Francis 
7 Corners  Medical  Bldg. 

Falls  Church,  Va. 

Harden,  Arthur  Gardner 
University  of  Virginia 
Charlottesville,  Va. 

Hardy,  Thomas  Griffin,  Jr. 

1234  Franklin  Road 
Roanoke,  Va. 

Hardy,  W.  G. 

Box  44 
Bedford,  Va. 

Hargrave,  Robert  L. 

135  Center  Street,  South 
Vienna,  Va. 

Hargrave,  W.  W. 

104  Fable  Ave. 

Portsmouth,  Va. 

Hargrove,  Brooks  L.,  Jr. 

5814  Afton  Parkway 
Portsmouth,  Va. 

Hargrove,  Roy  B.,  Jr. 

800  Oak  St. 

Farmville,  Va. 

Hargroves,  A.  W.,  Jr. 

1006  Sterling  Point  Dr. 
Portsmouth,  Va. 

Harkrader,  Chas.  J. 

2-F  Doctors  Bldg. 

Bristol,  Tenn. 

Harley,  Mary 

1310  Park  PL,  Univ.  Station 
Charlottesville,  Va. 

Harman,  William  E. 

17  Terry  Court 
Staunton,  Va. 
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Harmon,  Derwin  K. 

711  S.  Jefferson  St. 

Roanoke,  Va. 

Harper,  Edgar  C. 

8554  Old  Spring  Rd. 

Richmond,  Va. 

Harper,  Edwin  A. 

1900  Tate  Springs  Road 
Lynchburg,  Va. 

Harper,  F.  G. 

Kings  Daughters  Hospital 
Staunton,  Va. 

Harrell,  C.  Lydon 
1400  Graydon  Ave. 

Norfolk,  Va. 

Harrell,  D.  L.,  Jr. 

3522  Campbell  Ave. 

Lynchburg,  Va. 

Harrell,  Gordon  Fletcher 
407  Medical  Tower 
Norfolk  7,  Va. 

Harrington,  R.  H. 

Bank  of  Marion  Bldg. 

Marion,  Va. 

Harris,  A.  Epes,  Jr. 

Professional  Bldg. 

Blackstone,  Va. 

Harris,  Campbell 
101  Bryan  Blvd. 

Ft.  Lauderdale,  Fla. 

Harris,  Campbell,  Jr. 

7508  Marilea  Road 
Richmond,  Va. 

Harris,  Edward  D. 

1003  Hazel  Court 
Norfolk  6,  Va. 

Harris,  I.  D. 

817  Davis  Whitney  Bldg. 

Detroit  26,  Mich. 

Harris,  Jack  H. 

1536  Leaview  Ave.,  Willoughby 
Norfolk  3,  Va. 

Harris,  John  L.,  Jr. 

1216A  South  Jefferson  St. 
Roanoke,  Va. 

Harris,  jMalcolm  H. 

Box  250 

West  Point,  Va. 

Harris,  Rogers  N. 

Port  Royal,  Va. 

Harris,  Ronald  B. 

3713  Three  Chopt  Lane,  S.W. 
Roanoke,  Va. 

Harris,  William  H.,  Jr. 

1000  West  Grace  St. 

Richmond  20,  Va. 

Harris,  W.  L. 

1112  Matoaka  St. 

Norfolk,  Va. 

Harris,  William  L. 

6318  Willston  Dr. 

Falls  Church,  Va. 

Harrison,  A.  B. 

415  Franklin  St. 

Franklin,  Va. 

Harrison,  Carrington 
306  W.  Cork  St. 

Winchester,  Va. 

Harrison,  Guy  R. 

Professional  Bldg. 

Richmond,  Va. 

Harrison,  Harry 
712  Botetourt  St. 

Norfolk,  Va. 

Harrison,  J.  M. 

1200  E.  Broad  St. 

Richmond,  Va. 


Harrison,  Wm.  V. 

212  Fairway  Dr. 

Ormond  Beach,  Fla. 
Harshbarger,  J.  C. 

401  News  Record  Bldg. 
Harrisonburg,  Va. 

Hart,  Andrew  D. 

Box  3696,  University  Station 
Charlottesville,  Va. 

Hart,  J.  A. 

311  W.  31st  St. 

Baltimore,  Md. 

Hart,  Kirby  T.,  Jr. 

109  S.  Market  St. 
Petersburg,  Va. 

Hartley,  G.  S. 

Clifton  Forge,  Va. 

Hartley,  James  P. 

6434  Brandon  Ave. 
Springfield,  Va. 

Hartwell,  H.  R. 

Radford,  Va. 

Harwood,  Charles  P. 

Route  1,  Box  10 
Doswell,  Va. 

Harwood,  Garland  M. 

1647  W.  Grace  St. 
Richmond,  Va. 

Haslup,  Allen  L. 

209  Alpine 
Homewood,  Ala. 

Hatcher,  William  F. 

310  Carlton  Terrace 
920  S.  Jefferson  St. 

Roanoke,  Va. 

Hatfield,  C.  C. 

Saltville,  Va. 

Hatfield,  Margaret 
% Kathryn  Hamner 
514  Talbot 
Albany  6,  Calif. 

Hatten,  John  Q. 

316  Main  St. 

Newport  News,  Va. 

Hauser,  Walter  A. 

P.  O.  Box  271 
Petersburg,  Va. 

Hawkins,  Josias  Henry 
37  Hartwell  Rd. 

West  Hartford  17,  Conn. 
Hawkins,  Richard  F. 

Medical  Center 
Tate  Springs  Rd. 

Lynchburg,  Va. 

Hawkins,  R.  P.,  Jr. 

Box  405 

Clifton  Forge,  Va. 
Hawthorne,  Allen  T. 

110  N.  Braddock  St. 
Winchester,  Va. 

Hayden,  G.  Douglas 
331  Oak  Lane 
Richmond,  Va. 

Haynes,  B.  W.,  Jr. 

1200  East  Broad  St. 
Richmond  19,  Va. 
Haynesworth,  J.  E.,  Jr. 

205  Courtland  Bldg. 
Lynchburg,  Va. 

Hayter,  Harry  M. 

Johnston  Mem.  Hosp. 
Abingdon,  Va. 

Hazel,  John  T. 

919  N.  Kenmore  St. 
Arlington,  Va. 

Hearn,  John  Thomas 
Penn  Laird,  Va. 


Heath,  Frederick  C. 

Ill  Lee  Ave. 

Takoma  Park  12,  Md. 
Heatwole,  Eugene  W. 

316  Main  St. 

Newport  News,  Va. 

Hebei,  Herbert  D. 

1816  Nebraska  St. 

Sioux  City,  Iowa 
Heda,  Tibor 
8 Marshall  St. 

Petersburg,  Va. 

Hedges,  H.  S. 

104  E.  Market  St. 
Charlottesville,  Va. 

Hedrick,  Thomas  B. 

P.  O.  Box  148 
Buena  Vista,  Va. 

Hefner,  Charles  A. 

2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Helbert,  Hollen  Garber 
307  National  Bank  Bldg. 
Harrisonburg,  Va. 

Helenbolt,  Kenneth  S. 

1600  University  Avenue 
Grand  Forks,  N.  D. 

Heifer,  Sidney  Paul 
330-B  Bayview  Blvd. 

Norfolk,  Va. 

Hellebrandt,  Frances  A. 

333  W.  Washington 
Madison  3,  Wis. 

Helu,  Nicholas 
316  Charles  St. 

Vienna,  Va. 

Helvestine,  Frank 
303  Medical  Arts  Bldg. 
Roanoke  11,  Va. 

Henderson,  Chas.  H. 

Norton,  Va. 

Henderson,  Edmund  M. 

Nassawadox,  Va. 

Henderson,  Tillou,  Jr. 

Clinch  Valley  Clinic 
Richlands,  Va. 

Henderson,  W.  C. 
Northampton-Accomac  Mem. 
Hospital 

Nassawadox,  Va. 

Hendrix,  Paul  C. 

140  E.  Spring  St. 

Wytheville,  Va. 

Henry,  Reginald  B.,  Jr. 

301  Medical  Tower 
Norfolk,  Va. 

Hensley,  Donald  T. 

Fitzsimons  Army  Hospital 
Denver,  Colo. 

Henson,  Grahame  F. 

101  E.  Culpeper  St. 

Culpeper,  Va. 

Herring,  A.  L.,  Jr. 

401  W.  Grace  St. 

Richmond,  Va. 

Herring,  Russell  E.,  Jr. 

Hilltop  Road 
Crozet,  Va. 

Herrington,  M.  S. 

912  Campostella  Rd. 

Norfolk  6,  Va. 

Hertzler,  Chas.  W. 

Bergton,  Va. 

Hesdorffer,  Meredith  B. 

6 Whittle  Rd. 

Martinsville,  Va. 

Hess,  Ralph  W. 

Box  1183 
Grundy,  Va. 
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Heyder,  Dietrich  W. 

1362  Westmoreland  Ave. 
Norfolk,  Va. 

Hickarn,  C.  W. 

Box  638 
Pulaski,  Va. 

Hickson,  Edward  Watts 
Rustburg,  Va. 

Hiden,  Martin  B. 

P.  O.  Box  467 
Warrenton,  Va. 

Higgins,  William  Harrison,  Jr. 
3540  Floyd  Ave. 

Richmond  21,  Va. 

Higgs,  James  A.,  Jr. 

12  Terry  Court 
Staunton,  Va. 

Hightower,  Robert  B. 

201  N.  Washington  St. 
Alexandria,  Va. 

Hileman,  S.  P. 

Millboro,  Va. 

Hill,  Douglass  O. 

137  W.  Boscawen  St. 
Winchester,  Va. 

Hill,  Elizabeth  H. 

Fairfax  Medical  Center 
Fairfax,  Va. 

Hill,  J.  Edward 
409  Medical  Arts  Bldg. 
Richmond,  Va. 

Hill,  John  H. 

400  W.  14th  St. 

Norfolk  7,  Va. 

Hill,  Kathryn  D. 

Cavalier  Dr.  & Holly  Rd. 
Virginia  Beach,  Va. 

Hill,  Lucy  Scott 
112  N.  Blvd. 

Richmond,  V a. 

Hill,  N.  N.,  Jr. 

1301  Colonial  Ave. 

Norfolk,  Va. 

Hill,  Paul  S. 

Box  324 

Harrisonburg,  Va. 

Hill,  William  R. 

401  W.  Grace  St. 

Richmond  20,  Va. 

Hinchman,  F.  Ernest 
2600  Hanover  Ave. 
Richmond,  Va. 

Hines,  Ben  H. 

Keokee,  Va. 

Hinton,  James  Karr 
South  Boston,  Va. 

Hirsch.  Kurt 
Franklin,  Va. 

Hirsley,  Erwin  Leopold 
51-43  Ellington 
Western  Springs,  111. 

Hite,  Oscar  L. 

Professional  Bldg. 

Richmond,  Va. 

Hitrec,  William  S. 

215  S.  Painter  Ave. 

Whittier,  Calif. 

Hladys,  Jacob  J. 

928  W.  Franklin  St. 
Richmond,  Va. 

Hoback,  William  W. 

Clinch  Valley  Clinic 
Richlands,  Va. 

Hobbs,  Frank  I. 

506  Church  St. 

Lynchburg,  Va. 

Hobbs,  L.  Floyd 
Hunting  Towers,  West  16 
Alexandria,  Va. 


Hoch-Ligeti,  Cornelia 
303  S.  Church  St. 

Shepherdstown,  W.  Va. 

Hockett,  William  J. 

Dixie  Hospital 
Hampton,  Va. 

Hodges,  A.  B. 

1115  Colonial  Ave. 

Norfolk,  Va. 

Hodges,  Emory  F.,  Jr. 

Hunting  Towers,  Center  631 
Alexandria,  Va. 

Hodges,  Fred  M. 

1000  W.  Franklin  St. 

Richmond,  Va. 

Hoene,  Rudolf 
125  Earle 
Elkins,  W.  Va. 

Hoff,  Ebbe  Curtis 
Medical  College  of  Va. 

Richmond,  Va. 

Hoffler,  Oswald  W. 

651  E.  Olney  Rd. 

Norfolk  10,  Va. 

Hoffman,  Martin  A. 

6823  Kensington  Ave. 

Richmond,  Va. 

Hoffman,  Robert  Arnold 
5311  Patterson  Ave. 

Richmond,  Va. 

Hoge,  Joseph  H. 

105  W.  Williamsburg  Rd. 

Sandston,  Va. 

Hoge,  Randolph  H. 

1200  East  Broad  St. 

Richmond,  Va. 

Hogg,  Paul 
87  29th  St. 

Newport  News,  Va. 

Holden,  Howard  T. 

3 E.  Beverley  St. 

Staunton,  Va. 

Holderby,  C.  E. 

404  Warwick  Rd. 

Newport  News,  Va. 

Holladay,  Beverly  L. 

Box  117 
Suffolk,  Va. 

Holladay,  Lewis  Winston 
VA  hiospital 
Richmond,  Va. 

Holland,  Walter  R. 

1630  Belfield  Place 
Lynchburg,  Va. 

Hollander,  Vincent  P. 

University  Hospital 
Charlottesville,  Va. 

Hollifield,  Guy  F. 

University  Hospital 
Charlottesville,  Va. 

Hollins,  George  G.,  Jr. 

307  Medical  Tower 
Norfolk,  Va. 

Holloway,  J.  Minor 
N.  W.  Corner  Hanover  & Charles 
Sts. 

Fredericksburg,  Va. 

Hollowell,  John  W. 

412  Washington  St. 

Portsmouth,  Va. 

Holmes,  E.  M„  Jr. 

American  Embassy 
New  Delhi,  India 
Holmes,  I.  Earl 
Box  810 
Staunton,  Va. 

Holsinger,  H.  B. 

Peoples  Natl.  Bank  Bldg. 

Farmville,  Va. 


Holsinger,  J.  R. 

126  West  Main  St. 

Luray,  Va. 

Holt,  Mark  E.  Jr. 

103  Apollo  St. 

Petersburg,  Va. 

Holt,  William  C. 

Box  879 

Angleton,  Texas 
Homa,  Michael 

Springfield  Medical  Arts  Bldg. 
Springfield,  Va. 

Honeycutt,  Grover  Cleveland,  Jr. 

Gate  City,  Va. 

Hood,  M.  H. 

Professional  Bldg. 

Portsmouth,  Va. 

Hood,  Robert  C. 

3260  Wilson  Blvd. 

Arlington,  Va. 

Hooker,  George  W. 

806  Aledical  Arts  Bldg. 

Roanoke,  Va. 

Hooker,  R.  C. 

3115  Hull  St. 

Richmond,  Va. 

Hooker,  R.  C.,  Jr. 

3115  Hull  St. 

Richmond,  Va. 

Hooten,  William  Samuel 
212  Langhorne  Rd. 

Lynchburg,  Va. 

Hoover,  Herbert  C. 

1 16  S.  Sycamore  St. 

Petersburg,  Va. 

Hoover,  Mary  Lou 
Fishersville,  Va. 

Hoover,  M.  J.,  Jr. 

Poplar  Grove 
New  Kent,  Va. 

Hoover,  Roy  M. 

707  Medical  Arts  Bldg. 

Roanoke,  Va. 

Hoover,  William  B. 

1516  Colonial  Ave. 

Norfolk,  Va. 

Hopewell,  E.  L. 

Strasburg,  Va. 

Hopkins,  F.  Reed 
1901  Thomson  Dr. 

Lynchburg,  Va. 

Hopkins,  Julius  Herman 
17  Shore  St. 

Petersburg,  Va. 

Horgan,  Edmund 
4 South  Stuart  St. 

Winchester,  Va. 

Hornbarger,  Ira  T. 

Hot  Springs,  Va. 

Horne,  Francis  G. 

311  A4ain  St. 

Hampton,  Va. 

Horne,  Alelvin  L. 

10400  Warwick  Blvd. 

Newport  News,  Va. 

Hornthal,  Henry  A. 

2100  AJass.  Ave.,  N.  W.,  Suite  107 
Washington,  D.  C. 

Horsley,  Guy  W. 

617  W.  Grace  St. 

Richmond,  Va. 

Horsley,  John  Shelton,  III 
617  West  Grace  St. 

Richmond,  Va. 

Hortenstine,  John  C. 

110  Lee  St. 

Winchester,  Va. 
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Horton,  Albert  G. 

1062  Brandon  Ave. 
Norfolk,  Va. 

Horton,  Charles  E. 

603  Medical  Tower 
Norfolk,  Va. 

Horton,  Howard  M. 
Eastern  State  Hospital 
Williamsburg,  Va. 
Hosfield,  William  H. 

West  Point,  Va. 

Hoskins,  Horace  D. 

Kilmarnock,  Va. 

Hoskins,  John  H. 

1 16  Linden  .Ave. 
Lynchburg,  Va. 
Hotchkiss,  Wm.  J. 

Broadway,  Va. 

Hotchkiss,  Wm.  S. 

702  Medical  Tower 
Norfolk,  Va. 

Houck,  Joseph  W. 

Medical  Center 
Tate  Springs  Rd. 
Lynchburg,  Va. 

Houff,  Louis  A. 

Farrar  Bldg. 

Clifton  Forge,  Va. 
Houser,  A.  A. 

16  N.  22nd  St. 

Richmond,  Va. 

Houser,  Aubrey  A.,  Jr. 

710  Medical  Arts  Bldg. 
Richmond,  Va. 

Howard,  K.  W. 

412  Washington  St. 
Portsmouth,  Va. 

Howard,  L.  M.,  Jr. 

Medical  Center 
Lynchburg,  Va. 

Howard,  Robert  L. 

3853  Wilson  Blvd. 
Arlington  3,  Va. 
Howren,  Harry  H.,  Jr. 

820  W.  Franklin  St. 
Richmond,  Va. 

Howze,  Chas.  P. 

919  Rugby  Rd. 
Charlottesville,  Va. 
Howze,  H.  H. 

Box  158 
Norton,  Va. 

Hoyle,  John  D. 

312  S.  Washington  St. 
Alexandria,  Va. 

Hubert,  Juergen 
8322  West  Weyburn  Rd. 
Richmond  25,  Va. 
Huddle,  S.  W. 

Box  193 

Rural  Retreat,  Va. 
Hudgens,  Robert  O. 

6823  Kensington  Ave. 
Richmond,  Va. 

Hudson,  Charles  Albert 
121  N.  Washington  St. 
Alexandria,  Va. 

Hudson,  Gwen  S. 

1905  Woodbine  Rd. 
Richmond  25,  Va. 

Huff,  John  M. 

5910  Upper  Brandon  PI. 
Norfolk.  Va. 

Huff,  W.  Banks 
508  8th  St.,  S.  W. 
Roanoke,  Va. 

Huffman,  Jacob  S. 

Dayton,  Va. 


Huffman,  O.  L. 

3332  Barnhill  Lane 
Roanoke,  Va. 

Huffstetler,  Wm.  H.,  Jr. 

2901  West  Ave. 

Newport  News,  Va. 
Hughes,  C.  B. 

Wytheville,  Va. 

Hughes,  Grey  Carlton 
74  Tidemill  Lane 
Hampton,  Va. 

Hughes,  Marjorie  H. 

3217  N.  Nottingham  St. 
Arlington  7,  Va. 

Hughes,  Richard 

19  N.  Washington  St. 
Winchester,  Va. 

Hughes,  Robert  C. 

223  Claiborne  Ave. 

Rocky  Mount,  Va. 

Hughes,  Samuel  Edwin,  Jr. 
VA  Hospital 
Rutland  Heights.  Mass. 
Hughes,  William  C. 

P.O.  Box  7 
Boones  .Mill,  Va. 

Hulcher,  Julius  Charles 
1001  W.  Franklin  St. 
Richmond,  Va. 

Hulley,  L.  W„  Jr. 

1108  W.  Franklin  St. 
Richmond,  Va. 

Hume,  David  M. 

1200  E.  Broad  St. 

Richmond,  Va. 

Humphries,  M.  K. 

Box  1031 

Charlottesville,  Va. 
Humphries,  Thomas  J. 

303  Washington  Ave.,  S.  W. 
Roanoke,  Va. 

Humphries,  William  C. 

P.O.  Box  1 147 
Front  Royal,  Va. 

Hundley,  John  T.  T. 
c/o  City  Health  Dept. 
Lynchburg,  Va. 

Hundley,  Joseph  L. 

320  N.  Main  St. 

Orlando,  Fla. 

Hunnicutt,  Thomas 
303  Medical  Arts  Bldg. 
Newport  News,  Va. 

Hunt,  B.  E. 

31 16  Victoria  Blvd. 

Hampton,  Va. 

Hunt.  Charles  F. 

1011  E.  High  St. 
Charlottesville,  Va. 

Hunt,  Patricia 
91 1 South  Lee  St. 

Alexandria,  V a. 

Hunt,  R.  Brooks 
1805  Monument  Ave. 
Richmond,  Va. 

Hunt,  Robert  C. 

Ill  Penn  Ave. 

Falls  Church,  Va. 

Hunter,  E.  S.,  Jr. 

7575  Virginia  Beach  Blvd. 
Norfolk,  Va. 

Hunter,  Thomas  H. 

“Big  Oaks” 

Cismont,  Va. 

Hupp,  Cecil  Guy 
Mt.  Jackson,  Va. 

Hurt,  George  S. 

1201  Franklin  Rd.,  S.  W. 
Roanoke  16,  Va. 


Hurt,  George  W. 

1201  Franklin  Rd.,  S.  W. 
Roanoke,  Va. 

Hurt,  Holcombe  H. 

Doctors  Bldg. 

212  Langhorne  Rd. 
Lynchburg,  Va. 

Hurt,  Ira 

Medical  Arts  Bldg. 

Roanoke  11,  Va. 

Hurt,  John  O. 

Box  397,  Professional  Bldg. 
Vinton,  Va. 

Hutcheson,  J.  M. 

Professional  Bldg. 
Richmond,  Va. 

Hutcheson,  James  M.,  Jr. 

808  Professional  Bldg. 
Richmond,  Va. 

Hutcheson,  Robert  S.,  Jr. 

1224  Franklin  Rd. 

Roanoke,  Va. 

Hutchinson,  J.  R.  B. 

3157  N.  19th  St. 

Arlington,  Va. 

Hutchinson,  J.  R.  B.,  Jr. 

Mattie  Williams  Hospital 
Richlands,  Va. 

Hutt,  James  Brooke,  Jr. 
Medico-Dental  Bldg. 
Warrenton,  Va. 

Hyde,  Robert  Todd,  Sr. 
Dejarnette  State  Sanitorium 
Staunton,  Va. 

Hylton,  Claude  K. 

419  Centreville  Rd. 

Manassas,  Va. 

Iden,  C.  H. 

Box  26 

Berry ville,  Va. 

Iden,  Robert  W. 

418  Culpeper  St. 

Warrenton,  Va. 

Iden,  Thomas  C. 

115  Swan  Ave. 

Berryville,  Va. 

Imburg,  Cdr.  Jerome,  MCUSN 
U.  S.  Naval  Hospital,  Navy 
# 115  F.P.O.,  New  York 
Ingram,  Lewis  Karl 
1023  Spruce  St. 

Norton,  Va. 

Ingram,  Phyllis  Ray 
University  Hospital 
Charlottesville,  Va. 
Inguagiato,  Gerard  J. 

200  Little  Falls  Street 
Falls  Church,  Va. 

Inloes,  Benjamin  H.,  Jr. 

31 16  Victoria  Blvd. 
Hampton,  Va. 

Irby,  E.  Claiborne 
5404  Queensbury  Rd. 
Richmond,  Va. 

Irby,  J.  H. 

21  Starling  Ave. 

Martinsville,  Va. 

Irby,  Robert 
1200  E.  Broad  St. 
Richmond,  Va. 

Irons,  Robert  P. 

Rockbridge  Prof.  Bldg. 
Lexington,  Va. 

Irvin,  Charles  M. 

2125  Jefferson  St. 

Roanoke,  Va. 

Irvin,  Emory  Roy 
VPI  Infirmary 
Blacksburg,  Va. 
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Irvin,  W.  P. 

Medical  Tower 
Norfolk  7,  Va. 

Irving,  E.  Palmore 
134  S.  Sycamore  St. 
Petersburg,  Va. 

Jacklin,  Lawrence  A. 

511  West  Broad  St. 

Falls  Church,  Va. 

Jackson,  Harold  M. 

Leesburg,  Va. 

Jackson,  Hunter  S. 

322  Greenway  Lane 
Richmond  26,  Va. 

Jackson,  James  T. 

Ill  W.  Market  St. 
Leesburg,  Va. 

Jackson,  John  A. 

48  Deep  Creek  Blvd. 
Portsmouth,  Va. 

Jackson,  Randolph  Mott 
116  S.  Sycamore  St. 
Petersburg,  Va. 

Jacobs,  Frederick  M. 
Carlton  Terrace  Bldg. 
Roanoke,  Va. 

Jacobson,  A.  M. 

17  Highland  Ave.,  S.  W. 
Roanoke  16,  Va. 

Jacobson,  Philip 

18  Liberty  St. 

Petersburg,  Va. 

James,  George  Watson,  III 
Bon  Air,  Va. 

Jamison,  B.  F. 

7320  Warwick  Blvd. 
Newport  News,  Va. 

Jantz,  J.  G. 

Bedford,  Va. 

Januszeski,  Francis  J. 

6106  Morningside  Dr. 
Richmond  26,  Va. 

Jarman,  Jeannette  M. 

Hot  Springs,  Va. 

Jarman,  M.  B. 

Hot  Springs,  Va. 

Jefferies,  Allan  H. 

214  Southern  Office  Bldg. 
Norfolk,  Va. 

Jennings,  Eileen  A.  T. 

304  E.  Main  St. 

Bedford,  Va. 

Jennings,  Thomas  H. 

304  E.  Main  St. 

Bedford.  Va. 

Jennings,  Thornton  S. 
Baker- Veterans  Hospital 
Martinsburg,  W.  Va. 
Jennings,  W.  Stanley 
1160  Virginia  Avenue 
S.  Norfolk,  Va. 

Jessee,  Robert  W. 

4813  W.  Seminary  Ave. 
Richmond,  Va. 

Jeter,  N.  B. 

Barr-Topham  Bldg. 

Main  Street 
Covington,  Va. 

Jimenez  S.,  Julio 
Box  168 

Stuarts  Draft,  Va. 

Jofko,  John 
611  Medical  Arts  Bldg. 
Roanoke,  Va. 

Johns,  Frank  S. 

10  Stonehurst  Greet 
Richmond,  Va. 


Johns,  Leo  E.,  Jr. 

10217  Tracey 
Kansas  City  31,  Mo. 

Johns,  Thomas  N.  P. 

6305  Towana  Rd. 

Richmond,  Va. 

Johns,  Thomas  Richards,  II 
Univ.  of  Virginia  Hospital 
Charlottesville,  Va. 

Johns,  Wm.  A. 

Johnston-Willis  Hospital 
Richmond,  Va. 

Johnson,  Alfred  G. 

246  Halifax  St. 

Petersburg,  Va. 

Johnson,  E.  L. 

903  Longwood  Ave. 

Bedford,  Va. 

Johnson,  Ellsworth 
Memorial  Hospital 
Winchester,  Va. 

Johnson,  Frank  M. 

6446  Peters  Creek  Rd. 
Roanoke,  Va. 

Johnson,  Hal  S. 

202  Wood  Rd. 

Richmond,  Va. 

Johnson,  Harold  M. 

405  Shreve  St. 

Falls  Church,  Va. 

Johnson,  Harry  I.,  Jr. 

1315  Second  St.,  S.W. 
Roanoke,  Va. 

Johnson,  L.  Meredith 
N.Y.U.,  Bellevue  Med.  Center 
New  York  16,  N.Y. 

Johnson,  Lester  D.,  Jr. 

6318  Willston  Dr. 

Falls  Church,  Va. 

Johnson,  Marcellus  A.,  Ill 
2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Johnson,  Walter  H. 

P.O.  Box  108 
Spotsylvania,  Va. 

Johnson,  W.  Rayner 
117  W.  Boscawen  St. 
Winchester,  Va. 

Johnson,  Walter  Smith 
404  Coulter  Bldg. 

Roanoke,  Va. 

Johnson,  Walter  W.,  Jr. 

202  Walnut  St. 

Covington,  Va. 

Johnston,  C.  Frederick,  Jr. 
Johnston  Memorial  Hospital 
Abingdon,  Va. 

Johnston,  Mary  Elizabeth 
Box  108 
Tazewell,  Va. 

Johnston,  W.  W. 

Box  175 
Manteo,  N.  C. 

Johnston,  William  B. 

3602  Monument  Ave. 
Richmond,  Va. 

Jonas,  John  F. 

3238  Downing  Dr. 
Lynchburg,  Va. 

Jones,  A.  McCray 

Rt.  2,  Box  218,  Shady  Banks 
Washington,  N.  C. 

Jones,  Alfred  P. 

1234  Franklin  Road,  S.W. 
Roanoke,  Va. 

Jones,  Basil  B. 

526  N.  Blvd. 

Richmond,  Va 


Jones,  Ben  C.,  Jr. 

312  S.  Washington  St. 
Alexandria,  Va. 

Jones,  Brock  D.,  Jr. 

910  Medical  Tower 
Norfolk  7,  Va. 

Jones,  Charles  Robert 
P.  O.  Box  743 
Venice,  Fla. 

Jones,  Delmas  B. 

Norton  Com.  Hosp. 
Norton,  Va. 

Jones,  E.  S. 

4401  Victoria  Blvd. 
Hampton,  Va. 

Jones,  George  R. 

129  N.  Rose  Ave. 

Highland  Springs,  Va. 
Jones,  Gordon  W. 

2301  Fall  Hill  Ave. 
Fredericksburg,  Va. 

Jones,  Herbert  Claiborne,  Jr. 
400  Locust  Ave. 
Charlottesville,  Va. 

Jones,  James  B. 

Suite  8,  Medical  Center 
Lynchburg,  Va. 

Jones,  James  Philip 
315  Dundee  Ave. 
Richmond,  Va. 

Jones,  John  Paul 

2910  Monument  Ave. 
Richmond  21,  Va. 

Jones,  J.  Bernard 
101  W.  Locust  St. 
Culpeper,  Va. 

Jones,  L.  P. 

211  N.  Main  St. 

Emporia,  Va. 

Jones,  Lewis  E. 

VA  Center 
Dublin,  Ga. 

Jones,  Orvin  C. 

Medical  Arts  Bldg. 
Newport  News,  Va. 

Jones,  Reverdy  H.,  Jr. 
Lankenau  Hospital 
Lancaster  & City  Line 
Philadelphia,  Pa. 

Jones,  Robert  A.  G. 
Kecoughtan  VA  Center 
Hampton,  Va. 

Jones,  Sarah  Hoover 
129  N.  Rose  Ave. 
Highland  Springs,  Va. 
Jones,  T.  Elmore 
411  Professional  Bldg. 
Portsmouth,  Va. 

Jones,  William  Russell,  Jr. 
1001  W.  Franklin  St. 
Richmond  20,  Va. 

Jordan,  Edwin  P. 

202  Nat.  Bank  Bldg. 
Charlottesville,  Va. 
Jordan,  J.  V. 

146  N.  Maple  Ave. 
Covington,  Va. 

Jordan,  Robert  Henry 
1130  First  St. 

Napa,  California 
Jordan,  William  R. 

1631  Monument  Ave. 
Richmond  20,  Va. 

Jordan,  William  S. 
University  of  Virginia 
Charlottesville,  Va. 

Josey,  William  E. 

7552  Virginian  Drive 
Norfolk,  V a. 
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Joyner,  E.  C. 

Box  146 
Suffolk,  Va. 

Joyner,  George  Richardson 
133  Chestnut  St. 

Suffolk,  Va. 

Judson,  J.  H. 

3801  N.  Fairfax  Dr. 
Arlington,  Va. 

Judy,  S.  Ben 
Clarksville,  Va. 

Kanrer,  Hulbert  J. 

1215  Jackson  St. 

So.  Norfolk  6,  Va. 

Kaplan,  Arthur  S. 

803  Medical  Tower 
Norfolk  7,  Va. 

Kastenbaum,  Otto 
6116  Chesapeake  Blvd. 
Norfolk  13,  Va. 

Kastner,  Lee  N. 

715  Loudoun  Ave. 
Portsmouth,  Va. 

Kaufman,  Kasper 
Wakefield,  Va. 

Kaufman,  Paul 
412  Sherwood  Hall  Lane 
Alexandria,  Va. 

Kaufman,  William  H. 

920  S.  Jefferson  St. 

Roanoke  13,  Va. 

Kay,  Saul 
322  Charmian  Rd. 
Richmond,  Va. 

Kay,  William  Richard 
6601  Three  Chopt  Rd. 
Richmond,  Va. 

Kearney,  Edward  F.  P. 

Mathews,  Va. 

Kearney,  Frank  A. 

110  Curry  St. 

Hampton,  Va. 

Keating,  James  L. 

704  N.  Glebe  Rd. 

Arlington,  Va. 

Keck,  William  D. 

St.  Albans  Psych.  Hospital 
Radford,  Va. 

Keefer,  C.  E. 

Medical  Center 
Lynchburg,  Va. 

Keeley,  R.  L.  A. 

1234  Franklin  Rd.,  S.W. 
Roanoke,  Va. 

Keeling,  Robert  Daniel 
South  Hill,  Va. 

Keffer,  Ernest  J.,  Jr. 

707  Medical  Arts  Bldg. 
Roanoke,  Va. 

Keffer,  Louis  H.,  Jr. 

1030  Warwick  Rd. 

Newport  News,  Va. 

Kegley,  George  B. 

Bland,  Va. 

Kegley,  James  B.,  Jr. 

600  N.  Main  St. 
Chincoteague,  Va. 

Keith,  Michael  John 
745  Graydon  Avenue 
Norfolk  7,  Va. 

Kell,  Joseph  F. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Kellam,  E.  Milton 
The  General  Surgical  Group 
Nassawadox,  Va. 


Kellam,  F.  J. 

Box  685 
Indiana,  Penn. 

Kellam,  John  Wise 
Belle  Haven,  Va. 

Kelly,  Claude  Kelso 
Mechanicsville,  Va. 
Kelly,  David  W.,  Jr. 

602  Fairfax  St. 

Culpeper,  Va. 

Kelly,  Frank  R.,  Jr. 

2031  Monument  Ave. 
Richmond,  Va. 

Kelly,  John  J.,  Ill 
VA  Hospital 
Richmond  19,  Va. 
Kelly,  Timothy  L.,  Jr. 

4615  Lee  Highway 
Arlington  7,  Va. 

Kemp,  Paul  S. 

3849  I he  Prado 
Macon,  Ga. 

Kendall,  C.  H.  G. 

37  Hillcrest  Ave. 
Manhasset,  L.I.,  N.Y. 
Kendig,  Edwin  L.,  Jr. 

3603  Grove  Ave. 
Richmond  21,  Va. 
Kendrick,  John  F. 

1001  W.  Franklin 
Richmond,  Va. 

Kendrick,  M.  Hayne 
301  S.  Columbus  St. 
Alexandria,  Va. 

Kenley,  James  B. 

201  Burnley  Drive 
Staunton,  Va. 

Kennan,  T.  F. 

Raphine,  Va. 

Kennon,  B.  R.,  Ill 
407  Medical  Tower 
Norfolk,  Va. 

Kent,  J.  Paul 
529-7th  St. 

Altavista,  Va. 

Kent,  Robert  Lionel 
Wise  Memorial  Hospital 
Wise,  Va. 

Kern,  Douglas  O. 

1802-16th  St. 

Greeley,  Colo. 

Kerpelman,  Earle  J. 

1000  Sunset  Drive 
Norfolk,  Va. 

Kerr,  Horace  E. 

Colonial  Beach,  Va. 
Kersey,  Marguerite  J. 

Peterstown,  W.  Va. 
Kersey,  William  W.,  Jr. 

Peterstown,  W.  Va. 
Khuri,  Afif  A. 

166  Academy  St. 
Poughkeepsie,  N.Y. 

Kibbe,  Milton  H. 

Box  991,  Training  School 
Petersburg,  Va. 

Kiember,  Edward  J. 

Alberta,  Va. 

Kiesel,  Joseph  A. 

5800  Lee  Highway 
Arlington,  Va. 

Kiessling,  Alice  H. 

217  Haycock  Rd. 

Falls  Church,  Va. 

Kight,  John  R. 

1301  Colonial  Ave. 
Norfolk,  Va. 


Kilby,  Edward  B. 

28  Astor  Drive 
Newport  News,  Va. 
Kilday,  John 
904  Prince  St. 
Alexandria,  Va. 
Kimbrough,  Janet  C. 
Fucker  House 
YVilliamsburg,  Va. 
Kindred,  Robert  G. 

429  Mosley  Dr. 
Charlottesville,  Va. 
King,  C.  Sidney 
506  Church  St. 
Lynchburg,  Va. 

King,  Donald  P. 

1300  Westwood  Ave. 
Richmond,  Va. 

King,  Harold  Nelson 
104  Manteo  Ave. 
Hampton,  Va. 

King,  James  P. 

Box  1172 
Radford,  Va. 

King,  James  Peter,  Jr. 

2213  N.  Berkshire  Rd. 
Charlottesville,  Va. 
King,  Marion  K. 

907  Medical  Tower 
Norfolk  7,  Va. 

King,  Nancy  B. 

Route  14,  Box  108 
Richmond,  Va. 
Kingree,  William  Blaine 
700  Morumsco  Drive 
Woodbridge,  Va. 
Kinser,  Henry  A. 

Pennington  Gap,  Va. 
Kirby,  Edgar  W.,  Jr. 

132  S.  Sycamore  St. 
Petersburg,  Va. 

Kirby,  Emerson  Lynn 
Richlands,  Va. 

Kirk,  A.  A. 

108  Ft.  Lane 
Portsmouth,  Va. 

Kirk,  T.  Allen 
3220  Brightwood  PI. 
Roanoke  11,  Va. 

Kirk,  T.  Allen,  Jr. 

709  Medical  Arts  Bldg. 
Roanoke,  Va. 

Kirkland,  Richard  H. 
8002  University  Dr. 
Richmond,  Va. 
Kirkpatrick,  S.  A. 

232  Broadway 
Hanover,  Pa. 

Kiser,  J.  B. 

418  S.  Main  St. 
Emporia,  Va. 
Kitterman,  James  S. 

117  W.  21st  St. 
Norfolk  10,  Va. 

Klein,  Arthur 
2016  Monument  Ave. 
Richmond  20,  Va. 
Klingman,  Walter  Oscar 
112  North  Boulevard 
Galveston,  Tex. 

Kliwer,  John  H. 
University  Hospital 
Charlottesville,  Va. 
Klotz,  Jeremiah  A.,  Jr. 

905  Wainwright  Bldg. 
Norfolk,  Va. 

Klune,  Frank  R. 

New  Bank  Bldg. 
Woodbridge,  Va. 
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Knight,  B.  H. 

Surry  C.  H.,  Va. 

Knight,  Wm.  Irvin,  Jr. 

3907  Stuart  Ave. 

Richmond,  Va. 

Koehler,  Rolf  A. 

Fairfax  Medical  Center 
Fairfax,  Va. 

Kohn,  Theodore 
603  N.  Allen  Ave. 

Richmond  20,  Va. 

Koontz,  W.  W. 

506  Allied  Arts  Bldg. 

Lynchburg,  Va. 

Korn,  Ludwig  FI. 

3232  Tidewater  Dr. 

Norfolk,  Va. 

Koth,  Douglas  Robert 
2221  N.  Buchanan  St. 

Arlington,  Va. 

Kraler,  Franz  M. 

P.  O.  Box  302 
Hayes,  Virginia 
Kraus,  Harry  L. 

17  Shore  Park  Dr. 

Denbigh  Station 
Newport  News,  Va. 

Krebser,  Werner 
310  Ingleside  Ave. 

McLean,  Va. 

Kreshover,  Seymour  J. 

Nat.  Institute  of  Dental 
Research,  Nat.  Institutes  of  Health 
Bethesda  14,  Md. 

Kress,  Clarence  Cameron 
Orange,  Va. 

Kretz,  Wieman  H. 

316  Main  St. 

Newport  News,  Va. 

Krischer,  Meyer  Irving 
112  E.  Little  Creek  Road 
Norfolk  5,  Va. 

Kroll,  John  Gregory 
University  Hospital 
Charlottesville,  Va. 

Kruger,  David  B. 

1723  Cromwell  Rd. 

Norfolk,  Va. 

Kruger,  Howard  I. 

1723  Cromwell  Rd. 

Norfolk,  Va. 

Kulesher,  Henry  T. 

716  E.  Broad  St. 

Falls  Church,  Va. 

Kunkel,  C.  D. 

Main  Street 
Clarksville,  Va. 

Kunkle,  Herman  M. 

108  Fort  Lane 
Portsmouth,  Va. 

Kupfer,  Henry  G. 

905  Libbie  Ave. 

Richmond,  Va. 

Lacy,  E.  Willis,  Jr. 

8 S.  Washington  St. 

Winchester,  Va. 

Lacy,  Matthew  L.,  II 
114  S.  Mecklenburg  Ave. 

South  Hill,  Va. 

LaFratta,  Carl  W. 

300  Mistletoe  Drive 
Newport  News,  Va. 

Laibstain,  Alter 

1012  N.  McDonald  Rd. 

Norfolk,  Va. 


Laibstain,  Herman 
221  Midtown  Bldg. 

112  E.  Sewell’s  Pt.  Rd. 
Norfolk,  Va. 

Lambdin,  James  William 
Raiford  Memorial  Hospital 
Franklin,  Va. 

Lambdin,  Morris  A. 

419  Key  West  Drive 
Charlottesville,  Va. 
Lamberth,  Melvin  B. 

Kilmarnock,  Va. 

Landes,  Ralph  R. 

776  Alain  St. 

Danville,  Va. 

Lane,  Herbert  E.,  Jr. 

200  Little  Falls  St. 

Falls  Church,  Va. 

LaPrade,  Edmund  M. 

1805  Monument  Ave. 
Richmond  20,  Va. 

LaPrade,  F.  E. 

Victoria,  Va. 

Lassen,  T.  J. 

220  Alilshead  Rd. 

Newport  News,  Va. 

Laster,  James 
6318  Willston  Dr. 

Falls  Church,  Va. 

Latane,  H.  A. 

311  N.  Washington  St. 
Alexandria,  Va. 

Latimer,  Robert  A.  W. 

419  Centre ville  Rd. 
Manassas,  Va. 

Latven,  Kasty  Charles 
13th  & N.  IFudson  Sts. 
Arlington,  Va. 

Laude,  Walter 

1209  AVilmington  Ave. 
Richmond,  Va. 

Law,  Charles  E. 

812  N.  Overlook  Dr. 
Alexandria,  Va. 

Law,  Maynard  H. 

415  Gainsboro  Rd.,  N.  W. 
Roanoke,  Va. 

Lawford,  Thos.  C. 

81  Main  St. 

Newport  News,  Va. 

Lawson,  George  B. 

703  Aledical  Arts  Bldg. 
Roanoke,  Va. 

Lawson,  Jack  Amory 
316  Alain  St. 

Newport  News,  Va. 

Lawson,  James  J. 

% DuPont  Co. 

New  Johnsonville,  Term. 
Lawson,  William  J. 

Herndon  Professional  Bldg. 
Herndon,  Va. 

Lea,  Joseph  D. 

1 306  Colonial  Ave. 

Norfolk  10,  Va. 

Leavell,  Byrd  S. 

University  Hospital 
Charlottesville,  Va. 

Leavitt,  Daniel 
1110  Oakwood  Dr.,  S.  W. 
Roanoke,  Va. 

Lee,  Anne  L. 

3505  White  Chapel  Rd. 
Norfolk,  Va. 

Lee,  Claude  Marshall 
R.  F.  D.  #1 
Warsaw,  Va. 

Lee,  Elizabeth  S. 

Hollins  College,  Va. 


Lee,  Francis  H. 

1008  West  Grace  St. 

Richmond,  Va. 

Lee,  Henry 

909  Aledical  Arts  Bldg. 
Roanoke  11,  Va. 

Lee,  Herbert  C. 

1200  East  Broad  St. 

Richmond,  Va. 

Lee,  James  H.,  Jr. 

CDR  (MC)  USN,  U.  S.  Naval 
Hospital 

Camp  Lejeune,  N.  C. 

Ipp  j P 

Route  2,  Box  333 
Fredericksburg,  Va. 

Lee,  Parker  H.,  Jr. 

Aledical  Center 
Lynchburg,  Va. 

Lee,  Robert  W. 

6318  Park  St. 

Alexandria,  Va 
Lee,  Willard  E.,  Jr. 

A7  A Hospital 
Salem,  Va. 

LeFon,  James  C. 

2103  Maplewood  Road 
Richmond  22,  Va. 

LeGarde,  R.  S. 

Orange  Co.  Health  Dept. 
Orange,  Va. 

Legg,  Quenton  J. 

316  Alain  St. 

Newport  News,  Va. 

Legum,  M.  H. 

915  Glenrock  Road 
Norfolk,  Va. 

LeHew,  Allen  E. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 

Lehmann,  Ilse 
Piedmont  Sanatorium 
Burkeville,  Va. 

Lehmann,  Richard 
2504  Atwell  Lane 
Richmond,  Va. 

Leigh,  Southgate,  Jr. 

300  Colonial  Ave. 

Norfolk,  A7a. 

Lemeshewsky,  George  P. 

109  S.  Columbus  St. 

Alexandria,  Va. 

Lentz,  Carlisle  S. 

27  Orchard  Place 
Battle  Creek,  Mich. 

Leone,  Louis  A. 

Rhode  Island  Hospital 
Providence,  R.I. 

Levin,  Gershon  J. 

600  Wainwright  Bldg. 

Norfolk  10,  Va. 

Levitt,  Herbert  M. 

123  S.  Market  St. 

Petersburg,  Va. 

Levy,  Edward  D. 

Algonquin  Park 
Norfolk,  Va. 

Lewis,  A.  AAA,  Sr. 

Aylett,  Va. 

Lewis,  A.  AV.,  Jr. 

Aylett,  Va. 

Lewis,  AViley  D. 

VA  Hosp.' 

Tuscaloosa,  Ala. 

Lewis,  AVilliam  D. 

21  Starling  Ave. 

Alartinsville,  Va. 
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Liddle,  W.  D.,  Jr. 

Medical  Arts  Bldg. 
Fredericksburg,  Va. 

Lidman,  Bernard  I. 

621  Wainwright  Bldg. 

Norfolk  10,  Va. 

Lieberman,  L.  M. 

P.O.  Box  455 
Hampton,  Va. 

Liggan,  Lee  S. 

Box  115 
Irvington,  Va. 

Lightburn,  Alize  Cole 
12  Lakeside  Trail  East 
Fayson  Lakes,  N.  J. 

Lilly,  A.  S. 

611  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Lin,  James 
2701  Murray  Ave. 

Norfolk  3,  Va. 

Lindemann,  Lillian  C. 

4708  Cary  St.  Rd. 

Richmond  26,  Va. 

Linden,  Arthur  J. 

2806  S.  Randolph  St. 
Arlington,  Va. 

Lindsay,  Frank  G.,  Jr. 

1310  Rodman  Ave. 

Portsmouth,  Va. 

Lingamfelter,  Carl  S. 

1805  Monument  Ave. 
Richmond,  Va. 

Link,  Garnett  W. 

116  S.  Sycamore  St. 
Petersburg,  Va. 

Lipman,  Ansel 
520  First  Ave. 

Portsmouth,  Va. 

Lippard,  Carroll  H. 

119  Linden  Ave. 

Lynchburg,  Va. 

Littlefield,  James  B. 

Box  68,  University  of  Virginia 
Charlottesville,  Va. 

Littlepage,  Eleanor  M. 

302  Medical  Tower 
Norfolk,  Va. 

Littlepage,  Lewis,  Jr. 

302  Medical  Tower 
Norfolk,  Va. 

Livingston,  S.  K. 

Box  41-Veterans  Hospital 
Albany,  New  York 
Livingstone,  Robert  Charles 
121  N.  Adams  St. 

Petersburg,  Va. 

Lloyd,  T.  S„  Jr. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Lloyd,  W.  S. 

Goochland,  Va. 

Lockard,  H.  G.,  Jr. 

1224  Franklin  Rd.,  S.W. 
Roanoke,  Va. 

Lockhart,  Jean  D. 

203  S.  Columbus  St. 
Alexandria,  Va. 

Loderstedt,  Guenter  J. 

1146  Main  Street 
South  Boston,  Va. 

Loesch.  Beverly  Jean 
220  Rosser  Ave. 

Waynesboro,  Va. 

Long,  Albert  Emanuel 
121  N.  Washington  St. 
Alexandria,  Va. 
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Long,  Alvin  P.,  Jr. 

609  Greenway  Dr. 
Portsmouth,  Va. 

Long,  Mary  Tom 
1209  Highland  Ave. 

Blacksburg,  Va. 

Longan,  Robert  C.,  Jr. 

810  W.  Franklin  St. 
Richmond  20,  Va. 

Lordi,  William  M. 

1915  Riverview  Dr. 

Richmond,  Va. 

Loughridge,  Chalmers  Albert 
1610  Mt.  Vernon  Ave. 
Alexandria,  Va. 

Love,  D.  F. 

Witten  Bldg. 

Pearisburg,  Va. 

Love,  James  W. 

312  S.  Washington  St. 
Alexandria,  Va. 

Lovenstein,  Louis 
928  West  Grace  St. 
Richmond,  Va. 

Low,  James  Richmond 
2301  Fall  Hill  Ave. 
Fredericksburg,  Va. 

Lowe,  L.  B. 

3048  Brambleton  Ave.,  S.  W. 
Roanoke,  Va. 

Lowe,  Richard  H.,  Jr. 

2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Lowenberg,  Eugene  L. 

100  Medical  Arts  Bldg. 
Norfolk,  Va. 

Lowrance,  Preston  Brooks 
University  Hospital 
Charlottesville,  Va. 

Lowry,  M.  T. 

R.  F.  D.  #3 
Beaver  Dam,  Va. 

Lucaric.  Zdenko 
V.A.  Hospital 
Wadsworth,  Kansas 
Lucas,  Thomas  L. 

202  N.  Columbus  St. 
Alexandria,  Va. 

Lueders,  William,  Jr. 

Box  1078 
Staunton,  Va. 

Luethy,  Volker  W.  A. 

301  Masonic  Temple  Bldg. 
Newport  News,  Va. 

Luik,  Silvia 

Southwestern  State  Hospital 
Marion,  Va. 

Lukowsky,  Gerhard  H. 

312  S.  Washington  St. 
Alexandria,  Va. 

Lum,  Natalie  Inge 
18  Shore  St. 

Petersburg,  Va. 

Lund,  Leonard  C. 

133  Monroe  St. 

Petersburg,  Va. 

Lupton,  Charles  H. 

405  Medical  Arts  Bldg. 
Norfolk  10,  Va. 

Lupton,  Chas.  H.,  Jr. 

2125  Mountain  View  Dr. 
Birmingham,  Ala. 

Lush,  Lewis  C. 

3610  Decatur  St. 

Richmond,  Va. 

Luttrell,  H.  B. 

44  Sixth  St.,  N.  W. 

Pulaski,  Va. 


Lynch,  J.  Mortimer 
1508  Morton  Ave. 
Louisville  4,  Ky. 

Lynch,  John  P. 

1000  West  Grace  St. 
Richmond,  Va. 

Lynn,  William  Eugene 
30  E.  Jackson  St. 

Front  Royal,  Va. 

Lyons,  Sidney 
1831  Wilson  Blvd. 
Arlington  1,  Va. 

Mabry,  J.  H. 

6400  Huntington  Ave. 
Newport  News,  Va. 

Mac  Allister,  Niall  P. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Maccabe,  Frederick,  Jr. 

220  E.  Church 
Xenia,  Ohio 
Maccubbin,  H.  Pierce 
110  Lee  St. 

Winchester,  Va. 
Macdonald,  Claude  D.  J. 

114  Franklin  Bldg. 

Norfolk  10,  Va. 
Macllwaine,  William  A. 

220  Rosser  Ave. 
Waynesboro,  Va. 

Maciulla,  Louis  J. 

1665  Portal  Drive,  N.W. 
Washington,  D.  C. 

Mack,  Theodore  R. 

2618  Grove  Ave. 
Richmond  20,  Va. 

Mackay,  M.  M. 

201  Alleghany  St. 

Clifton  Forge,  Va. 
Mackintosh,  Alan 
Wright  Bldg. 

Vienna,  V a. 

MacKnight,  Joseph  C. 

1618  Franklin  St. 
Fredericksburg,  Va. 
MacLellan,  John  F. 

755  Orchard  Hill 
Winchester,  Va. 
MacMillan,  James  M. 

8903  Tolman  Rd. 
Richmond  26,  Va. 

Macon,  Edward  M. 

138  Church  St. 

Vienna,  Va. 

MacPhail,  Joseph  C. 

701  Washington  St. 
Portsmouth,  Va. 
MacPherson,  Archibald  Rich 
3801  N.  Fairfax  Dr. 
Arlington,  Va. 

MacRae,  Colin 
621  Duke  St. 

Alexandria,  Va. 

Maddock,  Robert  K. 

601  Medical  Tower 
Norfolk  7,  Va. 

Madge,  Gordon  E. 

1200  East  Broad  St. 
Richmond  19,  Va. 

Maffey,  Ralph  Burton 
46-4th  St.,  Apt.  29 
North  Arlington,  N.J. 
Magal,  Ivan  V. 

P.O.  Box  93 
Stuart,  Va. 

Magee,  James  Bell 
c/o  Dr.  Julian  Q.  Early 
104  Memorial  Dr. 

Bristol,  Va. 
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Magee,  Joseph  H. 

1804  Norris  Lane 
Richmond  26,  Va. 

Magnant,  George  Joseph  Arthur 
660  Prince  Charles  Court 
Falls  Church,  Va. 

Magruder,  R.  Gregory 
P.  O.  Box  55 
Charlottesville,  Va. 

Maisel,  Theodore 
2723  W.  Grace  St. 

Richmond,  Va. 

Makarowsky,  Eugene  E. 

4106  Forest  Circle 
Richmond,  Va. 

Malin,  Wendell  E. 

Route  #2 
Wytheville,  Va. 

Mallett,  R.  Bruce 
King  St.  at  S.  30th  St. 

P.  O.  Box  6097  Fairlingtoti 
Arlington,  Va. 

Mallory,  Brooke  B. 

211  Barclay'  Lane 
Lexington,  Va. 

Maloney,  George  R. 

Veterans  Hospital 
Fay'etteville,  N.  C. 

Mandeville,  F.  B. 

Medical  College  of  Va.  Hospital 
Richmond  19,  Va. 

Manges,  C.  F. 

Box  155 

Blacksburg,  Va. 

Mangum,  Charles  P. 

1822  Monument  Ave. 

Richmond,  Va. 

Mangus,  Julian  E. 

1810  Monument  Ave. 

Richmond  20,  Va. 

Mangus,  Lewis  E. 

P.O.  Box  5032 
Alexandria,  Va. 

Manley,  Walter  F. 

901  Medical  Arts  Bldg. 
Roanoke,  Va. 

Manley,  Walter  F.,  Jr. 

901  Medical  Arts  Bldg. 
Roanoke,  Va. 

Mann,  Geoffrey  Thomas 
404  N.  12th  St. 

Richmond,  Va. 

Manson,  R.  Campbell 
810  W.  Franklin  St. 

Richmond  20,  Va. 

Maphis,  Fred  D.,  Jr. 

1200  E.  Broad  St. 

Richmond,  Va. 

Mapp,  John  Alfriend 
31st  Street  Extension 
Virginia  Beach,  Va. 

Mapp,  John  R. 

N.  A.  Memorial  Hospital 
Nassawadox,  Va. 

Margolius,  Alvin,  Jr. 

7420  Hampton  Blvd. 

Norfolk  5,  Va. 

Marinus,  Jan 
607  Lee  Drive 
Fries,  V a. 

Markham,  J.  David 

1805  Monument  Ave. 

Richmond  20,  Va. 

Markowitz,  Martin 
1805  Monument  Ave. 

Richmond,  Va. 

Marsella,  John  Jerry 
990  Main  St. 

Danville,  Va. 


Marshall,  Charles  B. 

209  Cleveland  Ave. 

Martinsville,  Va. 

Marshall,  Hubert  A. 

307  E.  Market  St. 

Charlottesville,  Va. 

Marston,  Robert  Q. 

Brookvvood  Road 
Bon  Air,  Va. 

Martel,  Leon  A.,  Jr. 

522  Leesburg  Pike 
Falls  Church,  Va. 

Martin,  B.  H. 

315  Libbie  Ave. 

Richmond  26,  Va. 

Martin,  Berkeley'  H.,  Jr. 

Lee  Medical  Bldg. 

Richmond  20,  Va. 

Martin,  Charles  B. 

P.  O.  Box  124 
Manassas,  Va. 

Martin,  Dean  Harrington 
5275  Lee  Highway 
Arlington,  Va. 

Martin,  John  A. 

2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Martin,  John  W. 

Moore  House  Rd. 

Yorktown,  Va. 

Martin,  Lee  B. 

3825  N.  Pershing  Dr. 

Arlington,  Va. 

Martin,  Moir  G. 

Hills ville,  Va. 

Martin,  Robert  E. 

1007  N.  Highland  St. 

Arlington  1,  Va. 

Martin,  Walter  B. 

301  Medical  Tower 
Norfolk  7,  Va. 

Martin,  William  W.,  Jr. 

828  W.  Franklin  St. 

Richmond  20,  Va. 

Martinez-G,  J.  de  D. 

University  Hospital 
Charlottesville,  Va. 

Mason,  D.  H. 

Ridgeway,  Va. 

Mason,  E.  A. 

4405  Highway  168 
Norfolk  6,  Va. 

Mason,  H.  Norton 
2300  Grove  Ave. 

Richmond,  Va. 

Mason,  James  D.,  Jr. 

424  W.  Washington  St. 
Petersburg,  Va. 

Mason,  Wylie  Charles 
Barboursville,  Va. 

Mason,  W.  L. 

1805  Monument  Avenue 
Richmond,  Va. 

Massey,  Charles  W. 

606  Libbie  Ave. 

Richmond,  Va. 

Massey,  John  W.,  Jr. 

316  Main  St. 

Newport  News,  Va. 

Massie,  George  B. 

North  Tazewell,  Va. 

Massie,  J.  R.,  Jr. 

1000  West  Grace  St. 

Richmond  20,  Va. 

Massie.  U.  W. 

524  Shenandoah  Life  Bldg. 
Roanoke,  Va. 


Masterson,  James  Hugh 
2455  Army-Navy  Drive 
Arlington,  Va. 

Mastrota,  Francis  Michael 
6201  Glen  Carlyn  Road 
Falls  Church,  Va. 
Mathews,  Emmett  C. 

810  W.  Franklin  St. 
Richmond  20,  Va. 
Mathias,  Joseph  E. 

212  Langhorne  Rd. 
Lynchburg,  Va. 

Matthews,  Robert 
215  Medical  Arts  Bldg. 
Norfolk,  Va. 

Alatthews,  William  H. 

Colonial  Beach,  Va. 
Mauck,  H.  Page,  Jr. 

213  Commonwealth  Ave. 
Richmond,  Va. 

May,  Virgil  Robert,  Jr. 
2222  Monument  Ave. 
Richmond  20,  Va. 

May'er,  Walter 
Professional  Bldg. 
Richmond,  Va. 

Mayers,  Stanley  P.,  Jr. 

10  Rydal  Drive 
Trenton,  N.  J. 

Mayo,  Alex  T. 

1800  Elm  Ave. 
Portsmouth,  Va. 

Mayo,  Fitzhugh 
1603  Atlantic  Ave. 
Virginia  Beach,  Va. 
Mayo,  Lemuel  E.,  Jr. 

1100  Hamilton  Ave. 
Portsmouth,  Va. 
McAllister,  Russell  G. 

1016  W.  Franklin  St. 
Richmond  20,  Va. 
McAlpine,  Robert  E. 

902  Medical  Tower 
Norfolk,  Va. 

McCabe,  William  O.,  Jr. 
Medical  Center 
Forest,  Va. 

McCahill,  Thomas  D. 
2929-A  Second  Ave. 
Richmond,  Va. 

McCall,  George  W. 
Doctor’s  Bldg. 

Bristol,  Tenn. 

McCarty',  Dennis  P. 

P.  O.  Box  611 
Front  Royal,  Va. 
McCausland,  Alexander 
609  S.  Jefferson  St. 
Roanoke,  Va. 
McClaughry,  Robert  Irvin 
410  Blue  Bill  Lane 
Alexandria,  Va. 
McClellan,  Jason  Eugene 
84-30th  St. 

Newport  News,  Va. 
McClintic,  M.  H. 

804  Main  St. 

Danville,  Va. 

McClung,  John  H. 

Box  65 

Glasgow,  Va. 

McClung,  O.  H„  Jr. 
Rockbridge  Prof.  Bldg. 
Lexington,  Va. 
McCollum,  Donald  C. 

13th  St.  & Hudson  St.,  N. 
Arlington,  Va. 
AlcConnell,  Robert  E.,  Jr. 
Middleburg,  Va. 
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McCord,  Theodore  B. 

Box  6 

Fairfax.  Va. 

McCoy,  C.  M. 

1400  Colonial  Ave. 

Norfolk,  Va. 

McCoy,  H.  C. 

Gordonsville,  Va. 

McCue,  Carolyn  Moore 
MCV  Hospital— 8 N. 
Richmond,  Va. 

McCue,  Frank  A. 

Clinch  Valley  Clinic 
Richlands,  Va. 

McCue,  Howard,  Jr. 

Life  Insurance  Company  of  Vi 
Richmond,  Va. 

McCutcheon,  Randolph,  Jr. 

6417  Hull  St.  Rd. 

Richmond,  Va. 

McDade,  John  P. 

4218  Franconia  Rd. 

Franconia,  Va. 

McDaniel,  Leroy  S. 

P.O.  Box  3125 
Bon  Air,  Va. 

McDaniel,  Samuel  M. 

506  Medical  Tower 
Norfolk,  Va. 

McDermott,  Harry  M. 

402  W.  Main  St. 

Fairfax,  Va. 

McDonald,  Robert  M. 

170  S.  Main  St. 

Harrisonburg,  Va. 

McDonald,  Thomas  D. 

Grundy  Hospital 
Grundy,  Va. 

McEntee,  Robert  B. 

6912  Three  Chopt  Rd. 
Richmond,  Va. 

McEwen,  Robert  B. 

Wakefield,  Va. 

McFadden,  Joseph  T. 

607  Medical  Tower 
Norfolk,  Va. 

McFaddin,  James  Gordon 
120  Blountville  Highway 
Bristol,  Tennessee 
McGaughey,  Harry  S.,  Jr. 

1604  Oxford  Rd. 

Charlottesville,  Va. 

McGavin,  T.  A. 

3801  N.  Fairfax  Dr. 

Arlington,  Va. 

McGee,  James  E.,  Jr. 

St.  Luke’s  Hospital 
Bluefield,  W.  Va. 

McGee,  W.  Ambrose 
220  Lakeview  Ave. 

West  Palm  Beach,  Fla. 
McGolrick,  Jack  Burean 
VA  Administration  Center 
Kecoughtan,  Va. 

McGough,  Thomas  F. 

3112  Holly  St. 

Alexandria,  Va. 

McGovern,  F.  H. 

139  S.  Main  St. 

Danville,  Va. 

McGreevy,  John  R. 

4619  27th  St. 

Arlington,  Va. 

McGriff,  J.  R. 

3801  N.  Fairfax  Dr. 

Arlington,  Va. 

McGuire,  Hunter  H. 

1622  Park  Ave. 

Richmond,  Va. 


McGuire,  William  F. 
Pulaski  Hospital,  Inc. 
Pulaski,  Va. 

McGuire,  William  P. 

Box  408 

Winchester,  Va. 
Mcllwaine,  W.  B.,  Ill 
434  W.  Washington  St. 
Petersburg,  Va. 
Mclndoo,  Mary  V. 

1408  N.  Fillmore  St. 
Arlington,  Va. 

McKee,  John  B. 

110  Lee  St. 

Winchester,  Va. 

McKee,  Thistle  M. 

203  S.  Columbus  St. 
Alexandria,  Va. 

McKee,  T.  K. 

Saltville,  Va. 

McKenney,  Frank  D.,  Jr. 
202  W.  Main  St. 

Salem,  Va. 

McKeown,  Charles  E. 

1805  Monument  Ave. 
Richmond  20,  Va. 
McLean,  W.  Copley 
Box  1031 

Charlottesville,  Va. 
McLelland,  Robert 
The  Memorial  Hospital 
Danville,  Va. 

McMann,  Walter 
944  Main  St. 

Danville,  Va. 

McManus,  Reginald  Paul 
2303  N.  11th  St. 
Arlington,  Va. 

McMullan,  Francis  H. 

1001  W.  Franklin  St. 
Richmond  20,  Va. 
McNamee,  Edwin  T.,  Jr. 
Chestnut  St. 

Stuart,  Va. 

McNeely,  Irwin  H. 

106  W.  Third  Ave. 
Franklin,  Va. 

McNeill,  Donald  H.,  Jr. 

630  North  Royal  Ave. 
Front  Royal,  Va. 

McNiel,  John  G. 

1219  Whitby  Rd. 
Richmond,  Va. 

McPeak,  Edgar  M. 

1835  Eye  St.,  N.  W. 
Washington,  D.  C. 
McRae,  Marvin  E. 

342  N.  Elm  St. 
Greensboro,  N.  C. 
McVey,  James  H. 

Mattie  Williams  Hospital 
Richlands,  Va. 

Meador,  Blake  W. 

2600  Grove  Ave. 
Richmond  20,  Va. 
Meador,  Carl  W. 

622  N.  Blvd. 

Richmond,  Va. 

Meads,  V.  J. 

Box  5 

Portsmouth,  Va. 

Mears,  A.  W.  D. 

Belle  Haven,  Va. 

Mease,  John  A.,  Jr. 

Mease  Hospital 
Dunedin,  Fla. 

Mease,  M.  E. 

Sandy  Level,  Va. 


Meeks,  Charles  H. 

4202  E.  Oxford  Circle 
Richmond,  Va. 

Melchionna,  Olin  R. 

3022  Pioneer  Rd.,  N.W. 
Roanoke,  Va. 

Melton,  Harvey  E. 

219  Amherst  St. 

Winchester,  Va. 

Menk,  K.  F. 

Box  810 
Staunton,  Va. 

Mennell,  John  McM. 
Wadsworth  V.A.  Hospital 
Los  Angeles  25,  Calif. 
Mercer,  Nelson 
2122  California  St.,  N.  W. 
Washington  20,  D.  C. 
Meredith,  Henry  Clarkson,  Jr. 
915  Hampton  Blvd. 

Norfolk,  Va. 

Meredith,  J.  M. 

1200  E.  Broad  St. 

Richmond,  Va. 

Merker,  Frank  F. 

VA  Hospital 
Roseburg,  Oregon 
Merrick,  H.  Curtiss 
119  E.  Sewells  Pt.  Rd. 
Norfolk  5,  Va. 

Mette,  Peter  Joachim 
7606  Hillside  Ave. 

Richmond  29,  Va. 

Mewborne,  E.  B. 

316  Main  St. 

Newport  News,  Va. 

Meyer,  George  I. 

Veterans  Adm.  Hospital 
Richmond,  Va. 

Meyer,  Julien  H. 

305  First  St.,  S.W. 

Roanoke,  Va. 

Meyersburg,  Herman  A. 

9910  Summit  Ave. 
Kensington,  Md. 

Michael,  C.  A. 

Blacksburg,  Va. 

Michael,  Maurice  A. 

158  N.  Main  St. 

Suffolk,  Va. 

Michaux,  Richard  A. 

1805  Monument  Ave. 
Richmond,  Va. 

Micou,  Lewis  A. 

Medical  Arts  Bldg. 

Buena  Vista,  Va. 
Middlekauff,  H.  G. 

Weyers  Cave,  Va. 

Midis,  Panos  M. 

6300  Monument  Ave. 
Richmond  26,  Va. 

Mihalyka,  Eugene  E. 

1050  Kenneth  Drive 
Lakewood  7,  Ohio 
Milam,  Joseph  W. 

Medical  Arts  Bldg. 

Danville,  Va. 

Miles,  Marilynn  L. 

703  S.  Main  St. 

Moultrie,  Ga. 

Miles,  Verlin  E. 

1604  N.  Garfield  St. 
Arlington  1,  Va. 

Miller,  Alfred  B. 

100  Louisiana  Dr. 

Norfolk,  Va. 

Miller,  Bernard  H. 

608  Medical  Tower 
Norfolk,  Va. 
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Miller,  Charles  S. 

P.O.  Box  165 
Elkton,  Va. 

Miller,  David  H. 

Box  108 
Orange,  Va. 

Miller,  E.  B. 

Box  255 
Elkton,  Va. 

Miller,  E.  H. 

878  Main  St. 

Danville,  Va. 

Miller,  Edith  I. 

30  Franklin  St. 

Petersburg,  Va. 

Miller,  Harold  W. 

118  N.  Muhlenbury  St. 
Woodstock,  Va. 

Miller,  Harold  W„  Jr. 

146  South  Main  St. 

Woodstock,  Va. 

Miller,  James  A. 

4 S.  Stuart  St. 

Winchester,  Va. 

Miller,  Lyddane 
P.  O.  Box  237 
Amherst,  Va. 

Miller,  Maurice  M. 

207  Medical  Tower 
Norfolk,  Va. 

Miller,  Samuel  E. 

227  W.  Main  St. 

Abingdon,  Va. 

Mills,  James  D.,  Jr. 

401  N.  King’s  Highway 
Alexandria,  Va. 

Min,  Frances  W.  S. 

4901  Wrightson  Dr. 

McLean,  Va. 

Minarik,  FI.  J. 

36-D  E.  Main  St. 

Salem,  Va. 

Minor,  George  R. 

1912  Lewis  Mountain  Rd. 
Charlottesville,  Va. 

Minor,  Philip  L. 

3536  Grove  Ave. 

Richmond  21,  Va. 

Mirmelstein,  Alvin  B.  H. 

316  Main  St. 

Newport  News,  Va. 
Mirmelstein,  Samuel  H. 

118  26th  St. 

Newport  News,  Va. 
Miskimon,  Robert  M. 

Fidelity  Bankers  Life  Ins.  Co. 
P.  O.  Box  2368 
Richmond  18,  Va. 

Mitchell,  Arthur  V. 

4682  34th  St.,  S. 

Arlington,  Va. 

Mitchell,  Eric  G. 

1134  Church  St. 

Norfolk,  Va. 

Mitchell,  George  S.,  Jr. 

7 Conway  Rd. 

Newport  News,  Va. 

Mitchell,  Howard  L. 

103  S.  Main  St. 

Lexington,  Va. 

Mitchell,  Robert  E.,  Jr. 

1001  W.  Franklin  St. 
Richmond,  Va. 

Mitchell,  Robert  H. 

1300  N.  Hudson  St. 
Arlington,  Va. 

Mitchell,  W.  A. 

11028  Warwick  Blvd. 
Newport  News,  Va. 


Mitchell,  W.  F. 

New  Castle,  Va. 

Mizroch,  S.  B. 

205  Medical  Tower 
Norfolk  7,  Va. 

Moffett,  Brooke  M. 

12  Hunter’s  Trail 
Norfolk,  Va. 

Mohrmann,  H.  F.  W> 

156  Montevista  Ave. 

Orange,  Va. 

Moir,  Wm.  M. 

2121  Rosalind  Ave. 

Roanoke,  Va. 

Moling,  John  H.,  Ill 
Suite  812,  Roshek  Bldg. 
Dubuque,  Iowa 
Moll,  A.  T. 

3116  Victoria  Blvd. 

Hampton,  Va. 

Moncure,  Wm.  B. 

1000  West  Ave. 

Richmond,  Va. 

Moniz,  Albert 
6318  Willston  Drive 
Falls  Church,  Va. 

Monroe,  Willys  AT 
5303  Ditchley  Rd. 

Richmond,  Va. 

Montague,  J.  Warren 

1001  W.  Franklin  St. 

Richmond  20,  Va. 

Montgomery,  B.  J. 

Alberta,  Va. 

Moody,  William  E. 

Scottsville,  Va. 

Adoomaw,  William  C. 

Oxford  Convalescent  Home 
Oxford,  Pa. 

Adoon,  Cary  N.,  Jr. 

2107  Minor  Rd. 

Charlottesville,  Va. 

Aloon,  John  Hoover 
1613  Hanover  Ave. 

Richmond,  Va. 

Moore,  C.  D. 

Wytheville,  Va. 

Adoore,  Chimer  D.,  Jr. 

190  South  First  St. 

Wytheville,  Va. 

Moore,  Dorothy  D. 

2032  Mattoax  Ave.,  W. 
Petersburg,  Va. 

Adoore,  D.  P.,  Jr. 

P.  O.  Box  58 
Hopewell,  Va. 

Moore,  Frederic  Potts,  II 
526  N.  Blvd. 

Richmond,  Va. 

Moore,  Grover  Lee 
601  Rodman  Ave. 

Portsmouth,  Va. 

Adoore,  J.  C. 

Keen  Mountain,  Va. 

Moore,  Ad.  P. 

N.  & W.  Ry.  Gen.  Office  Bldg. 
106  N.  Jefferson  St. 

Roanoke,  Va. 

Aloore,  Michael  J. 

1603  Franklin  Rd.,  S.  W. 
Roanoke,  Va. 

Moore,  Pamela  R. 

10  Castle  Place 
Falls  Church,  Va. 

Adoore,  Peter  Van  Cortlandt 
1459  Rutledge  Ave. 
Charlottesville,  Va. 


Moore,  R.  A. 

Box  357 
Farmville,  Va. 

Moore,  Ray  A.,  Jr. 

121  E.  3rd  St. 

Farmville,  Va. 

Adoore,  Robert  C.,  Jr. 

1007  S.  Adain  St. 

Blacksburg,  Va. 

Adoore,  W.  Perry,  Jr. 

511  Adedical  Tower 
Norfolk  7,  Va. 

Adoore,  William  T. 

1805  Adonument  Ave. 

Richmond  20,  Va. 

Adoorchead,  Adatthew  Talmadge 
Drummond  Medical  Center 
Ridgecrest,  Calif. 

Alorecock,  Rose  Adarie 
Bedford  County  Health  Dept. 
Bedford,  Va. 

Aloreno,  Leopold  S. 

7927  Old  Ocean  View  Rd. 
Norfolk,  Va. 

Morey,  Dennis  A.  J. 

807  W.  Franklin  St. 
Richmond,  Va. 

Adorgan,  A.  D. 

409  Medical  Arts  Bldg. 

Norfolk,  Va. 

Adorgan,  Earle  B. 

Fincastle,  Va. 

Adorgan,  E.  Adolphus,  Jr. 

416  Rockbridge  Rd. 
Portsmouth,  Va. 

Morgan,  Rees 
7220  Shirland  Ave. 

Norfolk  5,  Va. 

Morgan,  T.  Addison 
Franklin,  Va. 

Aloriarty,  James  Joseph 
Presidential  Gardens 
Alexandria,  Va. 

Adorris,  John  Richard,  Jr. 

400  Locust  St. 

Charlottesville,  Va. 

Adorris,  John  S.,  Jr. 

3610  Fort  Ave. 

Lynchburg,  Va. 

Morris,  Oriel  Carlin 
1411  S.  23rd  St. 

Arlington  2,  Va. 

Morrison,  Robert  L. 

3300  Woodridge  PI. 
Lynchburg,  Va. 

Adorrison,  Samuel  S. 

120  N.  Wirt  St. 

Leesburg,  Va. 

Adorrissette,  William  Philip 
Midlothian,  Va. 

Morrow,  James  K. 

Box  1172 
Radford,  Va. 

Adorton,  C.  Bruce 
Box  3231,  Univ.  Station 
Charlottesville,  Va. 

Morton,  Helen  L. 

4906  Forest  Hill  Ave. 
Richmond,  Va. 

Morton,  Robert  A. 

915  Hampton  Blvd. 

Norfolk,  Va. 

Moseley,  E.  J.,  Jr. 

1818  Park  Ave. 

Richmond,  Va. 

Adoseley,  Robert  W. 

Hanover  County  Health  Dept. 
Ashland,  Va. 
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Moser,  Albert  W. 

R.F.D.  #1 
Montvale,  Va. 

Moss,  James  M. 

3805  Florence  Dr. 

Alexandria,  Va. 

Moss,  J.  Langdon 
5003  Grove  Ave. 

Richmond,  Va. 

Moss,  Lloyd  F. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Motley,  J.  C. 

Abingdon,  Va. 

Motley,  Virgil  Atwell,  Jr. 

227  W.  Main  St. 

Abingdon,  Va. 

Mott,  Howard  Otis 
1015  N.  Highland  St. 
Arlington,  Va. 

Mourot,  Arthur  James 
811  Prince  St. 

Alexandria,  Va. 

Mulholland,  H.  B. 

Box  1847,  Univ.  Station 
Charlottesville,  Va. 

Muller,  William  H.,  Jr. 

17  Farmington  Dr. 
Charlottesville,  Va. 

Mulvaney,  Richard  J. 

Box  476 
McLean,  Va. 

Mundy,  B.  Kyle 

703  Church  St. 

Lynchburg,  Va. 

Mundy,  Chas.  B. 

R.  R.  #2 
King  George,  Va. 

Murgolo,  V.  John 
934  Ellsworth  Dr. 

Silver  Spring,  Md. 

Murphy,  Christopher,  J.,  Jr. 

203  S.  Columbus  St. 

Alexandria,  Va. 

Alurphy,  George  Herman 
Winchester  Memorial  Hospital 
Winchester,  Va. 

Murphy,  James  William 
1028  Warwick  Road 
Newport  News,  Va. 

Murphy,  Wm.  F.,  Jr. 

804  Medical  Tower 
Norfolk  7,  Va. 

Murray,  John  A. 

106  3rd  Ave. 

Franklin,  Va. 

Murray,  Philip  F. 

3116  Victoria  Blvd. 

Hampton,  Va. 

Murrell,  Thos.  W. 

17  E.  Grace  St. 

Richmond,  Va. 

Murrell,  Thomas  W.,  Jr. 

17  E.  Grace  St. 

Richmond,  Va. 

Musgrave,  Robert  E. 

139  S.  Main  St. 

Danville,  Va. 

Myers,  Donald  S. 

Hot  Springs,  Va. 

Naccash,  Edmund  P. 

704  N.  Glebe  Rd. 

Arlington,  Va. 

Nachman,  Herman  M. 

1006  W.  Franklin  St. 
Richmond,  Va. 


Naff,  G.  M. 

Box  246 
Emporia,  Va. 

Nafzinger,  M.  L. 

Marumsco  Drive 
Woodbridge,  Va. 

Nagler,  Benedict 

Lynchburg  Training  Sch.  & Hosp. 
Colony,  Va. 

Nalls,  Walter  L. 

105  N.  Alfred  St. 

Alexandria,  Va. 

Nash,  B.  W. 

Timberville,  Va. 

Naurath,  Rudolph  J. 

10238  Warwick  Blvd. 

Newport  News,  Va. 

Neal,  E.  Berkeley 

303  Washington  Ave.,  S.  W. 
Roanoke  16,  Va. 

Neal,  E.  Forrest 
725  Masonic  Temple 
Danville,  Va. 

Neal,  John  J. 

734  Main  St. 

Danville,  Va. 

Neal,  John  J.,  Jr. 

108  Holbrook  St. 

Danville,  Va. 

Neale,  Claude  L. 

3900  Seminary  Ave. 

Richmond  22,  Va. 

Neisser,  Herbert  H. 

129  28th  St. 

Newport  News,  Va. 

Nelms,  N.  D. 

3834  Kecoughtan  Rd. 

Hampton,  Va. 

Nelson,  Charles  M. 

906  W.  Franklin  St. 

Richmond  20,  Va. 

Nelson,  Kinloch 

Medical  College  Hospital 
Richmond  19,  Va. 

Nelson,  Pierce  Daniel 
P.  O.  Box  225 
Norton,  Va. 

Nelson,  William  R. 

Medical  College  of  Virginia 
Richmond  19,  Va. 

Nemuth,  Harold  I. 

2012  Monument  Ave. 

Richmond  20,  Va. 

Nesbitt,  I.  Floyd 
7320  Warwick  Blvd. 

Newport  News,  Va. 

Nestor,  John  Oliver 
5275  Lee  Highway 
Arlington  7,  Va. 

Neu,  Robert  B. 

6141  Lee  Highway 
Arlington,  Va. 

Newman,  Emanuel 
Vienna,  Va. 

Newman,  Samuel  R. 

770  Main  St. 

Danville,  Va. 

Newman,  Sigmund 
3801  N.  Fairfax  Dr. 

Arlington  3,  Va. 

Newman,  Walter  S.,  Jr. 

1500  Arlington  Blvd. 

Arlington,  Va. 

Nicholls,  Aurelia  Gill 
4450  Lake  Rd.,  Bay  Point 
Miami,  Fla. 

Nicholls,  R.  B. 

750  Graydon  Ave. 

Norfolk,  Va. 


Nicholson,  Charles  T.,  Jr. 

121  N.  Washington  St. 

Alexandria,  Va. 

Nicholson,  M.  Roy 
3126  Columbia  Pike 
Arlington,  Va. 

Nicholson,  William  H. 

Elkton,  Va. 

Nicklin,  Walter  S.,  Jr. 

424  Winchester  St. 

Warrenton,  Va. 

Nicoll,  Esmond  D.  V. 

400  Locust  Ave. 

Charlottesville,  Va. 

Nipe,  George  M. 

National  Bank  Bldg. 

Harrisonburg,  Va. 

Nofsinger,  C.  D. 

Lewis-Gale  Hospital 
Roanoke,  Va. 

Nokes,  John  M. 

Box  3487,  University  Station 
Charlottesville,  Va. 

Nolan,  Francis  F. 

610  New  Monroe  Bldg. 

Norfolk  10,  Va. 

Nolan,  John  J. 

3801  N.  Fairfax  Dr. 

Arlington  3,  Va. 

Nold,  Ralph  J. 

1358  Emory  PI. 

Norfolk,  Va. 

Nolley,  Eugene  Davis 
Churchville,  Va. 

Nolting,  Margaret 
1008  W.  Grace  St. 

Richmond,  Va. 

Norment,  Robert  L. 

957  North  Monroe  St. 

Arlington,  Va. 

Northington,  James  L. 

2309  Leah  Rd. 

Richmond  30,  Va. 

Nottingham,  Stuart  Connell 
Winchester-Frederick  Health  Dept. 
Winchester,  Va. 

Novak,  John  G. 

Miller  Park  Sq.  & Park  Ave. 
Lynchburg,  Va. 

Novak,  Samuel  M. 

200  N.  Columbus  St. 

Alexandria,  Va. 

Nuckols,  Cardwell  C. 

Box  367 
South  Hill,  Va. 

Nunley,  Wallace  C. 
c/o  Hotel  Jefferson 
Clifton  Forge,  Va. 

Nunnally,  Claude  A. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Nushan,  Harry 
VA  Hospital 
Salisbury,  N.  C. 

Nutter,  P.  J. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Oast,  Fred  F. 

1917  Greenwood  Road 
Roanoke,  Va. 

Oast,  Geo.  W. 

1050  Leckie  St. 

Portsmouth,  Va. 

Oast,  John  W.,  Ill 
1306  Colonial  Ave. 

Norfolk  7,  Va. 
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Oast,  Thomas  E. 

409  Dinwiddie  St. 

Portsmouth,  Va. 

Obenschain,  John  Teaford 
1 1380-9th  St.  E 
St.  Petersburg,  Fla. 

O’Brian,  L.  R.,  Jr. 

212  Langhorne  Rd. 

Lynchburg,  Va. 

O’Brien,  C.  G. 

Appomattox,  Va. 

O’Brien,  David  C. 

405  Professional  Bldg. 
Portsmouth,  Va. 

O’Brien,  Thomas  E. 

200  Little  Falls  St. 

Falls  Church,  Va. 

O’Connell,  Patrick 
Memorial  Hospital 
Winchester,  Va. 

O'Connor,  John  J. 

1125  St.  Stephens  Rd. 
Alexandria,  Va. 

O’Donnell,  Robert  Joseph 
522  Leesburg  Pike 
Falls  Church,  Va. 

Oglesby,  F.  E. 

5604  Monument  Ave. 

Richmond  21,  Va. 

Oglesby,  S.  E. 

21 -Medical  Center 
Lynchburg,  Va. 

O’Hanlan,  J.  Treacy 
220  Rosser  Ave. 

Waynesboro,  Va. 

Old,  Levi,  Jr. 

308  Medical  Tower 
Norfolk  7,  Va. 

Old,  William  Whitehurst,  III 
Rockbridge  Professional  Bldg. 
Lexington,  Va. 

Olinger,  William  F. 

No  Current  Address 
Oliver,  George  J.,  Jr. 

Ill  Cary  St. 

Williamsburg,  Va. 

Oliver,  Keith  Millner 
Purcellville,  Va. 

O’Neal  James  T. 

Amelia,  Va. 

Opal,  John  A. 

Occoquan,  Va. 

Oppleman,  Herman  F. 

616  West  Grace  St. 

Richmond  20,  Va. 

Orlosky,  Albert  J. 

3823  N.  Pershing  Drive 
Arlington,  Va. 

Orr.  Robert  A. 

1 18  East  Loudoun  St. 

Leesburg,  Va. 

Osborne,  A.  P. 

Box  87 

Berry ville,  Va. 

Osborne,  J.  D. 

115  S.  Sycamore 
Petersburg,  Va. 

Outland,  Chas.  L. 

407  N.  12th  St. 

Richmond  19,  Va. 

Overcash,  Wm.  E. 

Memorial  Hospital 
Danville,  Va. 

Overton,  Franklin  Lawrence,  Jr. 
1550  Holland  Rd. 

Suffolk,  Va. 

Overton,  Thomas  P. 

3603  Grove  Ave. 

Richmond,  Va. 


Owen,  Earl  T. 

205  Courtland  Bldg. 
Lynchburg,  Va. 

Owen,  Fletcher  B.,  Jr. 
1407  Cummings  Drive 
Richmond,  Va. 

Owen,  Heth,  Jr. 

1141  West  Ave. 
Richmond,  Va. 

Owen,  Victor  P. 

Box  305 
Jarratt,  Va. 

Owens,  Beryl  H. 

P.  O.  Box  198 
Rose  Hill.  Va. 

Owens,  M.  E.  B.,  Jr. 

1013  W.  Franklin  St. 
Richmond  20,  Va. 

Ow  ens,  Richard  S.,  Jr. 

803  Medical  Arts  Bldg. 
Roanoke  11,  Va. 
Ownby,  Ralph,  Jr. 

3602  Monument  Ave. 
Richmond,  Va. 

Ozlin,  Robert  L. 

South  Hill,  Va. 

Ozlin,  Wilkins  J. 

South  Hill,  Va. 


Paarfus,  Edward  C.,  Jr. 
Buena  Vista  Ave. 

Stuart,  Va. 

Pack,  Lawrence  M. 

939  S.  Wakefield  St. 
Arlington,  Va. 

Packer,  Bernard  D. 

1001  W.  Franklin  St. 
Richmond  20,  Va. 
Padgett,  T.  E. 

823  Linden  Ave. 
Portsmouth,  Va. 

Page,  Maysville  Jane 
204  Medical  Arts  Bldg. 
Richmond,  Va. 

Page,  Sidney  G.,  Jr 
204  Medical  Arts  Bldg. 
Richmond  19,  Va. 
Paine,  Robert  E.,  Jr. 

7 Stone w-all  Forest 
Salem,  Va. 

Paine,  W.  H. 

216  3rd  St.,  N.  E. 
Charlottesville,  Va. 
Painter,  Ben  T. 

Tucker  Clinic  Bldg. 
Williamsburg,  Va. 
Painter,  John  W. 

2301  Fall  Hill  Avenue 
Fredericksburg,  Va. 
Painter,  Wm.  G.,  Jr. 

Fort  Defiance,  Va. 
Palmer,  Alfred  M. 

5275  Lee  Highway 
Arlington,  Va. 

Palmer,  Edwin  J. 

1 130-2nd  St.,  S.W. 
Roanoke  15,  Va. 
Palmer,  Richard  E. 
Alexandria  Hospital 
Alexandria,  Va. 
Palmieri,  Antonio  Fulvio 
8709  Gayton  Road 
Richmond,  Va. 

Paluch,  Simon 
6416  Brandon  Ave. 
Springfield,  Va. 


Papper,  Solomon 
1200  E.  Broad  St. 

Richmond,  Va. 

Paquin,  Albert  J.,  Jr. 

University  Hospital 
Charlottesville,  Va. 

Pariser,  Harry 
403  Medical  Tower 
Norfolk  7,  Va. 

Park,  Herbert  W. 

3500  Kensington  Ave. 

Richmond  21,  Va. 

Parker,  Carl  P.,  Jr. 

1073  W.  Broad  St. 

Falls  Church,  Va. 

Parker,  Donal  S. 

P.O.  Box  667 
Grafton,  Va. 

Parker,  Gerald  C. 

Savoy  Plaza 
59th  & 5th  Ave. 

New  York,  N.  Y. 

Parker,  J.  R. 

Providence  Forge,  Va. 

Parker,  Joseph  C. 

1805  Monument  Ave. 

Richmond  20,  Va. 

Parker,  Paul  J. 

Hampton,  Va. 

Parker,  Rea,  Jr. 

Box  66 

Smithfield,  Va. 

Parker,  W.  H. 

3116  Victoria  Blvd. 

Hampton,  Va. 

Parks,  John  H. 

Box  20 

University  Hospital 
Charlottesville,  Va. 

Parks,  R.  G. 

Temperanceville,  Va. 

Parks,  William  Robert 
3587  Parkwood  Drive,  S.  W. 
Roanoke,  Va. 

Parrish,  B.  L. 

808  Wainwright  Bldg. 

Norfolk,  Va. 

Parrish,  James 
251  Riverside  Drive 
Portsmouth,  Va. 

Parson,  Andrew  D. 

Richlands,  Va. 

Parson,  William 
University  of  Virginia  Hospital 
Charlottesville,  Va. 

Parsons,  P.  B. 

1306  Colonial  Ave. 

Norfolk,  Va. 

Pascoe,  Sam  C. 

4804  Bradford  Dr. 

Annandale,  Va. 

Pastore,  P.  N. 

5503  Riverside  Dr. 

Richmond  24,  Va. 

Patten,  Robert  C. 

Floyd,  Virginia 
Patterson,  James  Edwin 
124  Broad  St. 

Marion,  Va. 

Patterson,  John  L.,  Jr. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Patterson,  Wm.  M. 

1436  Mallory  Court 
Norfolk,  Va. 

Patteson,  T.  E. 

Dillwyn,  Va. 
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Payne,  Boyd  H. 

Professional  Bldg. 

Staunton,  Va. 

Payne,  Ella  Louise 
University  of  Virginia  Hospital 
Charlottesville,  Va. 

Payne,  Francis  R.,  Jr. 

722  S.  Adams  St. 

Petersburg,  Va. 

Payne,  John  A.,  Ill 
Sunbury,  N.  C. 

Payne,  Nelson  Saunders 
215-217  Southern  Office  Bldg. 
Southern  Shopping  Center 
Norfolk,  Va. 

Payne.  Robert  L. 

805  Medical  Arts  Bldg. 

Norfolk,  Va. 

Payne,  Robert  L.,  Jr. 

902  Medical  Tower 
Norfolk  7,  Va. 

Payne,  S.  O'Brien 
520  Wolfe  St. 

Fredericksburg,  Va. 

Payne,  Thomas  B. 

Fredericksburg,  Va. 

Payne,  Wade  C. 

Haymarket,  Va. 

Payne,  Waverly  R. 

91  29th  St. 

Newport  News,  Va. 

Peabody,  Carroll  A. 

Baylor  Medical  School 
Houston,  Texas 
Peacock,  John  H. 

3627  S.  1st  Rd. 

Arlington,  Va. 

Pearce,  Carney  C.,  Jr. 

Box  166 
Petersburg,  Va. 

Pearce,  Leroy  S. 

Dept.  Pathology 

Vetrans  Administration  Hospital 

Richmond,  Va. 

Pearce,  Patricia  R. 

2034  Inlet  Point  Rd. 

Norfolk,  Va. 

Pearlman,  Edwin 
910  Wainwright  Bldg. 

Norfolk  5,  Va. 

Pearson,  Charles  G. 

Blue  Ridge  Sanatorium 
Charlottesville,  Va. 

Pearson,  Harris  P. 

P.O.  Box  #23 
Lake  View,  S.  C. 

Pearson,  Paul  C. 

Warsaw,  Va. 

Peerless,  Julius 
2121  Little  Creek  Rd. 

Norfolk  9,  Va. 

Peery,  James  M. 

Box  85 

Cedar  Bluff,  Va. 

Peirce,  C.  T. 

Nuttsville,  Va. 

Peirce,  Robert  T.,  Jr. 

316  Main  St. 

Newport  News,  Va. 

Peltz.  Edgar  E. 

No  Current  Address 
Pembleton,  W.  E. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Penn,  Thomas  J. 

Grundy  Hospital 
Grundy,  Va. 


Pennington,  Margaret  A. 

Buckingham,  Va. 
Pennington,  William  Alton 
Buckingham,  Va. 

Peple,  W.  Lowndes,  Jr. 

810  W.  Franklin  St. 
Richmond,  Va. 

Pepple,  A.  W. 

701  Professional  Bldg. 
Richmond  19,  Va. 
Perdue,  Jean  Jones 
541  Lincoln  Rd. 

Miami  Beach  39,  Fla. 
Perez,  Ramon  B. 

Wise  Memorial  Hospital 
Wise,  Va. 

Perkins,  Benjamin  S. 

V.A.  Hospital 
Wichita  18,  Kansas 
Perkins,  E.  W. 

Medical  Arts  Bldg. 
Richmond  19,  Va. 

Perlin,  Louis 
4304  Grove  Ave. 
Richmond,  Va. 

Perlman,  lerome  David 
7925  Halprin  Dr. 
Norfolk,  Va. 

Perrins,  Richard  P. 

P.O.  Box  238 
Abqaiq,  Saudi,  Arabia 
Perry,  Wm.  J. 

1608  N.  Frost  St. 
Alexandria,  Va. 

Person,  F.  R. 

Lewis-Gale  Hospital 
Roanoke  11,  Va. 

Peters,  Leslie  L. 

1011  Arlington  Blvd. 
Arlington,  Va. 

Peterson,  Charles  H. 

603  Medical  Arts  Bldg. 
Roanoke,  Va. 

Pettis,  James  B. 

Drawer  1080 
Staunton,  Va. 

Phillips,  Benj.  F. 

Triangle,  Va. 

Phillips,  B.  L. 

1707  Rawlings  St. 
Richmond  23,  Va. 
Phillips,  James  W. 
Masonic  Temple  Bldg. 
Newport  News,  Va. 
Phillips,  Joseph  F. 

Chase  City,  Va. 

Phillips,  Joseph  T.,  Jr. 
Doctors’  Bldg. 

Norton,  Va. 

Phillips,  Robert  M. 

Chester,  Va. 

Phipps,  Glynn  W. 

116  S.  Sycamore  St. 
Petersburg,  Va. 

Phipps,  W.  M. 

P.  O.  Box  77 
Hopewell,  Va. 

Phlegar,  D.  S. 

Blacksburg,  Va. 

Phlegar,  O.  K. 

711  Virginia  Ave. 
Bluefield,  Va. 

Picot,  Harrison 
203  S.  Columbus  St. 
Alexandria,  Va. 


Pifer,  Herman  I. 

132  N.  Braddock  St. 
Winchester,  Va. 

Pifer,  William  H. 

19  W.  Washington  St. 
Winchester,  Va. 

Pile,  Wendell  J. 

530  E.  Queen  St. 

Hampton,  Va. 

Pinckney,  M.  Morris 
200  Virginia  Ave. 

Richmond  26,  Va. 

Pinkerton,  Herman  H.,  Jr. 
Johnston  Memorial  Clinic 
Abingdon,  Va. 

Pirkle,  Carl  I. 

U.  S.  Penitentiary 
Atlanta,  Ga. 

Pisano,  J.  E. 

3616  Campbell  Ave. 
Lynchburg,  Va. 

Placak,  Joseph  C. 

Rt.  1 

Abingdon,  Va. 

Platt,  Joseph  L. 

Medical  Center,  Suite  8 
Lynchburg,  Va. 

Pleasants,  Alfred  W.,  Jr. 

11  S.  Jefferson  St. 
Lexington,  Va. 

Plotnick,  Barney 
2110  Venable  St. 

Richmond,  Va. 

Plummer,  Kemp 
5428  Dorchester  Rd. 
Richmond,  Va. 

Plyler,  Marion  T. 

Whaleyville,  Va. 

Podolnick,  Nelson 
255  W.  Broad  St. 

Falls  Church,  Va. 

Poe,  Wm.  D. 

1603  Franklin  Rd.,  S.  W. 
Roanoke,  Va. 

Poindexter,  W.  O. 

Medical  Arts  Bldg. 
Newport  News,  Va. 
Polanco,  Gerado  B. 

Danville  Memorial  Hospital 
Danville,  Va. 

Pole,  Frank  N. 

Stuart  Circle  Hospital 
Richmond,  Va. 

Pole,  W.  Clarke 
1048  Algonquin  Rd. 
Norfolk  5,  Va. 

Polk,  S.  J. 

Lebanon,  Va. 

Pollack,  David 
3003  W.  Cary  St. 
Richmond  21,  Va. 

Pollard,  William  B. 

1500  Amherst  St. 
Charlottesville,  Va. 

Pope,  Thomas  B. 

43  S.  Market  St. 
Petersburg,  Va. 

Pope,  Wm.  B.,  Jr. 

902  Sterling  Point  Dr. 
Portsmouth,  Va. 

Porro,  Francis  W. 

St.  Mary’s  Hospital 
Evansville,  Ind. 

Porter,  H.  A. 

Pocahontas,  Va. 

Porter,  J.  J. 

Appalachia,  Va. 
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Porter,  Reno  R. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Porter,  Walter  A. 

Hillsville,  Va. 

Porter,  W.  Arthur 
400  Wainwright  Bldg. 

Norfolk,  Va. 

Porter,  Wm.  O. 

1101  Orange  Ave.,  N.  W. 
Roanoke  17,  Va. 

Poulos,  Nicholas  George 
7509  Parkline  Dr. 

Richmond,  Va. 

Powel,  Charles  C. 

Professional  Bldg. 

Harrisonburg,  Va. 

Powell,  A.  E. 

Madison,  Va. 

Powell,  Algerd 
70-34  57  Drive 
Maspeth,  L.I.,  N.Y. 

Powell,  John  D. 

Mitchell-Powell  Clinic 
Mount  Airy,  N.  C. 

Powell,  James  Harrison 
9 Marshall  St. 

Petersburg,  Va. 

Powell,  John  W. 

6407  Three  Chopt  Road 
Richmond,  Va. 

Powell,  L.  O. 

Seaford,  Va. 

Powell,  Leon  W.,  Jr. 

Memorial  Hospital 
Danville,  Va. 

Powell  Roy  R. 

3315  County  St. 

Portsmouth,  Va. 

Powell,  Stanley  H. 

13  Afton  Parkway 
Portsmouth,  Va. 

Powell,  Unity  Monger 
124  N.  Lexington  St. 

Covington,  Va. 

Powers,  Paxton  P. 

1211  Augusta  St. 

Charlottesville,  Va. 

Pratt,  Frank  C. 

Chatham  Heights 
Fredericksburg,  Va. 

Preston,  Henry  G. 

307  Prof.  Bldg. 

Harrisonburg,  Va. 

Price,  Henkel  M. 

Martinsville  General  Hospital 
Martinsville,  Va. 

Price,  Homer  H. 

21  Starling  Ave. 

Martinsville,  Va. 

Price,  James  D. 

119  E.  Little  Creek  Rd. 

Norfolk,  Va. 

Price,  Ralph 
5414  Jefferson  Ave. 

Newport  News,  Va. 

Price,  Comdr.  R.  H.,  MC,  USNR 
4672  Malden  Drive,  Liftwood 
Wilmington  3,  Delaware 
Price,  Walter  Stauffer 
3116  Victoria  Blvd. 

Hampton,  Va. 

Price,  Weldon  A. 

13th  & N.  Hudson  Sts. 
Arlington,  Va. 

Prichard,  W.  I. 

9 N.  12th  St. 

Richmond  19,  Va. 


Prince,  John  S. 

412  Ingleside  Ave. 

Emporia,  Va. 

Pritchett,  Drake 
134  Watson  St. 

Danville,  Va. 

Pritchett,  Harry  W. 

644  Main  St. 

Danville,  Va. 

Proffitt,  John  A. 

2305  Lafayette  Blvd. 

Norfolk  9,  Va. 

Prominski,  John  E. 

200  Little  Falls  St. 

Falls  Church,  Va. 

Propper,  Norman  S. 

Wise  Memorial  Hospital 
Wise,  Va. 

Proserpi,  Sergio  Vincent 
Medical  Center 
Annandale,  Va. 

Prout,  George  Russell,  Jr. 

1200  E.  Broad  St. 

Richmond  19,  Va. 
Provenzano,  Joseph  A. 

Box  175 
Annandale,  Va. 

Psimas,  Constantine  Nicholas 
205  Professional  Bldg. 
Portsmouth,  Va. 

Psimas,  James  N. 

3315  County  St. 

Portsmouth,  Va. 

Pugh,  Wm.  T. 

620  Court  St. 

Lynchburg,  Va. 

Puryear,  Wm.  G. 

Professional  Bldg. 

South  Boston,  Va. 

Putney,  Chas.  W. 

21  N.  Market  St. 

Staunton,  Va. 

Puzak,  Michael  A. 

3801  N.  Fairfax  Dr. 
Arlington,  Va. 

Quaintance,  Rupert  W.,  Jr. 

1051  Oak  Lawn  Dr. 

Culpeper,  Va. 

Quillen,  V.  W. 

Nickelsville,  Va. 

Ragland,  Stuart,  Jr.,  Lt.  Cmdr. 
School  of  Aviation  Medicine 
Pensacola  Naval  Air  Station 
Pensacola,  Fla. 

Rahman,  James  C. 

Walkerton,  Va. 

Ramsey,  Oscar  Lee,  Jr. 

3834  Peakland  Place 
Lynchburg,  Va. 

Randolph,  Bruce  L. 

1001  W.  Franklin  St. 
Richmond,  Va. 

Randolph,  H.  Ward 
4600  Monument  Ave. 
Richmond,  Va. 

Rankin,  M.  W.,  Jr. 

Box  55 

Eagle  Rock,  Va. 

Ransmeier,  John  C. 

1203  Quaker  Lane 
Alexandria,  Va. 

Ransone,  John  T. 

501  E.  Pembroke  Ave. 
Hampton,  Va. 

Ransone,  Sterling  N. 

Mathews,  Va. 


Rathbun,  Donald,  Jr. 

Suite  4-B,  El  Paso  Medical  Center 
1501  Arizona 
El  Paso,  Texas 
Ratliff,  John  M. 

316  Main  St. 

Newport  News,  Va. 

Rawles,  Benjamin  W.,  Jr. 

2306  Monument  Ave. 

Richmond  20,  Va. 

Rawls,  Charles  H. 

Lakeview  Clinic 
Suffolk,  Va. 

Rawls,  D.  L. 

112  S.  Broad  St. 

Suffolk,  Va. 

Rawls,  Harvey  P. 

400  W.  14th  St. 

Norfolk,  Va. 

Rawls,  J.  E.,  Jr. 

707  Gittings  St. 

Suffolk,  Va. 

Rawls,  Joel  C. 

Franklin,  Va. 

Ray,  Edward  S. 

Rt.  10,  Box  152 
Richmond,  Va. 

Raymond,  Bernard  H. 

7452  Tidewater  Dr. 

Norfolk,  Va. 

Rea,  Montie  L. 

Charlottesville,  Va. 

Read,  John  L. 

Ill  E.  Harris 
San  Angelo,  Tex. 

Read,  Louis  J. 

4847  Fort  Ave. 

Lynchburg,  Va. 

Read,  William  A. 

316  Main  St. 

Newport  News,  Va. 

Reardon,  William  J. 

6416  Arlington  Blvd. 

Falls  Church,  Va. 

Rebman,  John,  III 
109  Granite  Ave. 

Richmond,  Va. 

Recinos,  Adrian,  Jr. 

209  Creswell  Dr. 

Falls  Church,  Va. 

Recio,  Carlos  A. 

Western  State  Hospital 
Staunton,  Va. 

Rector,  George  H.  M. 

5113  Colley  Ave. 

Norfolk,  Va. 

Reed,  John  H. 

1000  West  Grace  St. 

Richmond,  Va. 

Reed,  Richard  C. 

220  Talbot  Hall  Rd. 

Norfolk,  Va. 

Reed,  Robert  Hammond 
700  Morumsco  Drive 
Woodbridge,  Va. 

Reed,  Wellford  C. 

604  N.  Blvd. 

Richmond  20,  Va. 

Reese,  Emmett  Francis,  III 
Courtland,  Va. 

Regan,  William  W. 

807  W.  Franklin  St. 

Richmond,  Va. 

Rein,  Walter  J. 

208  Professional  Bldg. 

Richmond,  Va. 


314 


Virginia  Medical  Monthly 


Reingold,  William  N. 

1301  Colonial  Ave. 

Norfolk,  Va. 

Renick,  Fred  T. 

Henry  Co.  Med.  Center 
Martinsville,  Va. 

Renner,  John  Howard 
Herndon  Medical  Center 
Herndon,  Va. 

Repass,  Robert  A. 

Central  Bldg.— Sixth  Street 
Bristol,  Tenn. 

Respess,  James  C. 

University  Hospital 
Charlottesville,  Va. 

Reynolds,  Beverly  Lee 
1844  Winston  Road 
Charlottesville,  Va. 

Reynolds,  George  A. 

Bowling  Green,  Va. 

Rice,  Carol  M. 

Sweet  Briar  College 
Sweet  Briar,  Va. 

Rice,  Marion  L.,  Jr. 

Suite  10 

3500  Kensington  Ave. 
Richmond  21,  Va. 

Richard,  D.  J. 

Ill  N.  Alfred  St. 

Alexandria,  Va. 

Richards,  Ashby  T. 

706  Duke  St. 

Alexandria,  Va. 

Richards,  Charles  N.,  Jr. 

501  E.  Franklin  St. 

Richmond,  Va. 

Richards,  Lewis  G. 

Good  View,  Va. 

Richards,  Lewis  G.,  Jr. 

2629  AVycliffe  Ave.,  SW 
Roanoke,  Va. 

Richards,  Milton  C. 

3403  Gloucester  Rd. 

Richmond  27,  Va. 

Richardson,  A.  S. 

Grundy,  Va. 

Richardson,  Charles  W. 

812  West  Stuart  Drive 
Galax,  Va. 

Richardson,  E.  H. 

9 E.  Chase  St. 

Baltimore,  Md. 

Richardson,  Emmett  V. 

Marion,  Va. 

Richardson,  Guy  C. 

State  and  Moore  Sts. 

Bristol,  Va. 

Richardson,  Herman  M. 

Midlothian,  Va. 

Richardson,  James  S. 

Grundy,  Va. 

Richman,  Louis  J. 

Box  537 

Newport  News,  Va. 

Rickard,  William  G. 

Luray,  Va. 

Rida,  Y.  S. 

P.O.  Box  757 
Elyria,  Ohio 
Riddel,  Clifford  T.,  Jr. 

Bridgewater,  Va. 
Ridgway-Hull,  Duvahl  Boone 
2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Rieman,  Gilbert  F. 

1306  Colonial  Ave. 

Norfolk,  Va. 


Riese,  Hertha  R.  T. 

Rt.  2,  Box  397 
Glen  Allen,  Va. 

Riese,  Walther 
Rt.  2,  Box  397 
Glen  Allen,  Va. 

Rifkin,  Irwin 
2704  Monument  Ave. 
Richmond  20,  Va. 

Riley,  Charles  Russell 
3604  Adonument  Ave. 
Richmond,  Va. 

Riley,  Chester  L. 

212  W.  Boscawen  St. 
Winchester,  Va. 

Riley,  Harold  L.,  Jr. 

Allied  Arts  Bldg. 

Lynchburg,  Va. 

Ringler,  John  G. 

419  Centerville  Rd. 

Alanassas,  Va. 

Ripberger,  Frank  Ad. 

312  South  Washington  St. 
Alexandria,  Va. 

Ripley,  Louis  Paul 
1240  3rd  St.,  S.  VV. 

Roanoke  11,  Va. 

Risher,  John  C. 

3877  Peakland  Place 
Lynchburg,  Va. 

Ritchie,  George  Gordon,  Jr. 
1000  West  Durwood  Crescent 
Richmond,  Va. 

Rivers,  S.  H. 

Abingdon  Rd. 

Bristol,  Va. 

Rixey,  William  W. 

Adathews,  Va. 

Roark,  John  W. 

105  N.  Alfred  St. 

Alexandria,  Va. 

Roberts,  Ernest  Seale 
61  Hampton  Rds.  Ave. 
Hampton,  Va. 

Roberts,  J.  H. 

103  Fourth  Ave.,  N.  W. 
Roanoke,  Va. 

Roberts.  Lucien  W.,  Jr. 

1523  Wilbom  Ave. 

South  Boston,  Va. 

Roberts,  Russell  W. 

1204  Blue  Ridge  Rd. 
Charlottesville,  Va. 
Robertson,  Alex.  F.,  Jr. 

211  W.  Frederick  St. 
Staunton,  Va. 

Robertson,  Charles  W. 

Owens,  Va. 

Robertson,  Edward  B. 

703  Main  St. 

Danville,  Va. 

Robertson,  Elmer  S. 

617  W.  Grace  St. 

Richmond  20,  Va. 

Robertson,  John  W. 

Onancock,  Va. 

Robertson,  W.  C.,  Jr. 

310  Professional  Bldg. 
Portsmouth,  Va. 

Robeson,  Ella  T. 

Hampton  Health  Dept. 

City  Hall,  Hampton,  Va 
Robinette,  David  E. 

Dante,  Va. 

Robinett,  Paul  W. 

602  Professional  Bldg. 
Portsmouth,  Va. 


Robins,  Chas.  R.,  Jr. 

1827  Park  Ave. 

Richmond  20,  Va. 

Robins,  Spotswood 
1805  Adonument  Ave. 
Richmond,  Va. 

Robinson,  Dennis  H. 

Bedford,  Va. 

Robinson,  Frederick  Daniel 
110  Curry'  St.,  Phoebus  Station 
Hampton,  Va. 

Robinson,  J.  A. 

Richlands,  Va. 

Rodriguez-Antunez,  Antonio 
University  Hospital 
Charlottesville,  Va. 

Rodriguez,  Claudio 
180  W.  Ocean  View  Ave. 
Norfolk,  Va. 

Rogers,  Henry  Ad.,  Jr. 

505  Medical  Tower 
Norfolk,  Va. 

Rogers,  James  AdcLean 
Glade  Spring,  Va. 

Rogers,  J.  M. 

R.  F.  D.  #1 
Hamilton,  Va. 

Rogers,  William  Hamilton 
Lakeview  Clinic 
Suffolk,  Va. 

Rol,  Cornells 
990  Main  St. 

Danville,  Va. 

Romaine,  Charles  N.,  IV 
1001  W.  Franklin  St. 
Richmond  20,  Va. 

Romaine,  Alason 
29  S.  Adarket  St. 

Petersburg,  Va. 

Roman,  Rafael 
Wise  Memorial  Horpital 
Wise,  Va. 

Romness,  Joseph  O. 

3801  N.  Fairfax  Dr. 

Arlington,  Va. 

Rook,  Frederick  W. 

7816  Allen  Sturges  Terrace 
Falls  Church,  Va. 

Rooney,  Ad.  S.  C. 

Rt.  #8,  Box  641A 
Richmond,  Va. 

Rosanelli,  E.  George 
932  W.  Franklin  St. 
Richmond,  Va. 

Rosanelli,  Peter 
932  W.  Franklin  St. 

Richmond  20,  Va. 

Rose,  John  B„  Jr. 

2301  Fall  Hill  Ave. 
Fredericksburg,  Va. 

Rose,  Joseph  N. 

Scott  Co.  Health  Dept. 

Gate  City,  Va. 

Rose,  Leslie  W.,  Jr. 

804  Adaple  Ave. 

Richmond,  Va. 

Rosenbaum,  George  Robert 
1215  Quarrier 
Charleston,  W.  Va. 
Rosenberg,  Maurice  S. 

Waverly,  Va. 

Rosenthal,  John  Lauchheimer 
135  W.  Belvedere  Rd. 
Norfolk,  Va. 

Rosenthal,  Adacey  H. 

Medical  Center 
Lynchburg,  Va. 


Volume  88,  May,  1961 


315 


Rosenthal,  S.  H. 

Medical  Center 
Tate  Springs  Rd. 
Lynchburg,  Va. 

Ross,  Manuel 
C.  & O.  Hospital 
Clifton  Forge,  Va. 
Rounds,  Robert  A. 

522  Leesburg  Pike 
Falls  Church,  Va. 

Row,  George  S. 

Bridgewater,  Va. 

Rowell,  Frank  E. 

110  Maycox  Ave. 
Norfolk,  Va. 

Rowland,  H.  Shepard,  Jr. 
3536  Grove  Ave. 
Richmond,  Va. 

Roye,  W.  E. 

3226  Patterson  Ave. 
Richmond  21,  Va. 

Royer,  Thomas  C. 

2742  Azalea  Garden  Road 
Norfolk,  Va. 

Royster,  Henry  P. 

1200  E.  Broad  St. 
Richmond,  Va. 

Rucker,  Douglas  P. 

2913  Park  Ave. 
Richmond,  Va. 

Rucker,  Edwin  M. 

2913  Park  Ave. 

Richmond,  Va. 

Rucker,  J.  E. 

3205  Pineland  Rd. 
Roanoke,  Va. 

Rucker,  S.  L.,  Jr. 

Moneta,  Va. 

Rucker,  Wm.  V. 

Bedford,  Va. 

Ruckstuhl,  Lily 
Fairfax  Medical  Center 
Fairfax,  Va. 

Rusher,  William  D. 

119  W.  Carolina  Ave. 
Crewe,  Va. 

Russi,  Simon 

1600  Wilton  Road 
Petersburg,  Va. 

Russo,  Augustine  J. 

202  New  Kim  Bldg. 
Portsmouth,  Va. 
Rutherford,  Robert  T.,  Jr. 
207  Doniphan  Bldg. 
Alexandria,  Va. 

Ryan,  John  E. 

3801  N.  Fairfax  Dr. 
Arlington,  Va. 

Rydeen,  John  O. 

1232  W.  Little  Creek  Road 
Norfolk  7,  Va. 

Sackett,  Charles  H. 

Medical  Center 
Lynchburg,  Va. 

Sadler,  William  A. 

Mathews,  Va. 

Saexinger,  Heribert  G. 

1 29  'A  -26th  St. 

Newport  News,  Va. 
Sager,  Stanley  Melvin 
4 S.  Stewart  St. 
Winchester,  Va. 

Sager,  William  L. 

990  Main  St. 

Danville,  Va. 

St.  Clair,  Wade  H. 

Box  660 

Bluefield,  W.  Va. 


St.  George,  J.  R. 

1100  Hamilton  Ave. 

Portsmouth,  Va. 

Salasky,  Milton 

501  Medical  Tower 
Norfolk  7,  Va. 

Salazar,  Angel  E. 

Box  16,  Rt.  50 
Chantilly,  Va. 

Sale,  Thomas  W.,  Jr. 

110  O’Canoe  Place 
Hampton,  Va. 

Saliba,  Constantine 
21  S.  King  St. 

Hampton,  Va. 

Salley%  W.  Callier 
712  Botetourt  St. 

Norfolk  7,  Va. 

Salzberg,  Arnold  M. 

1200  E.  Broad  St. 

Richmond,  Va. 

Sampson,  R.  B.,  Jr. 

Purcellville,  Va. 

Sanders,  U.  O. 

Grundy,  Va. 

Sandusky,  Wm.  R. 

University  of  Virginia  Hospital 
Charlottesville,  Va. 

Sanger,  Wm.  T. 

Medical  College  of  Virginia 
Richmond,  Va. 

Sanner,  Marvin  Q. 

3808  Caube  St. 

Alexandria,  Va. 

Santurian,  Maurice 
Pound,  Va. 

Sasser,  Frank  M.,  Jr. 

Hanover  Ave.  & Lee  St. 

Ashland,  Va. 

Saunders,  Albin  Millard 
212  Parkway  Drive 
Warwick  Station 
Newport  News,  Va. 

Saunders,  John  Richard 
Medical  Center 
Lymchburg,  Va. 

Saunders,  John  Rudolph 
Box  1514 
Richmond,  Va. 

Saunders,  S.  G. 

Box  730 

Waynesboro,  Va. 

Saunders,  Thos.  A. 

Box  815 
South  Hill,  Va. 

Savage,  Charles  L. 

c/o  E.  I.  DuPont  de  Nemours  & Co. 
Waynesboro,  Va. 

Savage,  Frederick  H. 

8810  Patterson  Ave. 

Richmond,  Va. 

Sawy'er,  Walter  W.,  Jr. 

701  Medical  Tower 
Norfolk  7,  Va. 

Saylor,  Clyde  L. 

P.  O.  Box  778 
Hopewell,  Va. 

Sayre,  J.  Warren 
332  Pear  Ave. 

Hampton,  Va. 

Schafer,  W.  Lewis 
3528  Wilson  Ave. 

Alexandria,  Va. 

Schechner,  Joseph 
6023  Chesapeake  Blvd. 

Norfolk  13,  Va. 

Schelin,  Eric  C. 

816  W.  Franklin  St. 

Richmond  20,  Va. 


Scherer,  John  H. 

820  W.  Franklin  St. 

Richmond  20,  Va. 

Schewe,  Wm.  J. 

3215  Columbia  Pike 
Arlington,  Va. 

SchifTert,  Charles  W. 

P.  O.  Box  567 
Craigsville,  Va. 

Schlanger,  M.  R. 

90  Afton  Parkway 
Portsmouth,  Va. 

Schmidt,  William  F. 

5 Fifth  St. 

Bristol,  Va. 

Schneider,  Charles  F. 

127  Kentucky  Blvd. 

Hazard,  Ky. 

Schoenfeld,  J.  M. 

Equitable  Bldg. 

300  Boush  St. 

Norfolk  10,  Va. 

Schools,  George  S. 

Veterans  Hospital 
Richmond,  Va. 

Schultz,  Robert  G. 

503-5  The  National  Bank  Bldg. 
Harrisonburg,  Va. 

Schurter,  Bettye  Sue  Corpening 
401  Country  Club  Lane 
Galax,  Va. 

Schurter,  Lonis  L. 

325  Wingman  Ave. 

Romney,  West  Va. 

Schuster,  Rudolf  F. 

Medical  Arts  Bldg. 

Norfolk,  Va. 

Schwartz,  Abe  L. 

Gloucester,  Va. 

Schwartz,  Julius  L. 

7 Marshall  St. 

Petersburg,  Va. 

Schwartz,  Raymond 
511  Juniper  Lane 
Falls  Church,  Va. 

Schweiger,  Ernst 
2486  Airline  Blvd. 

Portsmouth,  Va. 

Scoggin,  W.  A. 

University  Hospital 
Charlottesville,  Va. 

Scott,  Charles  W. 

Piedmont  Sanatorium 
Burkeville,  Va. 

Scott,  D.  P. 

Allied  Arts  Bldg. 

Lynchburg,  Va. 

Scott,  David  W.,  Jr. 

2301  Fall  Hill  Ave. 
Fredericksburg,  Va. 

Scott,  Ernest  G. 

Medical  Center 
Lynchburg,  Va. 

Scott,  H.  C. 

Clinch  Valley  Clinic  Hospital 
Richlands,  Va. 

Scott,  Pierre  Brutsche 
7120  Beryl  Road 
Alexandria,  Va. 

Scott,  T.  G. 

P.O.  Box  955 
Roanoke,  Va. 

Seaholm,  J.  Arthur 
1407  Cummings  Dr. 

Richmond,  Va. 

Sease,  C.  I. 

505  Professional  Bldg. 
Richmond,  Va. 
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Sease,  Cyril  I.,  Jr. 

602  The  National  Bank  Bldg. 
Harrisonburg,  Va. 

Sease,  Robert  H. 

206  National  Bank  Bldg. 
Harrisonburg,  Va. 

Selden,  Stuart  W. 

Kents  Store,  Va. 

Seldes,  Aaron 
118  W.  Grace  St. 

Richmond,  Va. 

Sellers,  John  G. 

1232  West  Little  Creek  Rd. 
Norfolk,  Va. 

Sellers,  William  P. 

Ill  Oak  Grove  Rd. 

Norfolk  7,  Va. 

Scnescu,  Robert  Alan 

1200  E.  Broad  Sr. 

Richmond  19,  Va. 

Sensenbach,  Charles  W. 

P.  O.  Box  56 
Wise,  Va. 

Setzler,  G.  B. 

Pennington  Gap,  Va. 

Seward,  Blanton  P. 

Lewis-Gale  Hospital 
Roanoke,  Va. 

Shafer,  June  Carol 
3801  N.  Fairfax  Dr. 

Arlington  3,  Va. 

Shafer,  William  H. 

25  W.  Boscawen  St. 
Winchester,  Va. 

Shaffer,  J.  Scott 
Abingdon,  Va. 

Shaffer,  Lee  W. 

1240  Third  St„  S.  W. 

Roanoke  16,  Va. 

Shamburger,  L.  L. 

4309  Cambridge  Rd. 

Richmond  21,  Va. 

Shanholtz,  Mack  I. 

State  Office  Bldg. 

Richmond  19,  Va. 

Shapiro.  Andrew  D. 

1201  Third  St.,  S.  W. 
Roanoke  11,  Va. 

Shapiro,  Jerome 
4211  .Monument  Ave. 
Richmond,  Va. 

Shaver,  J.  S. 

132  North  Main  St. 
Woodstock,  Va. 

Shawver,  John  William 
Tazewell,  Va. 

Sheehy,  Stephen  J. 

5555  Columbia  Pike 
Arlington,  Va. 

Sheffey,  Chas.  P.  M. 

3908  Handy  St. 

Lynchburg,  Va. 

Shelley,  Henrik 
Chincoteague  Island,  Va. 
Shelley,  Ronald  N. 

61 3 14  -6th  St. 

Norton,  Va. 

Shelton,  Aubrey  L. 

149  Ridgley  Rd. 

Norfolk  5,  Va. 

Shelton,  O.  N. 

V.  A.  Hospital 
Kerrville,  Tex. 

Shelton,  R.  M.,  Jr. 

1207  Taylor  Ave. 

Richmond,  Va. 

Shelton,  Turner  S. 

3018  Semmes  Ave. 

Richmond,  Va. 


Shelton,  William  A. 

Box  237 
Boydton,  Va. 

Shepherd,  E.  Bowie 
Professional  Bldg. 

Richmond  19,  Va. 

Shepherd,  W.  A. 

206  W.  Grace  St. 

Richmond,  Va. 

Sheppard,  L.  B. 

Medical  Arts  Bldg. 

Richmond  19,  Va. 

Sheppe,  William  M.  Jr. 

University  Hospital 
Charlottesville,  Va. 

Sherman,  Elizabeth 
Front  Royal,  Va. 

Sherrill,  Carolyn  A. 

Marion,  Va. 

Sherrill,  M.  F. 

Bakersfield  Memorial  Hospital 
Bakersfield,  Calif. 

Sherry,  John  Barry 
Waynesboro  Community  Hospital 
Waynesboro,  Va. 

Shield,  James  Asa 
“Pevensey” 

Westham  Station  Rd. 

Richmond,  Va. 

Shields,  Randolph  T.,  Jr. 

Industrial  Loan  Bldg. 

Staunton,  Va. 

Shillinger,  Frederick  William 
Dixie  Hospital 
Hampton,  Va. 

Shinn,  IT  L. 

P.O.  Box  455 
Mathews,  Va. 

Shipp,  George  O. 

1318  Pleasure  House  Rd. 

Bayside,  Va. 

Shipp,  J.  B. 

612  Massachusetts  Ave. 

Norfolk,  Va. 

Shockley,  Elmer  N. 

Bassett,  Va. 

Short,  N.  H. 

Norton,  Va. 

Shotton,  Donald 
Medical  Center 
Lynchburg,  Va. 

Shouse,  Samuel  S. 

661  Maxwelton  Court 
Lexington,  Ky. 

Showalter,  A.  M. 

Christiansburg,  Va. 

Showalter,  H.  B. 

Kenbridge,  Va. 

Showalter,  J.  T. 

Christiansburg,  Va. 

Shreve,  Robert  D. 

511-7 th  St. 

Altavista,  Va. 

Shrum,  Richard  C. 

801  E.  High  St. 

Charlottesville,  Va. 

Shuler,  B.  C. 

Shenandoah,  Va. 

Shull,  Gordon  E. 

903  E.  4th  St. 

Big  Stone  Gap,  Va. 

Shull,  Owen  Clay 
Box  666 
Herndon,  Va. 

Shuman,  Joseph  E. 

1400  South  Joyce  St. 

Arlington,  Va. 


Sibley,  Wm.  Langley 
Lewis  Gale  Hospital 
Roanoke,  Va. 

Sickel,  Hugh  V. 

Balls  Hill  & Churchill  Roads 
McLean,  Va. 

Sieber,  Homer  Alden 
1603  Franklin  Rd.,  S.W. 
Roanoke,  Va. 

Siegel,  Edward  V. 

316  Main  Street 
Newport  News,  Va. 
Siersema,  R.  C. 

401  W.  Grace  St. 
Richmond  20,  Va. 

Siewick,  Joseph  Walter 
200  Little  Falls  St. 

Falls  Church,  Va. 

Sikes,  E.  L. 

Pound,  Va. 

Silbersiepe,  Barbara  Kramer 
42 1 5 Balsam  Drive 
McLean,  Va. 

Silver,  Sam 

1001  W.  Franklin  St. 
Richmond  20,  Va. 
Silverman,  Herbert  R. 

185  W.  Main  St. 

Danville,  Va. 

Simms,  Reuben  F. 

West  Ave.  at  Harrison  St. 
Richmond  20,  Va. 

Simpson,  George  W. 

3808  E.  Indian  River  Rd. 
Norfolk,  Va. 

Simpson,  Wm.  A. 
Wainwright  Bldg. 

Norfolk  10,  Va. 

Sims,  Arthur  I. 

3215  Columbia  Pike 
Arlington,  Va. 

Sims,  John  A. 

211  N.  Washington  St. 
Alexandria,  Va. 

Sinclair,  J.  W. 

Box  238 

Warrenton,  Va. 

Sipe,  William  Henry 
311  Main  St. 

Newport  News,  Va. 

Sisson,  Harold  E. 

Warsaw,  Va. 

Skaggs,  G.  W. 

Dublin,  Va. 

Skorapa,  Victor,  Jr. 

Pulaski  Hospital 
Pulaski,  Va. 

Slate,  Herman  I. 

3260  Wilson  Blvd. 

Arlington,  Va. 

Sloan,  William  S. 

34  Franklin  St. 

Petersburg,  Va. 

Smallwood,  Harvey  D. 

1828  Wayside  Place 
Charlottesville,  Va. 

Smart,  Frank  P. 

704  Wainwright  Bldg. 
Norfolk,  Va. 

Smcdal,  Sigmund  Henry 
367  Bartley 
Mansfield,  Ohio 
Smiley,  Russell 
Salem,  Va. 

Smith,  Alfred  L. 

200  Professional  Bldg. 
Richmond  19,  Va. 
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Smith,  Arthur  M.,  Jr. 

920  East  High  St. 
Charlottesville,  Va. 

Smith,  Bobby  Long 
Rt.  #2,  Box  234 
Princess  Anne,  Va. 

Smith,  Catherine  W.  R. 

488  Walden  Rd.,  N.  E. 
Abingdon,  Va. 

Smith,  C.  C.,  Jr. 

712  Medical  Tower 
Norfolk,  Va. 

Smith,  Charles  D. 

Professional  Bldg. 

2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Smith,  Charles  G. 

4615  Lee  Highway 
Arlington,  Va. 

Smith,  David  E. 

University  Hospital 
Charlottesville,  Va. 

Smith,  David  H. 

Forest  Park  Clinic 
1 162  Main  St. 

Forest  Park,  Ga. 

Smith,  Edward  B. 

220  Rosser  Ave. 

Waynesboro,  Va. 

Smith,  Edwin  Ide 
1326  Brunswick  Ave. 

Norfolk,  Va. 

Smith,  George  H. 

1 14  W.  Boscawen  St. 
Winchester,  Va. 

Smith,  George  R.,  Jr. 

Shawsville,  Va. 

Smith,  Harry  L.,  Jr. 

404-8th  St.,  N.E. 

Charlottesville,  Va. 

Smith,  Henry  Clay 
Burkeville,  Va. 

Smith,  James  Hal 
Christiansburg,  Va. 

Smith,  James  Howard 
Virginia  State  College 
Petersburg,  Va. 

Smith,  John  Earle 
207  W.  Nine  Mile  Rd. 
Highland  Springs,  Va. 

Smith,  Joseph  H. 

308  Beech  St. 

Farmville,  Va. 

Smith,  J.  Paul,  Jr. 

1003  Hazel  Ct. 

Norfolk,  Va. 

Smith,  Leroy 
1805  Monument  Ave. 
Richmond,  Va. 

Smith,  McKelden 
118  W.  Frederick  St. 

Staunton,  Va. 

Smith,  Mason 
2035  Monument  Ave. 
Richmond  20,  Va. 

Smith,  Maynard  P. 

1835  Monument  Ave. 
Richmond  20,  Va. 

Smith,  Nelson  M. 

134  S.  Sycamore  St. 

Petersburg,  Va. 

Smith,  O.  O.,  Jr. 

221  W.  Main  St. 

Marion,  Va. 

Smith,  Philip  S. 

Abingdon,  Va. 

Smith,  Ray  H. 

Hanover  Ave.  & Lee  St. 
Ashland,  Va. 


Smith,  Richard  H.,  Jr. 

304  National  Bank  Bldg. 
Harrisonburg,  Va. 

Smith,  Richard  O. 

P.  O.  Box  272 
Pulaski,  Va. 

Smith,  Robert  James 
Toano,  Va. 

Smith,  Robert  S. 

Box  235 
Dinwiddie,  Va. 

Smith,  Russell 
Piney  River,  Va. 

Smith,  Thomas  E. 

Hayes,  Va. 

Smith,  William  C. 

220  Rosser  Ave. 
Waynesboro,  Va. 

Smith,  W.  Edward 
Farmville,  Va. 

Smith,  Wm.  Kyle,  Jr. 

617  W.  Grace  St. 
Richmond,  Va. 

Smoot,  John  L. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 
Snarr,  George  G. 

20  S.  Braddock  St. 
Winchester,  Va. 

Snead,  George  C. 

Derby,  Va. 

Snead,  James  G. 

Medical  Arts  Bldg. 
Roanoke,  Va. 

Snead,  John  P.,  Jr. 

Sperryville,  Va. 

Snead,  L.  O. 

1 104  W.  Franklin  St. 
Richmond,  Va. 

Snead,  Lawrence  Owen,  Jr. 
1104  W.  Franklin  St. 
Richmond,  Va. 

Snead,  Russell  N. 

Point  of  Fork 
Columbia,  Va. 

Snider,  George  Everett 
St.  Luke’s  Hospital 
Bluefield,  W.  Va. 

Snyder,  Bertram  C. 

1919  N.  Daniel  St. 
Arlington,  Va. 

Snyder,  Julius  J. 

208  Medical  Tower 
Norfolk,  Va. 

Solet,  Leo  M. 

3708  N.  Woodstock  Rd. 
Arlington,  Va. 

Somers,  Lewis  F. 

516  Church  St. 
Lynchburg,  Va. 

Soper,  L.  D. 

Halifax  Co.  Health  Dept. 
South  Boston,  Va. 
Souder,  Charles  G. 

Purcellville,  Va. 

Southall,  A.  R.,  Jr. 

Box  368 
Louisa,  Va. 

Southward,  W.  R. 

3922  W.  Franklin  St. 
Richmond  21,  Va. 

Soyars,  J.  A. 

Saltville,  Va. 

Soyster,  Peter 
200  Little  Falls  St. 

Falls  Church,  Va. 
Spalding,  Henry  C. 

820  W.  Franklin  St. 
Richmond,  Va. 


Speck,  George 
2806  S.  Randolph  St. 

Arlington,  Va. 

Spence,  George 
400  Locust  Ave. 

Charlottesville,  Va. 

Spencer,  Charles  H. 

1220  Grinnell 
Dallas  16,  Texas 
Spencer,  Henry  S. 

1000  W.  Grace  St. 

Richmond,  V a. 

Spencer,  William  P. 

5901  Patterson  Ave. 

Richmond,  Va. 

Spengler,  L.  C. 

818  S.  Jefferson  St. 

Roanoke  14,  Va. 

Spigel,  Wallace 

1228  W.  Little  Creek  Road 
Norfolk,  Va. 

Spiggle,  Charles  H. 

205  Holliday  St. 

Strasburg,  Va. 

Springall,  W.  H. 

Fredericksburg  Hospital  and  Clinic 
Fredericksburg,  Texas 
Sprinkle,  Philip  M. 

21  Starling  Ave. 

Martinsville,  Va. 

Sproul,  Alexander  Erskine 
Terry  Court 
Staunton,  Va. 

Squire,  Peter  W. 

412  Ingleside  Ave. 

Emporia,  Va. 

Stafford,  Frank 

Kenwood  Rd.,  Meadowbrook  Hgts. 
Charlottesville,  Va. 

Staley,  Hugh  O. 

Omer,  Arenac  County 
Michigan 
Staley,  J.  Stuart 
112  Campbell  Ave. 

Marion,  Va. 

Stallings,  James  H.,  Jr. 

6503  North  29th  St. 

Arlington  13,  Va. 

Stanley,  C.  V.,  Jr. 

Stanleytown,  Va. 

Stanton,  Archie  C. 

311  Main  St. 

Newport  News,  Va. 

Stark,  Carl  E. 

Box  6 

Wytheville,  Va. 

Stata,  Ralph  A. 

Box  146 
Oceana,  Va. 

Staton,  Lewis  B. 

206  N.  Granby  St. 

Richmond  20,  Va. 

Steel,  Charles  W.,  Jr. 

127  Military  Rd. 

Suffolk,  Va. 

Steele,  Frank  Ivan 
Box  147 
Windsor,  Va. 

Stein,  Joseph  W. 

1416  Prof  Bldg. 

Kansas  City,  Mo. 

Stein,  Milton  Robert 
Shirlington  Trust  Bldg. 

Arlington,  Va. 

Steingold,  Ben 

108  E.  Berkley  Ave. 

Norfolk,  Va. 
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Stephens,  W.  Graham 
Valley  Clinic 
Troutville,  Va. 

Stephens,  W.  P. 

Mattie  Williams  Hospital 
Richlands,  Va. 

Stetson,  Lawrence  J. 

Louise  Obici  Mem.  Hosp. 
Suffolk,  Va. 

Stevens,  Herman  D. 

2414  Chestnut  Ave. 
Newport  News,  Va. 
Stevens,  John  Edgar 
511  Lee  Medical  Bldg. 

1805  Monument  Ave. 
Richmond  20,  Va. 
Stevenson,  Ian  P. 

Univ.  of  Va.  Hospital 
Charlottesville,  Va. 

Stewart,  Allan  H. 

348  North  Washington  St. 
Falls  Church,  V a. 

Stewart,  Lever  F. 

University  Hospital 
Charlottesville,  Va. 

Stewart,  Thomas  W. 

1411  Langhorne  Rd. 
Lynchburg,  Va. 

Stinnett,  M.  S. 

Buchanan,  Va. 

Stinson,  Henry  W. 

Fauquier  Hospital 
Warrenton,  Va. 

Stinson,  L.  R. 

Scottsville,  Va. 

Stirewalt,  John  M. 

501-1 2th  St. 

Waynesboro,  Va. 

Stirling,  W.  Calhoun 
2024  R St.,  N.  W. 
Washington  9,  D.  C. 
Stoddard,  S.  D. 

White  Stone,  Va. 

Stokes,  Hugh  G. 

Williamsburg,  Va. 

Stokes,  Thomas  L. 

802  Medical  Tower 
Norfolk  7,  Va. 

Stoll,  Edward  J. 

1131  Chestnut  Hill  Dr. 
Lynchburg,  Va. 

Stone,  Carey  A.,  Jr. 

101  W.  8th  St. 

Radford,  Va. 

Stone,  G.  Edmund 
Dejarnette  Sanatorium 
Staunton,  Va. 

Stone,  Harry  B. 

811  Medical  Arts  Bldg. 
Roanoke,  Va. 

Stone,  Harry  B.,  Jr. 

811  Medical  Arts  Bldg. 
Roanoke  11,  Va. 

Stone,  James  B. 

2042  Park  Ave. 

Richmond,  Va. 

Stone,  James  W. 

1131  Chestnut  Hill  Dr. 
Lynchburg,  Va. 

Stone,  W.  Conrad 
1 1 38-2nd  St.,  S.W. 

Roanoke,  Va. 

Stone,  William  L.,  Ill 
1015  N.  Highland  St. 
Arlington,  Va. 

Stoneburner,  lohn  Moore 
132  Watson  St. 

Danville,  Va. 


Stoneburner,  L.  T.,  Jr. 

501  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Stoneburner,  R.  W. 

Edinburg,  Va. 

Stout,  Robert  E. 

3116  Victoria  Blvd. 

Hampton,  Va. 

Stout,  William  H. 

P.  O.  Box  457 
Hopewell,  Va. 

Strader,  William  R. 

Box  265 
Richlands,  Va. 

Strasser,  Heinz,  J. 

Victoria,  Va. 

Stratford,  Thomas  P. 

200  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Stratton,  Douglas  B. 

591  Morton  St. 

Boston  24,  Mass. 

Straughan,  J.  Marion 
Wise,  Va. 

Strauss,  Arnold  F. 

201  Medical  Tower 
Norfolk  7,  Va. 

Strawinsky,  Elizabeth  R. 

St.  Elizabeth’s  Hospital 
Washington,  D.  C. 

Strickler,  Frank  A. 

206  Medical  Arts  Bldg. 

Roanoke,  Va. 

Strider,  David  V. 

801  E.  High  St. 

Charlottesville,  Va. 

Stringfellow,  James  Lawrence,  Jr. 
Professional  Bldg. 

Bristol,  Tenn. 

Strohhofer,  Anton 
McGuire  VA  Hospital 
Richmond,  Va. 

Stroo,  Hans  H. 

406  Allison  Ave.,  S.W. 

Roanoke,  Va. 

Stuart,  Christopher,  Jr. 

306  W.  Cork  St. 

Winchester,  Va. 

Stuart,  Caldwell  J. 

401  E.  Washington  St. 
Petersburg,  Va. 

Stubbs,  L.  E. 

2903  West  Ave. 

Newport  News,  Va. 

Sturgeon,  Howard  Elbert 
Rt.  #2,  Box  234 
Princess  Anne,  Va. 

Sturgis,  William  J.,  Jr. 

Nassawadox,  Va. 

Suggs,  Wm.  D. 

1213  W.  Franklin  St. 

Richmond,  Va. 

Sullivan,  John  B. 

3519  N.  Pershing  Dr. 

Arlington,  Va. 

Sumpter,  G.  C. 

Rose  Hill,  Va. 

Sutelan,  Harry  E. 

210-220  Withers  Bldg. 

Norfolk  10,  Va. 

Suter,  Cary 

Box  211,  Medical  College  of  Va. 
Richmond,  Va. 

Suter,  James  M. 
c/o  Health  District 
Abingdon,  Va. 

Sutherland,  G.  F. 

Big  Stone  Gap,  Va. 


Sutherland,  Joshua  P. 

Harman,  Va. 

Sutphin,  Adney  K. 

1805  Monument  Ave. 

Richmond,  Va. 

Sutton,  Lee  E. 

Medical  College  of  Va.  Hospital 
Richmond,  Va. 

Swain,  Garrett  Michael 
7 Corners  Medical  Bldg. 

Falls  Church,  Va. 

Swecker,  B.  T. 

Blue  Grass,  Va. 

Swecker,  Charles  E. 

Box  608 
Wise,  Va. 

Sweetman,  Homer  A. 

4709  Grandway  Rd. 

Richmond  26,  Va. 

Swift,  Charles  C. 

Raiford  Clinic  Bldg. 

Franklin,  Va. 

Swineford,  Oscar 
University  Hospital 
Charlottesville,  Va. 

Swisher,  Forrest  Myron 
S.  25th  & Army-Navy  Dr. 
Arlington,  Va. 

Szele,  George 
Annandale  Medical  Center 
Annandale,  Va. 

Tabor,  Blanche 

3004  Lee  Highway,  Dill 
Arlington,  Va. 

Talbot,  William  Hanna 
1155  Hillcrest  Drive 
Harrisonburg,  Va. 

Taliaferro,  Wm.  L. 

743  W.  Princess  Anne  Rd. 
Norfolk,  Va. 

Talley,  D.  D„  Jr. 

212  Gun  Club  Road 
Richmond,  Va. 

Talley,  Daniel  D.,  Ill 
501  East  Franklin  St. 

Richmond  19,  Va. 

Talley,  Lilburn  Trigg 
104  Professional  Bldg. 

Richmond,  Va. 

Tankard,  James  W. 

100  Hopkins  St. 

Hilton  Village  Branch 
Newport  News,  Va. 

Tanner,  G.  G. 

Grottoes,  Va. 

Tanner,  Henry  M.,  Jr. 

104  N.  Mecklenburg 
South  Hill,  Va. 

Tappan,  Frank  E. 

Berryville,  Va. 

Tart,  Nelson  Monroe 
200  Little  Falls  St. 

Falls  Church,  Va. 

Tayloe,  Gordon  B. 

240  N.  Blake  Road 
Norfolk,  Va. 

Taylor,  Clarence  W.,  Jr. 

Alleghany  Clinic 
Shawsville,  Va. 

Taylor,  Frank  E. 

2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Taylor,  G.  S.,  Jr. 

1210  Brunswick  Ave. 

Norfolk,  Va. 
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Taylor,  Harry  Baylor 
1500  Westover  Ave. 
Norfolk,  Va. 

Taylor,  Harry  B.,  Jr. 

5210  Colley  Ave. 

Norfolk,  Va. 

Taylor,  Helen  Wickham 
746  Graydon  Ave. 
Norfolk,  Va. 

Taylor,  Leslie 

625  Hamilton  Ave. 
Colonial  Heights,  Va. 
Taylor,  W.  L. 

Va.  Beach  Hospital 
Virginia  Beach,  Va. 
Taylor,  Wm.  Wickham 
908  Medical  Tower 
Norfolk  7,  Va. 

Teague,  F.  B. 

Martinsville,  Va. 

Terrell,  Robert  V. 

Medical  Arts  Building 
Richmond,  Va. 

Terry,  William  P. 

406  Buffalo  St. 

Farmville,  Va. 

Terry,  William  S. 

3300  High  St. 

Portsmouth,  Va. 

Tessitore,  Andrew 

1 14  Courthouse  Rd.  S.  W. 
Vienna,  Va. 

Thiele,  Arthur  L. 

Martha  Jefferson  Hospital 
Charlottesville,  Va. 
Thiemeyer,  John  S.,  Jr. 

307  Medical  Tower 
Norfolk,  Va. 

Thomas,  C.  W. 

Floyd,  Va. 

Thomas,  G.  June 
St.  Elizabeth’s  Hospital 
Washington  20,  D.  C. 
Thomas,  Gordon  C.  G. 

21  Broad  St. 

Stamford,  Conn. 

Thomas,  J.  H.,  Jr. 

Greenville,  Va. 

Thomas,  J.  Warrick 
2031  Monument  Ave. 
Richmond  20,  Va. 
Thomas,  Pendleton  E.,  Ill 
3540  Floyd  Ave. 
Richmond  21,  Va. 
Thomas,  Philip  R. 

Chuckatuck,  Va. 
Thomason,  Rudolph  C. 
Professional  Building 
Richmond,  Va. 

Thompson,  Acors  W. 

4803  Wrightson  Dr. 
McLean,  Va. 

Thompson,  Charles  Gwyn 

1 15  North  Church  St. 
.Marion.  Va. 

Thompson,  F.  N. 

212  James  River  Dr. 
Newport  News,  Va. 
Thompson,  Girard  V. 

Box  407 
Chatham,  Va. 

Thompson,  H.  Glenn 
203  S.  Columbus  St. 
Alexandria,  Va. 
Thompson,  James  A.,  Jr. 
Main  St. 

Marion,  Va. 


Thompson,  John  A.  M. 

Box  607 
Culpeper,  Va. 

Thompson,  Lloyd  LeGrand,  Jr. 

Richlands,  Va. 

Thompson,  Ralph  M. 

3111  Circle  Hill  Rd. 
Alexandria,  Va. 

Thompson,  W.  Basil 
6843  Lee  Highway 
Arlington  13,  Va. 

Thompson,  W.  N. 

Stuart,  Va. 

Thompson,  W.  Taliaferro,  Jr. 
4602  Sulgrave  Road 
Richmond,  Va. 

Thomson,  James  L. 

607  Medical  Tower 
Norfolk,  Va. 

Thorn,  Donald  S. 

Annandale  Medical  Bldg. 
Annandale,  Va. 

Thornhill,  Paige  E. 

3705  Newport  Ave. 

Norfolk,  Va. 

Thornhill,  R.  F. 

Box  735 
Pulaski,  Va. 

Thornhill,  T.  M.,  Jr. 

Virginia  Baptist  Hospital 
Lynchburg,  Va. 

Thornton,  John  L. 

820  W.  Franklin  St. 

Richmond  20,  Va. 

Thornton,  V.  A. 

Stony  Creek,  Va. 

Thornton,  Walter  F. 

605  Allied  Arts  Bldg. 
Lynchburg,  Va. 

Thornton,  William  N.,  Jr. 
University  Hospital 
Charlottesville,  Va. 

Thorup,  Oscar  A.,  Jr. 

Dean’s  Office— University  of 
Virginia  Medical  School 
Charlottesville,  Va. 

Thrasher,  Robert  H. 

1102  Colonial  Avenue 
Norfolk,  Va. 

Thrift,  George  N. 

512  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Thurman,  Doris  Lee  Arnold 
109  East  Lee  St. 

Vinton,  Va. 

Thurman,  William  Allen,  Jr. 

235  Montebello  Circle 
Charlottesville,  Va. 

Thweatt,  James  A. 

1610  Berkley  Ave. 

Petersburg,  Va. 

Tice,  Wm.  P. 

2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Tiernan,  A.  M. 

649  Roland  Drive 
Norfolk,  Va. 

Tingle,  Norman  R. 

Nuttsville,  Va. 

Tipton,  J.  W. 

Box  1120 
Danville,  Va. 

Tisdale,  Samuel  Albert,  Jr. 
Fairfax  Medical  Center 
Fairfax,  Va. 

Titus,  F.  Preston 
719  Prince  St. 

Alexandria,  Va. 


Todd,  j„...cs  W. 

Va.  Beach  Hospital 
Va.  Beach,  Va. 

Todd,  John  W. 

437  College  Circle 
Staunton,  Va. 

Todd,  M.  H. 

306  Pocahontas  Drive 
Virginia  Beach,  Va. 

Toms,  Paul  B. 

7 Stratford  Court 
Martinsville,  Va. 

Toone,  Elam  C.,  Jr. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Topham,  B.  E. 

2129  Maiden  Lane 
Roanoke,  Va. 

Torre,  Anthony  V. 

Lewis-Gale  Hospital 
Roanoke,  Va. 

Totin,  Vincent 
McKenny,  Va. 

Townes,  Charles  Henry 
Virginia  State  College 
Petersburg,  Va. 

Townsend,  Bertram  F. 

311  Main  St. 

Newport  News,  Va. 
Townsend,  H.  L. 

Marshall,  Va. 

Travis,  Thomas  R. 

Box  #91 
Montross,  Va. 

Traynham,  A.  P. 

Andrew  Rounds  Mem.  Home 
Sweet  Spring,  W.  Va. 

Trible,  William  M. 

1150  Connecticut  Ave.,  N.W. 
Washington,  D.  C. 

Trice,  C.  C. 

617  West  Grace  Street 
Richmond,  Va. 

Trice,  E.  R. 

Medical  Arts  Bldg. 

Richmond  19,  Va. 

Trice,  Robert  P. 

210  Medical  Arts  Building 
Richmond  19,  Va. 

Trigg,  Frank  R. 

705  Reservoir  Ave. 

Norfolk  12,  Va. 

Trivett,  W.  B. 

1828  Brookfield  Drive 
Akron  13,  Ohio 
Troland,  Charles  E. 

1200  East  Broad  Street 
Richmond  19,  Va. 

Trout,  Hugh  H.,  Jr. 

1234  Franklin  Road,  S.  W. 
Roanoke,  Va. 

Trout,  Philip  Cocke 
1240  3rd  Street,  S.  W. 
Roanoke,  Va. 

Trow,  W.  G. 

Warrenton,  Va. 

Trower,  Clarence  B.,  Jr. 

702  Medical  Tower 
Norfolk,  Va. 

Troxel,  George  E. 

117  W.  Boscawen  St. 
Winchester,  Va. 

Troxel,  James  R. 

117  W.  Boscawen  St. 
Winchester,  Va. 

Truesdell,  Frank  B. 

2230  Monument  Ave. 
Richmond  20,  Va. 
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Tuck,  S.  A. 

Pembroke,  Va. 

Tucker,  G.  H„  Jr. 

307  N.  Main  St. 

Chase  City,  Va. 

Tucker,  H.  St.  Geo. 

Medical  College  Hospital 
Richmond  19,  Va. 

Tucker,  James  Thos. 

401  Medical  Arts  Building 
Richmond,  Va. 

Tucker,  Jesse  M.,  Jr. 

Route  #2 
Huddleston,  Va. 

Tucker,  J.  R. 

201  Harrison  Ave. 
Williamsburg,  Va. 

Tucker,  Weir  M. 

6208  Tapoan  Road 
Richmond,  Va. 

Tucker,  Wm.  T. 

501  E.  Franklin  St. 
Richmond,  Va. 

Tudor,  Thomas  J. 

First  National  Bank  Bldg. 
Martinsville,  Va. 

Tuggle,  Stuart  Wilson 
Box  #24 
Keysville,  Va. 

Tureman,  Garnet  R. 

9 W.  Williamsburg  Rd. 
Sandston,  Va. 

Turman,  John  W. 

2422  Grove  Ave. 
Richmond,  Va. 

Turner,  A.  K. 

200  Solar  St. 

Bristol,  Va. 

Turner,  Franklin  C. 

430  Western  Branch  Blvd. 
Portsmouth,  Va. 

Turner,  Harold  T. 

Box  6 

Pearisburg,  Va. 

Turner,  Neilson 
101  North  2nd  St. 
Richmond,  Va. 

Tusing,  Thomas  W. 
Hazelton  Laboratories 
Falls  Church,  Va. 
Twyman,  James  B. 

400  Locust  Ave. 
Charlottesville,  Va. 

Tyler,  Gilman  R. 

3500  Kensington  Ave. 
Richmond,  Va. 

Tyroler,  Sidney  A. 

5852  N.  Washington  Blvd. 
Arlington  5,  Va. 

Tyson,  W.  R. 

1008  Covington  Lane 
Norfolk,  Va. 

Unger,  Allan  M. 

22  Westline  Drive 
Daly  City,  Calif. 

Upchurch,  Roy  W. 

811  Masonic  Temple 
Danville,  Va. 

Updike,  Glenn  B.,  Jr. 

181  S.  Main  St. 

Danville,  Va. 

Urbach,  Howard 
1311  Grove  Avenue 
Richmond,  Va. 

Urbanovich,  Eugenia 
Central  State  Hospital 
Petersburg,  Va. 


Vaden,  Edwin  B. 

304  Young  Building 
Lynchburg,  Va. 

Vance,  Douglas  Doriot 
250  Central  Building 
Bristol,  Tenn. 

Van  Den  Branden,  F.  M. 

13138  Warwick  Road 
Newport  News,  Va. 

V an  der  Woude,  Harmen 
138  Church  St. 

Vienna,  Va. 

van  Driem,  George  Henri 
P.O.  Box  398 
Toano,  Va. 

VanHorn,  Charles  N.,  Jr. 

811  Medical  Tower 
Norfolk  7,  Va. 

Vann,  John  A. 

132  W.  York  St. 

Norfolk  10,  Va. 

Van  Name,  A.  L.,  Jr. 

Urbanna,  Va. 

Vansant,  John  Herndon 
University  Hospital 
Charlottesville,  Va. 

Varden,  Leo  C. 

3706  Columbia  Pike 
Arlington,  Va. 

Vareska,  George  J. 

Marymount  Hospital 
Garfield  Heights  25,  Ohio 
Varner,  John  D. 

2037  Crystal  Springs  Ave.,  SVV. 
Roanoke,  Va. 

Varner,  William  David 
2853  Rosswell  Lane 
Columbus,  Ga. 

Vaughan,  David  D. 

810  West  Franklin  St. 
Richmond,  Va. 

Vaughan,  Edwin  D. 

200  Professional  Bldg. 
Richmond,  Va. 

Vaughan,  George  D. 

206  Professional  Bldg. 
Richmond,  Va. 

Vaughan,  Judson  T. 

Ashland,  Va.  ■ 

Velo,  Antonio  G. 

1001  West  Franklin  St. 
Richmond,  Va. 

Venner,  Robert  B. 

Cavalier  Dr.  & Holly  Road 
Virginia  Beach,  Va. 
Vermillion,  Thomas  U. 

149  Clyde  St. 

Hampton,  Va. 

Vermilya,  George  D. 

Cbnch  Valley  Clinic 
Richlands,  Va. 

Vermilya,  W.  E. 

Clifton  Forge,  Va. 

Vest,  W.  E. 

1st  Huntington  Nat.  Bk.  Bldg. 
Huntington,  W.  Va. 

Via,  Cary  E. 

236  Granby  Street 
Norfolk,  Va. 

Viccellio,  Asa  William 
Medical  Arts  Bldg. 

Danville,  Va. 

Vick,  Clyde  W.,  Jr. 

116  S.  Sycamore  St. 
Petersburg,  Va. 

Vilallonga,  Joseph  M, 

10  Castle  Place 
Falls  Church,  Va. 


Vingiello,  Ruth 
408  Roanoke  St. 

Blacksburg,  Va. 

Virts,  Earl  Edward,  Jr. 

118  East  Loudoun  St. 
Leesburg,  Va. 

Vitsky,  Maurice  S. 

2024  Monument  Ave. 
Richmond  20,  Va. 

Vitsky,  Meyer 
2024  Monument  Ave. 
Richmond,  Va. 

Volpe,  James,  Jr. 

1801  6th  Ave. 

Yuma,  Arizona 
Vultee,  Frederick  E.,  Jr. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Waddell,  Marion  C. 

Medical  Arts  Bldg. 
Richmond,  Va. 

Waddell,  R.  L. 

Galax,  Va. 

Waddell,  W.  W„  Jr. 

1825  Wayside  Place 
Charlottesville,  Va. 

Waddill,  J.  Franklin 
606  Wainwright  Bldg. 
Norfolk,  Va. 

Wade,  Frank  A. 

Lewis-Gale  Hospital 
Roanoke,  Va. 

Waff,  Joseph  J. 

Shenandoah,  Va. 

Wagner,  William  F. 

State  Office  Building 
Richmond,  Va. 

Wagner,  William  P. 

Box  36 

Chesterfield  C.  H.,  Va. 
Walke,  John  T. 

303  Washington  Ave.,  S.  W. 
Roanoke,  Va. 

Walker,  Harry 
1200  E.  Broad  St. 
Richmond,  Va. 

Walker,  Thomas 

1300  Westwood  Ave. 
Richmond,  Va. 

Walker,  Thomas  Andrew 
Stoney  Creek,  Va. 

Wallace,  A.  McG. 

Gate  City,  Va. 

Wallace,  K.  K. 

5224  Powhatan  Ave. 
Norfolk,  Va. 

Wallenborn,  Peter  A.,  Jr. 

209  Medical  Arts  Building 
Roanoke,  Va. 

Wallerstein,  Emanuel 
403  Professional  Bldg. 
Richmond,  Va. 

Walton,  William  W. 

Box  1027 
Pulaski,  Va. 

Ward,  C.  Harper 
Montross,  Va. 

Ward,  O.  W. 

15  S.  Mallory  St. 

Hampton,  Va. 

Ward,  O.  W.,  Jr. 

Hampton,  Va. 

Ware,  Earle  R. 

1006  Prince  Edward  St. 
Fredericksburg,  Va. 
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Ware,  H.  Hudnall 
816  West  Franklin  St. 
Richmond,  Va. 

Ware,  Henry  M. 

8 Ivy  Farms  Road 
Newport  News,  Va. 

Ware,  R.  B. 

Amherst,  Va. 

Warfield,  Melissa  Anthony 
8544  Culfor  Crescent 
Norfolk,  Va. 

Warne,  Merna  M. 

R.  F.  D.  #1 
Falmouth,  Va. 

Warren,  Charles  W. 

Box  #37 
Upperville,  Va. 

Warren,  Hugh 

400  Locust  Ave. 
Charlottesville,  Va. 

Warren,  Hugh,  Jr. 

#6,  Roberta  Drive 
Hampton,  Va. 

Warren,  J.  E. 

719  Church  St. 

Lynchburg,  Va. 

Warren,  Thomas  N. 

701  McCormick  Boulevard 
Clifton  Forge,  Va. 
Warren,  W.  Dean 
U.  Va.  Hospital 
Charlottesville,  Va. 
Warren,  William  R. 

Orange,  Va. 

Warthen,  H.  J. 

Medical  Arts  Bldg. 
Richmond  19,  Va. 
Washington,  T.  B. 

1001  W.  Franklin  St. 
Richmond,  Va. 
Wasserman,  Albert  J. 

5019  Wythe  Ave. 
Richmond,  Va. 

Waters,  L.  Bradford 
715  Church  St. 

Lynchburg,  Va. 

Watkins,  D.  Edward 
Box  730 

Waynesboro,  Va. 

Watkins,  Franklin  Parker 

401  Medical  Arts  Bldg. 
Richmond,  Va. 

Watkins,  Thomas 
Drakes  Branch,  Va. 
Watkins,  Wm.  R. 

South  Boston,  Va. 
Watkins,  Wm.  T.,  Jr. 

321  Main  St. 

Newport  News,  Va. 
Watson,  Charles  E. 

Broadway,  Va. 

Watson,  John  C. 

808  Prince  St. 

Alexandria,  Va. 

Watson,  M.  H. 

705  Alain  St. 

Danville,  Va. 

Wattles,  Waldo  M. 

1101  Church  St. 
Lynchburg,  Va. 

Watts,  Earl  Wilson,  Jr. 

116  West  Carolina  Ave. 
Crewe,  Va. 

Watts,  T.  Duval 
1001  W.  Franklin  St. 
Richmond  20,  Va. 

Way,  William  G. 

202  N.  Washington  St. 
Winchester,  Va. 


Weaver,  Edgar  Newman 
2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Weaver,  William  J.,  Jr. 

612  Belleview  Blvd. 

Alexandria,  Va. 

Weaver,  W.  Lawrence 
1500  Brookland  Parkway 
Richmond,  Va. 

Webb,  Clifford  A. 

718  Grand  View  Drive 
Alexandria,  Va. 

Webb,  John  Q.  A. 

2516  Corprew  Ave. 

Norfolk,  Va. 

Webb,  Robert  B.,  Jr. 

116  S.  Sycamore  St. 

Petersburg,  Va. 

Webb,  Thomas  H. 

607  Court  St. 

Portsmouth,  Va. 

Weems,  Bliss  King 
453  Wayne  Street 
Waynesboro,  Va. 

Weems,  Rachel 

Woodrow  Wilson  Rehab.  Center 
Fishersville,  Va. 

Weger,  Alarvin  Louis 
Three  Chopt  & Ridge  Road 
Richmond,  Va. 

Weimer,  C.  J. 

3219  Columbia  Pike 
Arlington,  Va. 

Weimer,  George  A. 

Gretna,  Va. 

Weinberg,  Herbert  L. 

312  N.  Main  St. 

Suffolk,  Va. 

Weinstein,  A.  I. 

147  South  Colonial  Ave. 
Richmond,  Va. 

Weinstein,  Julian 
5204  Patterson  Ave. 

Richmond  26,  Va. 

Weisiger,  Benjamin  B.,  Ill 
McGuire  V.A.  Hospital 
Richmond  19,  Va. 

Weisiger,  Wm.  R. 

Medical  Arts  Building 
Richmond,  Va. 

Weissman,  Seymour  P. 

330  Delaware  Ave. 

Buffalo  2,  N.  Y. 

Welburn,  W.  C. 

3408  N.  Glebe  Road 
Arlington,  Va. 

Welchons,  George  A. 

805  Professional  Building 
Richmond,  Va. 

Weller,  William  F. 

2331  Broadway,  S.W. 

Roanoke,  Va. 

Wellford,  Beverley  R. 

Medical  Arts  Building 
Richmond,  Va. 

Wells,  Lewis  E. 

Fourth  Street  Ext. 

Farmville,  Va. 

Wensel,  Louise  O. 

No  current  address 
Werner,  W.  A. 

755  N.  8th  St. 

Wytheville,  Va. 

Wessel,  H.  Niels 
207  National  Bank  Bldg. 
Harrisonburg,  Va. 


Westmoreland,  James  P. 
110  Maycox  Ave. 
Norfolk,  Va. 

Weyl,  W.  Leonard 
4625  Old  Dominion  Dr. 
Arlington,  Va. 
Weymouth,  S.  E. 

Callao,  YTa. 

Whaley,  H.  E. 

Victoria,  Va. 

Wheeldon,  Thos.  F. 

318  West  Franklin  St. 
Richmond,  Va. 

Wheeler,  Clayton  E.,  Jr. 
869  Field  Road 
Charlottesville,  Va. 
Wheeler,  Paul  C. 

3139  Bagnal  Dr. 
Columbia,  S.  C. 

Wheless,  James  E. 

1603  Franklin  Rd.,  S.W. 
Roanoke,  Va. 

Whicker,  Charles  F. 

803  “C”  Street 
North  Wilkesboro,  N.C. 
Whitacre,  Samuel  N. 

8 South  Washington  St. 
Winchester,  Va. 

White,  A.  D.  F. 

1461  Rivermont  Ave. 
Lynchburg,  Va. 

White,  Arthur  E. 

4900  N.  37th  St. 
Arlington  7,  Va. 

White,  Charles  S. 

1801  Eye  St.,  N.  W. 
Washington,  D.  C. 
White,  David  Wesley 
1624  Rose  Hill  Drive 
Charlottesville,  Va. 
White,  Edward  S. 

Bloxom,  Va. 

White,  Forrest  P. 

609  Medical  Tower 
Norfolk  7,  Va. 

White,  Fred  D. 

Bluefield  Sanitarium 
Bluefield,  W.  Va. 
White,  J.  A. 

112  Mayflower  Apts. 
Virginia  Beach,  Va. 
White,  Al.  J.  W. 

Luray,  Va. 

White,  Ruth  M. 

2166  N.  Glebe  Rd. 
Arlington  7,  Va. 

White,  Stuart  B.  ' 

P.O.  Box  247 
Blackstone,  Va. 

White,  William  James 
5275  Lee  Highway 
Arlington,  Va. 
Whitehead,  Betty  W. 

Chatham,  Va. 
Whitehead,  David  C. 

205  Medical  Tower 
Norfolk,  Va. 

Whitehead,  P.  Cary 
Chatham,  Va. 

Whitehead,  W.  M. 

188  S.  Franklin  St. 
Juneau,  Alaska 
Whitehill,  M.  Richard 
1202  N.  Shore  Road 
Norfolk,  Va. 
Whitehouse,  Francis  R. 
Medical  Center 
Lynchburg,  Va. 
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Whitfield,  James  M.,  Jr. 

4308  Hanover  Ave. 
Richmond,  Va. 

Whitley,  Ayer  C. 

Palmyra,  Va. 

Whitlock,  S.  B. 

712  Botetourt  St. 

Norfolk,  Va. 

Whitman,  W.  R. 

Lewis-Gale  Hospital 
Roanoke,  Va. 

Whitman,  Wm.  R.,  Jr. 
Lewis-Gale  1 lospital 
Roanoke,  Va. 

Whitmore,  Charles  W. 

214  Langhorne  Rd. 
Lynchburg,  Va. 
Whitmore,  Claire 
214  Langhorne  Road 
Lynchburg,  Va. 
Whitmore,  E.  B.  J.,  Jr. 

S.  W.  State  Hospital 
Marion,  Va. 

Whitmore,  Wm.  H.,  Jr. 

918  W.  Princess  Anne  Rd. 
Norfolk,  Va. 

Whitticar,  Nancy  S. 

1409  Hanover  St. 
Fredericksburg,  Va. 
Whittle,  Joseph  Percivall 
138  Pickwick  Ave. 

Colonial  Heights,  Va. 
Whitworth,  F.  D. 

Front  Royal,  Va. 
Wickstrom,  James  C. 

Va.  Beach  Hospital 
Virginia  Beach,  Va. 
Wiesinger,  Herbert 
2015  Monument  Ave. 
Richmond,  Va. 

Wild,  William  B. 

P.  O.  Box  26 
Harrisonburg,  Va. 

Wiley,  William  B. 

1516  Colonial  Ave. 
Norfolk,  Va. 

Wilfong,  C.  T. 

1805  Monument  Ave. 
Richmond  20,  Va. 
Wilhelm,  Morton  C. 

920  East  High  St. 
Charlottesville,  Va. 
Wilhite,  Philip  A.,  Jr. 

1100  Hamilton  Ave. 
Portsmouth,  Va. 
Wilkerson,  Daniel  C.,  Jr. 
208  W.  Grayson  St. 

Galax,  Va. 

Wilkins,  Wm.  B. 

Hunting  Towers  Apt. 
Alexandria,  Va. 

Wilkinson,  George  L. 

1104  Charles  St. 

South  Boston,  Va. 
Wilkinson,  Lawrence 
15  Starling  Ave. 
Martinsville,  Va. 

Willard,  Eugene  L. 

2166  N.  Glebe  Rd. 
Arlington,  Va. 

Williams,  Ann  H. 

114  East  54th  St. 

Virginia  Beach,  Va. 
Williams,  Armistead  D. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 
Williams,  Armistead  M. 

805  West  Franklin  St. 
Richmond  20,  Va. 


Williams,  Carrington 
805  West  Franklin  St. 

Richmond,  Va. 

Williams,  Carrington,  Jr. 

805  West  Franklin  St. 

Richmond  20,  Va. 

Williams,  Charles  L. 

4814  Riverside  Drive 
Richmond,  Va. 

Williams,  David  H. 

1942  Lewis  Mountain  Rd. 
Charlottesville,  Va. 

Williams,  Ennion  S. 

Life  Insurance  Company  of  Va. 
Richmond  19,  Va. 

Williams,  Fred  M. 

703  Medical  Tower 
Norfolk,  Va. 

Williams,  George  H. 

106  Franklin  St. 

Petersburg,  Va. 

Williams,  George  Zur 
National  Institutes  of  Health 
Bethesda  14,  Md. 

Williams,  Gerald  A. 

Veteran’s  Administration 
West  Side  Hospital 
820  South  Damen  Ave. 

Chicago  12,  111. 

Williams,  Harold  L. 

12  Lynn  Dr. 

Newport  News,  Va. 

Williams,  H.  Joseph 
24  Terry  Court 
Staunton,  Va. 

Williams,  Henry  W. 

133  Harrison  St. 

Petersburg,  Va. 

Williams,  James  P. 

Richlands,  Va. 

Williams,  J.  S. 

Dade  City,  Fla. 

Williams,  Louis  Howard 
2108  Huguenot 
Richmond,  Va. 

Williams,  Mark  B. 

8510  Patterson  Ave. 

Richmond.  Va. 

Williams,  Mortimer  H. 

711  Medical  Arts  Bldg. 

Roanoke  11,  Va. 

Williams,  Pauline 
2035  Monument  Ave. 

Richmond,  Va. 

Williams,  Richard  Kennon 
2015  Monument  Ave. 

Richmond,  Va. 

Williams,  Robert  O. 

Westbrook  Sanatorium 
Richmond,  Va. 

Williams,  Ruth  F. 

3603  Grove  Ave. 

Richmond,  V a. 

Williams,  S.  H. 

Presidential  Gardens 
Alexandria,  Va. 

Williams,  T.  Frasier 
3801  N.  Fairfax  Drive 
Arlington,  Va. 

Williams,  Tom  A. 

Middletown,  Va. 

Williams,  Wesley 
521  Pennsylvania  Ave. 

Norfolk,  Va. 

Williams,  W.  C. 

Hillsville,  Va. 

Willie,  James  O. 

802  Church  St. 

Norfolk,  Va. 


Willis,  Hugh  H,  Jr. 

Chatham,  Va. 

Willis,  James  G. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Wilson,  David  C. 

NAPA  State  Hospital 
Imola,  Calif. 

Wilson,  Felix  B. 

R.F.D.  2 
Montross,  Va. 

Wilson,  Franklin  C. 

8 Doolittle  Rd. 

Hampton,  Va. 

Wilson,  Henry  H.,  Jr. 

701  Professional  Bldg. 
Richmond,  Va. 

Wilson,  Lester  A.,  Jr. 
University  Hospital 
Charlottesville,  Va. 

Wilson,  N.  G. 

1201  Matoaka  St. 

Norfolk,  Va. 

Wine,  Jean  F. 

170  S.  Main  St. 
Harrisonburg,  Va. 

Wine,  John  E. 

203  Professional  Bldg. 
Harrisonburg,  Va. 
Wineland,  Robert  K. 

425  Fort  Hunt  Rd. 
Alexandria,  Va. 

Wingfield,  Quinby,  Jr. 
Riverside  Hospital 
Newport  News,  Va. 
Wingfield,  R.  Terrell 
214  Langhorne  Rd. 
Lynchburg,  Va. 

Wingfield,  William  Lynn 
1716  Park  Ave. 

Richmond  20,  Va. 

Wingo,  Charles  F. 

3800  Wakefield  Road 
Richmond  25,  Va. 
Winkfield,  J.  Marshall 
111  Massanutten  St. 
Strasburg,  Va. 

Winn,  Thos.  M. 

Covington.  Va. 

Winn,  W.  C. 

4310  Cambridge  Road 
Richmond,  Va. 

Winslow,  Francis  E.,  Jr. 

1516  Banbury  Road 
Raleigh,  N.  C. 

Winston,  P.  H. 

Clarksville,  Va. 

Winston,  William  O. 

430  Western  Branch  Blvd. 
Portsmouth,  Va. 

Wise,  Walter  Paul 
419  Old  Centerville  Rd. 
Manassas,  Va. 

Wiseman,  H.  A.,  Jr. 

990  Main  St. 

Danville,  Va. 

Wiseman,  Henry  A.,  Ill 
990  Main  St. 

Danville,  Va. 

Wisoff,  Carl  P. 

Norfolk  Gen.  Hospital 
Norfolk,  Va. 

Wolcott,  James  M.,  Jr. 

327  West  Bute  St. 

Norfolk,  Va. 

Wolfe,  Alfred  L. 

609  S.  Jefferson  St. 
Roanoke,  Va. 
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Wolfe,  Frank  B. 

Rocky  Mount,  Va. 
Wolff,  Herbert  D.,  Jr. 
706  Duke  St. 
Alexandria,  Va. 

Wood,  Amelia  G. 

212  West  Franklin  St. 
Richmond  20,  Va. 
Wood,  Henry  W. 

300  Wainwright  Bldg. 
Norfolk,  Va. 

Wood,  James  B. 

1646  Keith  Valley  Rd. 
Charlottesville,  Va. 
Wood,  J.  Edwin,  Jr. 
University  Hospital 
Charlottesville,  Va. 
Wood,  John  T. 

1528  Greenview  Dr. 
Ann  Arbor,  Mich. 
Wood,  William  H.,  Jr. 
404-8th  St.,  N.E. 
Charlottesville,  Va. 
Woodhouse,  R.  W. 

Virginia  Beach,  Va. 
Wooding,  Nat 
Halifax,  Va. 

Woods,  Paul  A. 

362  S.  Laurel  St. 
Waynesboro,  Va. 
Woodside,  Nina  B. 

Haymarket,  Va. 
Woodson,  Frederick  G. 
408  Medical  Tower 
Norfolk,  Va. 
Woodson,  J.  B. 

Lowes ville,  Va. 
Woodson,  William  H. 
316  Main  St. 

Newport  News,  Va. 
Woodward,  Doris 
Aliddleburg,  Va. 
Woodward,  Fletcher  D. 
1326  Rugby  Road 
Charlottesville,  Va. 
Woodward,  John  F. 
c/o  F.  A.  Van  Patten 
Virginia  Beach,  Va. 
Woodward,  L.  K.,  Jr. 
Box  112 

Woodstock,  Va. 
Wornom,  Paul  H. 

31 16  Victoria  Blvd. 
Hampton,  Va. 


Wright,  Fletcher  J. 

49  S.  Market  St. 
Petersburg,  Va. 

Wright,  J.  Alex.,  Jr. 

Doswell,  Va. 

Wright,  Thomas  M. 

7 Corners  Medical  Bldg. 
Falls  Church,  Va. 

Wrye,  John  C. 

P.O.  Box  37 
Alorro  Bay,  Calif. 

Wyatt,  Norman  F. 

3507  Ivor  St. 

Hopewell,  Va. 

Wycoff,  Jack  D. 

Johnston  Memorial  Clinic 
Abingdon,  Va. 

Wyker,  Arthur  William 
University  Hospital 
Charlottesville,  Va. 

Wylie,  Charles  M. 

615  N.  Wolfe  St. 
Baltimore  5,  Md. 

Wyman,  Alvin  C. 

312  S.  Washington  St. 
Alexandria,  Va. 

Wysor,  Edwin  S. 

Mechanicsville,  Va. 
Wysor,  Frank  L. 

Clifton  Forge,  Va. 

Yaeger,  John  J. 

P.  O.  Box  582 
Lexington,  Va. 

Yao,  William  H. 

Lemuel  Shattuck  Hospital 
Boston,  Mass. 

Yarbrough,  O.  D. 

Route  #1 
Centerville,  V a. 

Yates,  Harry  R.,  Jr. 

2125  Rosalina  Ave. 
Roanoke,  Va. 

Yates,  Munford  R. 

424  W.  Washington  St. 
Petersburg,  Va. 

Yeatman,  Julian  H. 

Fork  Union,  Va. 

Yeatts,  H.  B. 

855  Vieytes  St.,  Martinez- 
F.C.N.G.B.M. 

Buenos  Aires,  Argentina 
York,  James  R. 

Hawthorne  House 
Berryville,  Va. 


Young,  Charles  Augustus,  Jr. 
Medical  Arts  Bldg. 
Roanoke,  Va. 

Young,  Charles  G. 

4600  Riverside  Drive 
Richmond,  Va. 

Young,  William  A. 

2915  Grove  Ave. 
Richmond  21,  Va. 

Young,  William  H.,  Jr. 

1212  St.  Stephens  Road 
Alexandria,  Va. 
Youngblood,  W.  P. 

P.  O.  Box  97 
Hopewell,  Va. 

Younger,  E.  F. 

1492  Langhorne  Rd. 
Lynchburg,  Va. 

Zacharias,  Charles  M. 

1805  Alonument  Ave. 
Richmond,  Va. 

Zearfoss,  John  E.,  Jr. 

312  S.  Washington  St. 
Alexandria,  Va. 

Zeavin,  Bernard  H. 

312  So.  Washington  St. 
Alexandria,  Va. 

Zetlin,  Arnold 
301  Medical  Arts  Bldg. 
Norfolk,  Va. 

Zfass,  H.  S. 

2502  Monument  Ave. 
Richmond  20,  Va. 

Zfass,  I.  S. 

2502  /Monument  Ave. 
Richmond  20,  Va. 

Zimberg,  Yale  H. 

4116  Kensington  Ave. 
Richmond,  V a. 

Zimmerman,  Gordon  A. 

200  E.  Broad  St. 

Falls  Church,  Va. 
Zimmerman,  Wm.  W.,  Ill 
1805  Alonument  Ave. 
Richmond,  Va. 

Ziv,  Louis  B. 

113  West  Road 
Portsmouth,  Va. 

Zylman,  Jacob  Derk 
6318  Willston  Drive 
Falls  Church,  Va. 
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Woman’s  Auxiliary . 


• • • 


President Mrs.  F.  Clyde  Bedsaul,  Floyd 

President-Elect Mrs.  William  F.  Grigg,  Jr.,  Richmond 

Vice-Presidents Mrs.  Robert  Keeling,  South  Hill 

Mrs.  Theodore  McCord,  Fairfax 
Mrs.  Byron  Eberly,  Portsmouth 


Recording  Secretary Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Corresponding  Secretary Mrs.  J.  Glenn  Cox,  Hillsville 

Treasurer Mrs.  James  M.  Moss,  Alexandria 

Publications  Chairman  Mrs.  Custis  L.  Coleman,  Richmond 

Directors Mrs.  Walter  A.  Porter,  Hillsville 

Mrs.  Charles  A.  Easley,  Jr.,  Danville 
Mrs.  John  R.  St.  George,  Portsmouth 

Membership 

"To  preserve  and  enhance  the  Heritage 
of  American  Medicine”  is  our  national 
theme  this  year;  it  is  also  a privilege  designed 
especially  for  our  organization. 

We  are  a group  of  physicians’  wives  united 
in  an  organization  whose  sole  purpose  is  to 
carry  out  the  projects  approved  by  the 
American  Medical  Association.  To  carry 
out  these  projects,  we  need  to  consolidate 
our  strength  through  organization.  This 
we  may  do  only  by  maintaining  a working 
structure  for  more  effective  participation 
in  legislative  matters  and  service  to  our 
communities. 

The  Woman’s  Auxiliary  to  the  A.M.A.  is 
now  over  80,000  strong.  This  is  a tremen- 
dous number  of  women  working  together 
with  their  husbands  to  help  and  advance 
the  medical  profession.  But  even  this  num- 
ber is  small  by  comparison  to  the  number 
of  women  who  could  be  a part  of  our  aux- 
iliary. 

Women  now  outnumber  men  in  this 
country;  we  now  own  80%  of  the  wealth 
of  the  country;  we  are  recognized  as  a 
formidable  force  to  be  reckoned  with.  It 
is,  therefore,  the  job  and  duty  of  all  women 
to  be  better  informed  in  order  to  be  of  more 
use  to  their  families  and  communities.  This 
is  particularly  true  of  physicians’  wives,  who 
as  leaders  act  as  an  educational  force  in  their 
communities. 


In  belonging  to  our  medical  auxiliary,  we 
have  the  chance  to  learn  how  to  be  of  more 
help  to  our  husbands.  It  is  difficult  for  us, 
who  work  with  the  medical  profession,  to 
understand  the  physicians’  wives  who  do 
not  feel  as  we  do.  One  of  our  primary  con- 
cerns must  therefore  be  to  interest  these 
women  in  working  with  us.  This  lack  of 
interest  of  some  wives,  I believe,  is  due  to 
the  fact  that  they  are  uninformed  as  to  the 
work  the  Auxiliary  does.  This  then  becomes 
the  work  of  every  member,  to  inform  and 
explain  to  these  wives  the  why,  what  and 
how  the  Auxiliaries  function. 

Do  these  women  know,  as  an  example, 
that  in  1959  the  Woman’s  Auxiliary  of  the 
A.M.A.  contributed  3,108,314  hours  of  vol- 
unteer and  philanthropic  service  to  the  com- 
munities? 

Do  they  know — that  in  just  eight  years, 
we  have  raised  $1,033,725  for  use  as  loans 
and  scholarships  for  careers  in  medicine? 

Do  they  know — that  we  have  organized 
almost  2,000  Future  Nurses  Clubs? 

Do  they  know — that  Virginia  has  22  aux- 
iliaries with  1182  members  and  at  present  a 
new  auxiliary  being  formed  at  Virginia 
Beach? 

These  are  the  facts  that  I believe,  if 
known,  would  interest  any  physician’s  wife 
and  in  turn  make  her  eager  to  join  and  work 
with  others  on  the  projects  approved  by  the 
medical  profession.  It  is  up  to  you  to  inform 
them.  We  are  proud  of  our  achievements. 
Let  us  sell  the  fine  work  of  our  auxiliaries. 

There  are  three  essentials  for  a high  level 
membership: 

1 —  Harmony  among  its  members 

2 —  Absorbing  programs 

3 —  Understanding  of  the  purposes  and 
policies  of  the  Auxiliary  and  the 
A.M.A. 

These  three  principals  we  all  understand 
and  recognize  for  their  value.  The  question 
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arises  as  to  how  to  best  put  them  into  prac- 
tice. 

These  are  suggested  ways  for  enlarging 
your  membership: 

1.  Get  up-to-date  list  of  names  and  ad- 
dresses of  prospective  members  from 
medical  society. 

2.  At  specialty  group  meetings  and  state 
conventions  interest  women  in  your 
county  and  state  auxiliaries. 

3.  Follow  up  referral  notices  on  members 
of  SAMA  auxiliary. 

4.  Contact  all  prospective  members  early 
before  other  organizations  claim  them. 

5.  Remember  the  value  of  reciprocity. 
Persuade  the  doctors’  wives  who  pre- 
fer other  organizations  to  be  guest 
speakers  on  your  program.  You  will 
learn  what  holds  her  interest  and  per- 
haps have  an  equal  opportunity  to 
explain  your  own  belief  in  auxiliary 
membership. 

6.  Seek  the  reason  for  the  rr dropped  out” 
or  disinterested  members  and  devise 
ways  to  interest  them  in  reinstate- 
ment. Evaluate  your  organization  on 
the  basis  of  what  you  learn  and  make 
constructive  changes. 

7.  Encourage  each  individual  to  choose 
what  she  likes  best  to  do  in  the  time 
at  her  disposal. 

8.  Choose  the  part  of  the  national  pro- 
gram and  the  project  which  best  fits 
your  own  group  and  community. 

We  have  reached  a "decisive  decade” 
when  physicians  cannot  oppose  the  forces 
threatening  their  heritage  alone.  They  need 
assistance.  The  more  members  we  enlist,  the 
more  powerful  will  be  our  support  and  the 
more  wives  will  answer  the  call  of  coura- 
geous citizenship.  A large  membership  will 
attest  the  unity  of  the  medical  profession. 
Only  in  this  consolidation  of  our  strength 
can  we  truly  assist  our  husbands  chosen  pro- 
fession to  reach  and  hold  its  greatness. 

Betty  Grigg  (Mrs.  Wm.  F.  Jr.) 


Auxiliary  to  the  American  Medical  As- 
sociation. 

A most  cordial  invitation  is  extended  all 
members  of  the  auxiliaries  to  attend  the  an- 
nual convention  of  this  Auxiliary  in  New 
York,  June  26-29.  Headquarters  will  be  the 
Roosevelt  Hotel. 

Foods  for  survival  and  common  sense 
safety  precautions  for  aged  persons  around 
the  home  are  two  outstanding  presentations 
slated  for  this  meeting. 

The  annual  tea  and  fashion  show  honor- 
ing the  president,  Mrs.  William  Mackersie, 
and  the  president-elect,  Mrs.  Harlan  Eng- 
lish, will  be  held  at  the  U.  N.  Building  on 
Monday  afternoon.  National  past  presidents 
will  be  honored  at  the  luncheon  on  Tuesday, 
at  which  Dr.  E.  Vincent  Askey,  A.  M.  A. 
president,  will  be  guest  speaker. 

Williamsburg-James  City. 

This  is  the  newest  auxiliary  and  their 
officers  are:  President,  Mrs.  Hugh  Stokes; 
vice-presidents,  Mrs.  Frank  Fernandez  and 
Mrs.  Howard  Ashbury;  recording  secretary, 
Mrs.  R.  E.  DeBord;  corresponding  secretary, 
Mrs.  Kinwood  Farley;  treasurer,  Mrs.  George 
Chochany;  and  membership,  Mrs.  John 
Fletcher  and  Mrs.  George  Oliver. 

Northampton- Accomac. 

This  auxiliary  met  on  March  21st  at 
Hungar’s  Church  Parish  House,  Bridgetown. 
There  were  thirty  members  present, 

Mrs.  F.  Clyde  Bedsaul,  State  President, 
was  guest  speaker.  She  spoke  of  the  need 
for  more  young  people  to  be  encouraged 
to  enter  the  medical  profession  and  health 
careers.  She  stressed  the  aims  of  the  medical 
profession  for  the  future. 

A check  for  one  hundred  and  seven  dol- 
lars was  given  to  the  Medical  College  of  Vir- 
ginia medical  center. 

A social  period  and  refreshments  followed 
the  business  meeting. 

Catherine  R.  Trower 
(Mrs.  E.  Holland) 
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Editorial 


Resident  Physicians  and  Blue  Shield 

ECENTLY  BLUE  SHIELD  has  indicated  that  it  will  no  longer 
render  fees  for  service  by  resident  physicians.  While  most  patients 
with  Blue  Cross-Blue  Shield  coverage  do  consult  a private  physician,  in 
a few  instances,  there  are  patients  whose  income  and  personal  assets  are 
extremely  low,  and  it  is  necessary  to  admit  them  to  the  hospital  as  clinic 
patients.  Under  such  circumstances,  medical  care  is  given  by  a resident 
under  the  supervision  of  an  attending  physician.  It  should  be  pointed 
out  that  the  resident  is  one  whose  competence  is  commensurate  with  the 
patient’s  medical  problem,  and,  in  addition,  the  patient  is  seen  by  an 
attending  physician  who  participates  in  the  decision  for  the  patient’s 
care  and  is  immediately  available  during  an  operative  procedure  or 
serves  as  a member  of  the  operating  team  if  necessary.  Thus,  the  patient 
receives  excellent  care  and  fully  as  much  attention  as  if  she  were  the  direct 
responsibility  of  a private  physician.  Also,  in  this  day  when  the  number 
of  indigent  or  welfare  patients  is  diminishing,  it  is  of  utmost  importance 
that  as  many  patients  as  possible  be  available  for  residency  training. 

The  Blue  Shield  Medical  Surgical  Contract  Manual  defines  the  Phy- 
sician as  a ”.  . . duly  licensed  doctor  of  medicine.”  In  the  same  Manual, 
however,  it  excludes  payment  for  care  by  surgical  assistant  residents,  in- 
terns, residents  or  house  physicians.  While  this  may  be  a prerogative  of 
the  Medical  Service  Association,  it  does  not  seem  entirely  fair  to  exclude 
physicians  in  this  category  when  they  are  "duly  licensed  doctors  of  med- 
icine” in  a teaching  hospital  setting  if  they  are  deemed  competent  by 
virtue  of  training  and  experience  and  have  the  supervision  and  guidance 
of  well-qualified  attending  physicians.  The  amount  of  monies  which 
might  be  received  from  this  source  is  not  great.  Furthermore,  these  funds 
do  not  accrue  to  the  private  physician  or  the  institution,  but  are  used  to 
further  the  educational  opportunities  of  the  resident  staff. 

Another  factor  for  consideration  is  that  the  patient  has  paid  a premium 
for  professional  medical  care,  and,  therefore,  it  seems  reasonable  that  a 
fee  for  service  should  be  paid  when  this  care  is  rendered  just  as  his  cost 
for  hospitalization  is  paid  by  the  Association. 

The  trend  throughout  the  State  as  well  as  over  the  country  is  toward 
medical  and  surgical  insurance  for  larger  numbers  of  people.  Therefore, 
it  is  quite  probable  that  increasing  numbers  of  patients  will  be  cared  for 
by  resident  and  house  physicians  who  will,  in  turn,  treat  them  under 
proper  supervision.  This  is  not  to  say  that  whenever  it  is  practically  and 
morally  possible,  a patient  with  Blue  Shield  and  Blue  Cross  coverage 
should  be  and  will  be  the  direct  responsibility  of  a private  physician.  Such 
patients  will  be  assigned  to  the  clinic  service  only  if  Blue  Cross  fails  to 
cover  for  the  most  part  the  cost  of  hospital  care  for  a patient  whose  per- 
sonal financial  assets  are  so  low  that  it  will  be  virtually  impossible  for  him 
to  make  up  the  difference. 

The  opportunity  for  good  medical  care  afforded  by  the  Association  to 
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increasingly  greater  numbers  of  people  is  indeed  recognized.  It  is  sin- 
cerely hoped  that  some  method  will  evolve  for  payment  of  fees  for  serv- 
ice by  duly  licensed  physicians  even  though  they  are  resident  and  house 
physicians. 

William  H.  Muller,  Jr.,  M.D. 


News  Notes . . . . 


New  Members. 

Since  the  list  published  in  the  April  issue 
of  the  Monthly,  the  following  doctors  have 
been  admitted  into  membership  in  The  Med- 
ical Society  of  Virginia: 

Raymond  Atwell  Adams,  M.D., 
Richmond 

Audrey  Kathleen  Brown,  M.D., 
Charlottesville 

Harry  Silsby  Brown,  Jr.,  M.D.,  Vienna 
Ernesto  V.  Castro,  M.D.,  Falls  Church 
Enrico  Davoli,  M.D.,  McLean 
Jose  Arturo  de  Lamerens,  M.D.,  Suffolk 
Francesco  de  Paola,  M.D.,  Vienna 
John  Alexander  Gill,  M.D.,  Richmond 
Robert  Todd  Hyde,  Sr.,  M.D.,  Staunton 
Douglas  Robert  Koth,  M.D.,  Arlington 
Silvia  Luik,  M.D.,  Marion 
Niall  Patrick  MacAllister,  M.D., 
Richmond 

George  Russell  Prout,  Jr.,  M.D., 
Richmond 

Constantine  Nicholas  Psimas,  M.D., 
Portsmouth 

Antonio  Rodriguez-Antunez,  M.D., 
Charlottesville 
Rafael  Roman,  M.D.,  Wise 
Robert  Alan  Senescu,  M.D.,  Richmond 
John  Herndon  Vansant,  M.D., 
Charlottesville 

Dr.  Rea  Has  Fish  Story. 

Dr.  Montie  L.  Rea,  Charlottesville,  re- 
cently hauled  in  a 43 -pound  kingfish,  meas- 
uring four  feet,  six  inches.  He  caught  the 
fish  during  a Pompano  Beach,  Florida,  fish- 
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ing  tournament.  Dr.  Rea  is  only  84  years 
young. 

Memorial  Tablet  to  Dr.  Blanton. 

At  the  annual  meeting  of  the  History  of 
Medicine  Section  of  the  Richmond  Acade- 
my of  Medicine,  a memorial  tablet  to  the 
late  Dr.  Wyndham  B.  Blanton  was  presented 
to  the  Academy  by  the  section.  Dr.  Blanton 
was  president  of  the  Academy  and  also 
chairman  of  the  section  on  the  history  of 
medicine. 

The  Virginia  Board  of  Medical  Examin- 
ers 

Will  hold  its  regular  meeting  at  Hotel 
Richmond,  Richmond,  at  1:00  P.M.,  on 
June  5 th.  The  State  Board  examinations 
this  year,  because  of  the  larger  number  of 
applicants,  will  be  given  in  two  sessions.  One 
session  will  begin  on  May  31st  and  extend 
through  four  days.  The  other  session  will 
begin  on  June  6th  and  extend  through  four 
days.  Each  session  will,  as  in  all  previous 
instances,  include  both  Part  I (Basic 
Sciences)  and  Part  II  of  the  examinations. 
These  examinations  will  be  given  at  the 
Hotel  Richmond.  The  Reciprocity  Com- 
mittee of  the  Board  will  meet  on  June  5 th 
at  the  Hotel. 

Wise  County  Medical  Society. 

Dr.  Pierce  Nelson,  Norton,  has  been 
elected  president  of  this  Society.  Other  of- 
ficers are:  Drs.  Donald  Shelley,  H.  H. 
Howze  and  C.  I.  Fuller,  vice-presidents,  all 
of  Norton;  Dr.  C.  E.  Swecker,  Wise,  secre- 
tary-treasurer. 
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New  Honor  for  Dr.  Welburn. 

Dr.  W.  C.  Welburn,  Arlington,  has  been 
named  the  first  honorary  chief  of  staff  of 
the  Arlington  Hospital.  He  is  eighty-six 
years  old  and  still  in  practice  and  this  honor 
is  just  another  one  to  be  added  to  a long 
list. 

Virginia  Pediatric  Society. 

Dr.  John  T.  Walke,  Roanoke,  has  been 
elected  president  of  this  Society,  with  Dr. 
Gayle  G.  Arnold,  Richmond,  as  vice-presi- 
dent, and  Dr.  C.  C.  Powel,  Harrisonburg, 
secretary- treasurer. 

Dr.  John  Wyatt  Davis,  Jr., 

Lynchburg,  Chairman  of  the  Public  Re- 
lations Committee  of  The  Medical  Society 
of  Virginia,  attended  the  National  Health 
Advisory  Committee  meeting  of  the  United 
States  Junior  Chamber  of  Commerce  at 
Jaycee  Headquarters  in  Tulsa,  Oklahoma, 
February  27th.  He  served  as  a representa- 
tive of  the  American  Medical  Association  at 
this  meeting. 

The  committee  discussed  many  phases  of 
safety  and  health  and  decided  on  nine  items 
for  the  1961-2  Health  Program.  They  are: 
Accidental  Poisoning;  Alcoholism;  Care  of 
the  Aged;  Family  Health  Maintenance;  Flu- 
oridation; Health  Careers;  Immunization; 
Rehabilitation  of  the  Physically  Handi- 
capped; and  Volunteer  Services  in  Health 
Facilities. 

American  Medical  Association. 

The  first  Multiple  Research  Forum  will 
be  one  of  the  main  features  of  the  110th 
annual  meeting  of  this  Association  to  be 
held  in  New  York  City,  June  25-30.  The 
Forum — embracing  1 5 branches  of  medicine 
— will  include  reviews  of  past  research,  brief 
reports  on  new  research,  and  discussions  of 
future  trends  in  research. 

The  annual  meeting  will  open  on  the  26th 
with  a general  scientific  meeting  presented 
jointly  by  the  Section  on  Diseases  of  the 
Chest  and  the  American  College  of  Chest 


Physicians.  The  program  will  include  two 
symposiums  on  heart  disease. 

Special  conferences  on  nutrition  and  dia- 
betes will  be  held  in  conjunction  with  the 
scientific  exhibit  in  the  Coliseum.  Diet  Con- 
ferences, sponsored  by  the  Council  on  Foods 
and  Nutrition,  will  be  held  Tuesday  through 
Thursday. 

Cardiovascular  Disease — Recent  Advances 
will  be  the  topic  of  another  discussion  and 
a program  on  Renal  and  Adrenal  Hyper- 
tension will  be  presented  by  the  combined 
sections  of  General  Surgery,  Internal  Med- 
icine, Pathology  and  Physiology,  Urology 
and  General  Practice. 

More  than  2,000  physicians  will  take  part 
in  the  scientific  program  and  teaching  me- 
diums will  include  lectures,  symposiums, 
panel  discussion,  movies,  and  closed-circuit 
television.  More  than  300  physicians  will 
deliver  lectures  before  20  different  section 
meetings.  There  will  be  827  technical  ex- 
hibits and  more  than  3 50  scientific  exhibits. 

All  specialties  will  be  covered  at  this  an- 
nual meeting  and  there  will,  of  course,  be 
plenty  of  time  for  outside  activities  and 
sight-seeing.  The  annual  golf  tournament 
will  be  held  at  the  Winged  Foot  Golf  Club, 
Mamaroneck,  New  York,  on  the  26th.  Ad- 
ditional information  on  the  tournament  may 
be  obtained  from  Dr.  William  G.  McVay, 
P.  O.  Box  7007,  Kansas  City  13,  Missouri. 

Dr.  Paul  Camp 

Has  been  elected  president  of  the  Phi  Beta 
Kappa  Association  of  Richmond.  The  elec- 
tion took  place  at  the  Association’s  annual 
meeting  in  March. 

Dr.  George  Cooper,  Jr., 

Charlottesville,  has  been  elected  Chair- 
man of  the  Councilors  of  the  American  Col- 
lege of  Radiology. 

Dr.  Thomas  L.  Gorsuch 

Has  been  named  president  of  the  Waynes- 
boro Rotary  Club  for  1961-2.  He  is  also 
currently  serving  as  president  of  the 
Waynesboro-East  Augusta  Chamber  of 
Commerce. 
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Dr.  John  W.  Emerick,  Jr., 

Has  been  appointed  councilman  of  Ward 
No.  1 of  Berryville.  The  appointment  was 
made  as  a special  meeting  of  the  Town 
Council. 

New  Manager  at  McGuire’s  VA  Hospital. 

Dr.  Robert  J.  Scott  has  been  appointed 
manager  of  McGuire  VA  Hospital,  Rich- 
mond, succeeding  Dr.  James  E.  Cottrell, 
who  is  retiring.  Dr.  Scott  is  at  present  man- 
ager of  the  VA  Hospital  at  Fort  Wayne, 
Indiana.  He  is  a native  of  Onancock  and 
a graduate  of  the  Medical  College  of  Vir- 
ginia. 

To  Honor  Physician. 

The  new  emergency  room  in  the  proposed 
addition  to  the  Memorial  Hospital,  Win- 
chester, will  honor  the  late  Dr.  Benjamin 
Blanton  Dutton,  most  beloved  physician  of 

Obituaries .... 

Dr.  Harry  Alden  Wall, 

Norfolk,  died  March  29th,  at  the  age  of 
sixty-three.  He  was  a native  of  Norfolk 
and  a graduate  of  the  Medical  College  of 
Virginia,  class  of  1921.  Dr.  Wall  served  on 
the  staffs  of  Norfolk  General,  DePaul  and 
Leigh  Memorial  Hospitals.  He  had  been  a 
member  of  The  Medical  Society  of  Virginia 
for  thirty-eight  years. 

His  wife  and  a daughter  survive  him. 

Dr.  Vincent  Edward  Lascara, 

Neuro-psychiatrist  of  Hampton,  died 
April  3rd.  He  was  fifty-six  years  of  age 
and  a graduate  of  the  Medical  College  of 
Virginia  in  1934.  Dr.  Lascara  was  a member 
of  the  staff  of  Kecoughtan  Veterans  Ad- 
ministration and  Dixie  Hospital  in  Hamp- 
ton and  the  Mary  Immaculate  and  Riverside 
Hospitals  in  Newport  News.  He  practiced 
in  Norfolk  until  1941  when  he  served  in  the 
Army.  After  his  release  from  the  Army,  he 
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Winchester.  Dr.  Dutton  practiced  there 
for  forty  years  until  his  death  in  1957.  The 
$50,000  suite  of  rooms  for  emergency  cases 
has  been  given  by  the  Monford  D.  and  Vesta 
M.  Custer  Foundation  of  Coshocton,  Ohio. 
Dr.  M.  D.  Custer,  Jr.,  is  one  of  the  trustees 
of  the  foundation. 

Accepting  Papers. 

The  section  of  Ophthalmology  and  Oto- 
laryngology, of  the  Southern  Medical  Asso- 
ciation announces  that  they  are  now  accept- 
ing papers  by  physicians  of  either  specialty 
living  in  the  area  of  the  Association  for  con- 
sideration for  presentation  at  the  annual 
meeting  to  be  held  in  Dallas,  November  6-9, 
1961. 

The  paper  or  an  abstract  may  be  sent  di- 
rectly to  the  secretary,  Dr.  Albert  C.  Es- 
posito, Suite  1212,  First  Huntington  Na- 
tional Bank  Building,  Huntington,  West 
Virginia,  as  soon  as  possible. 

worked  with  the  Virginia  Mental  Hygiene 
Commission  and  served  on  the  neuro-psy- 
chiatric staff  at  the  Medical  College  of  Vir- 
ginia. Dr.  Lascara  then  served  as  clinical 
director  and  assistant  superintendent  of  Dix 
Hill  Hospital  in  Raleigh,  North  Carolina. 
He  had  been  a member  of  The  Medical 
Society  of  Virginia  for  twenty-two  years. 

His  wife,  a brother  and  a sister  survive 
him. 

Dr.  Wade  Hampton  Saunders, 

Roanoke,  died  March  1st.  He  was  fifty- 
four  years  of  age  and  a graduate  of  the 
Medical  College  of  Virginia  in  1932.  Dr. 
Saunders  practiced  for  several  years  at  Fin- 
castle  before  locating  in  Roanoke.  He  served 
as  a Major  in  the  Army  Medical  Corps  dur- 
ing World  War  II.  Dr.  Saunders  was  a 
Mason,  a Shriner,  and  a member  of  Scottish 
Rite.  He  had  been  a member  of  The  Med- 
ical Society  of  Virginia  since  1934. 

His  wife  and  a son  survive  him. 

Virginia  Medical  Monthly 


Winslow  Homer  "THE  HERRING  NET"  Art  Institute  of  Chicago. 


Strain  is  a necessary  component  of  man’s  efforts  to  move  his  external 
environment,  but  all  too  often  brings  on  extreme  pain  and  trauma  when  hard 
stools  are  moved  after  repair  of  rectal  disorders.  Metamucil  adds  soft,  bland 
bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis  and  also  hold 
water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus  Metamucil, 
with  an  adequate  water  intake,  is  of  great  help  in  minimizing  painful  trauma 
to  postsurgical  rectal  tissue.  Metamucil  promotes  regularity  through 
“smoothage”  in  all  types  of  constipation. 

t brand  of  psyllium  hydrophilic  mucilloid  | 

a m u c i 

Available  as  regular  Metamucil  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 


SEARLE 


Volume  88,  May,  1961 


35 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 
W.  L.  Mason,  M.D. 

J.  Warren  Montague,  M.D. 
Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
Urological  Surgery: 

Frank  Pole,  M.D. 

J.  Edward  Hill,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

Irvin  W.  Cavedo,  Jr.,  M.D. 
Pathology: 

James  B.  Roberts,  M.D. 
Physiotherapy: 

Miss  Etheleen  Dalton 

Director: 

Charles  C.  Hough 


ST.  ELIZABETHS  HOSPITAL 


RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecb'logy 

J.  Shelton  Horsley,  III,  M.D. 
General  Surgery  and  Gynecology 


Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

W.  Kyle  Smith,  Jr.,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

4^ 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

For  convalescent,  aged,  chronically  ill, 
and  retired  persons.  Provides  healthful 
rest,  excellent  nursing  care  in  cheerful, 
comfortable  surroundings.  Air-condition- 
ed, fire-safe  building.  Accommodations 
for  eighty-eight.  Medical  Supervision. 
Inspection  Invited.  Write,  or  telephone 
Essex  3-3434. 

Rates: 

$45.00  to  $75.00  per  week 


DORNWAL®  HAS  BEEN  CALLED 
“THE  GENERAL  TRANQUILIZER 
FOR  GENERAL  PRACTICE.” 

Suppose  the  physician  visiting  this  patient  finds 
that  he  has  to  be  hospitalized.  Certainly  he  wants 
an  alert  but  not  excited  fellow  who  can  respond 
to  the  history  and  physical  on  admission.  De- 
pending on  the  condition,  of  course,  the  thing  to 
do  is  to  give  the  patient  one  or  two  tablets  of 
Dornwal  before  he  ever  leaves  his  home. 

Dornwal  will  calm  the  patient  but  won’t  make 
him  drowsy  or  give  him  feelings  of  depersonali- 
zation. And  what’s  more,  while  Dornwal  most 
assuredly  tranquilizes,  it  won’t  interfere  with  most 
other  medications  that  your  subsequent  examin- 
ation or  laboratory  studies  may  indicate. 

Since  every  man  in  general  practice  encounters 
such  situations  almost  daily,  it  makes  good  sense 
to  keep  some  tablets  in  one's  bag,  doesn’t  it? 
We  will  be  glad  to  send  you  a supply. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 

P.S.  For  the  “Genericist”,  Dornwal  is  amphenidone 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known. 
There  have  been  no  reports  or  evidence  of  habituation,  addic- 
tion or  drug  tolerance  in  animal  or  clinical  studies.  Dornwal  is 
relatively  free  from  untoward  effects  when  administered  at 
recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc., Belleville  9,  N.  J. 

PDW-12 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  1955  H.  hi.  Alford,  Atlanta,  Go. 
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/"Sy  y y r 'T'STa.  yx  Established  1916 

£lppalaCl)ian  ^aU  • Asheville,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  cn  suite. 

YVm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with  ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  "long  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-2483 
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Third  Decade  of  Nursing 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 


TUCKER  HOSPITAL  Inc 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz  Dr.  Amelia  G.  Wood 
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McGuire  clinic 


1000  West  Grace  Street 
Richmond.  Virginia 


General  Medicine 

HUNTKR  H.  McGUIRE.  M.D. 

Margaret  noi.ting.  m.d. 

JOHN  P.  LYNCH.  M.D. 

WM  H.  HARRIS.  JR..  M.D. 

JOHN  R.  CATLETT.  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 

JAMES  T.  TUCKER.  M.D. 
BEVERLEY  B.  CLARY.  M.D. 
EARNEST  B CARPENTER.  M.D. 
JAMES  B.  DALTON.  JR.,  M.D. 

Neurology 

RAYMOND  A.  ADAMS,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES.  M.D. 

JOHN  H.  REED.  JR.,  M.D. 

JOHN  ROBERT  MASSIE.  JR..  M.D. 
JOSEPH  W.  COXE  III.  M.D. 


Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 


Urology 

CHAS.  M.  NELSON,  M.D. 
AUSTIN  I.  DODSON,  JR.,  M.D. 


Bronchoscopy 

GEORGE  AUSTIN  WELCHONS.  M.D 
Radiology 

HENRY  S.  SPENCER,  M.D. 
STUART  J.  E1SENBERG.  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON.  M.D. 

Anesthesiology 

HETH  OWEN.  JR..  M.D. 

WILLIAM  B.  MONCURE,  M.D 
BEVERLY  JONES.  M.D. 


Treasurer  RICHARD  J.  JONES.  BS..  C.P.A. 

ALL  ROOMS  AIR  CONDITIONED 

Free  Parking  for  Patrons 


ST.  LUKE  S HOSPITAL 


• Understanding  Care  • 


Your  Patients  Get  the  Skilled  Care  They  Deserve 


Health  Approved  Intermediate  Care Inspection  Invited 


AGED  • TERMINAL  CASES  • CHRONICALLY  ILL 


• Round  the  Clock  Skilled  Care 

• Highet  Ethical  Operating  Standards 

• R.N.  Supervision  and  M.C.V.  Extern 

• Trained  D etitian  • Male  Orderlies 


Bernard  Maslan 
Administrator 


Terrace 


Dial 

MIlton  3-2777 


• 67  Simmons  Hospital  Bed  Capacity 

• Automatic  Litter-fire  Elevator 

• Rates  Start  From  $60  Weekly 

• Private  and  Multiple  Room; — toilets 


Hill  Nursing  Home 

Inc. 


2112  Monteiro  Ave. 
Richmond  22,  Va. 


• Sprinkler  and  "Atmo"  System  Equipped  • 
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RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital 
specially  constructed  for  the  treatment  of 
Eye,  Ear,  Nose  and  Throat  Diseases,  includ- 
ing Laryngeal  Surgery,  Bronchoscopy  and 
Plastic  Surgery  of  the  Nose. 

Professional  care  offered  a limited  num- 
ber of  charity  patients. 


address:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital, 


Roanoke,  Virginia 


STAFF 


Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Derwin  K.  Harmon 

RESIDENT  STAFF 

Dr.  J.  R.  Van  Arsdall 
Dr.  C.  B.  Foster 
Dr.  D.  H.  Williams 
Dr.  Scott  W.  Little 

Jean  Swartz,  M.S. 

(Biochemist) 

Bobbie  Boyd  Lubker,  M.A. 

(Speech  Therapist) 

A Modern  Fireproof  Hospital,  Specially  Designed 
and  Equipped  for  the  Medical  and  Surgical  Care  of 
Ophthalmology,  Otolaryngology,  Facio-M  a x i 11  a ry 
Surgery,  Rhinoplastic  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 

Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 


The  Hospital  offers  a three  year  residency  in  Ophthalmology  and  a three  year  residency  in  Otolaryngology  to 
a graduate  of  an  approved  medical  school,  who  has  an  internship  of  at  least  one  year  in  an  approved  school. 

For  further  information,  address: 

BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 
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For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally 
standardised,  and  therefore  of 
unvarying  activity  and  quality. 


When  the  physician  writes  “DR” 
(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tablet 
is  dispensed  to. his  patient. 


Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 


Clinical  samples  sent  to  physicians  on  request 


Davies,  Rose  <&.  Company,  Limited 
Boston  18,  Mass. 


significance 
to  the 
physician 
is  the  symbol 
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DORNWAL®  IS  THE  TRANQUILIZER 
VERSATILE  ENOUGH  TO 
BE  USED  ALMOST  ANYWHERE. 


Take,  for  instance,  the  woman  in  our  picture, 
suffering  from  a really  severe  tension  headache. 
Aspirin  she  has  tried,  of  course;  but  suppose  she’s 
called  you  and  you  prescribed  Dornwal.  What 
would  you  expect? 

First,  let  us  say  you  told  the  druggist  to  indicate 
the  dosage  that  our  clinical  research  has  shown 
is  useful  in  these  cases  — 1 or  2 tablets  t.i.d.  In 
all  probability,  she  would  experience  relief  of  pain 
and  a general  relaxation  in  less  than  an  hour.  If 
she  is  doing  her  housework,  she  could  go  on  with 
it,  because  she  wouldn’t  get  sleepy. 

Dornwal  is  one  tranquilizer  that  doesn’t  make 
people  sleepy.  It’s  a tranquilizer  pure  and  simple. 
Its  effectiveness  you  will  see  clearly  the  next  time 
you  encounter  a patient  given  to  tension  head- 
aches. Try  Dornwal  and  see  the  results. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  "Genericist,”  Dornwal  is  amphenidone. 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known. 
There  have  been  no  reports  or  evidence  of  habituation,  addic- 
tion or  drug  tolerance  in  animal  or  clinical  studies.  Dornwal  is 
relatively  free  from  untoward  effects  when  administered  at 
recommended  dosages. 

M.'tltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc.,  Belleville  9,  N.  J. 
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Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 


A Symbol 
to  Support . . . 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 
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you  can’t  prescribe  a more 
effective  antibiotic  than 

ERYTHROCIN 


How  much  “spectrum”  do  you  need  in  treating  an 
infection?  Clearly,  you  want  an  antibiotic  that  will 
show  the  greatest  activity  against  the  offending  or- 
ganism, and  the  least  activity  against  non-patho- 
genic  gastro-intestinal  flora. 


Weigh  these  criteria— and  make  this  comparison— 
when  treating  your  next  coccal  infection.  Erythrocin 
is  a medium-spectrum  antibiotic,  notably  effective 

103204 


against  gram-positive  organisms.  In  this  it  comes 
close  to  being  a “specific”  for  coccal  infections  — 
which  means  it  is  delivering  a high  degree  of  activity 
against  the  majority  of  common  infection-producing 
bacteria. 

And  against  many  of  the  troublesome  “staph”  strains 
—a  group  which  shows  increasing  resistance  to  peni- 
cillin and  certain  other  antibiotics— Erythrocin  con- 
tinues to  provide  bactericidal  activity.  Yet,  as  potent 
as  Erythrocin  is,  it  rarely  has  a disturbing  effect  on 
normal  gastro-intestinal  flora.  Comes  in  easy-to- 
swallow  Filmtabs®,  100  and  250  mg. 

Usual  adult  dose  is  250  mg.  every  six 
hours.  Children,  in  proportion  to  age 
and  weight.  Won’t  you  try  Erythrocin? 

®Filmtab— Film-sealed  tablets,  Abbott. 


Doctor . . . 

•What  would  paying  a bill  like'this' 
do  to  your  personal  finances? 

•And  what  about  additional  bills  for  your 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient  ? 


AS  A PRACTICING  PHYSICIAN  ...  

. . . knowing  that  today's  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  "catastrophic" 
hospital-nurse  insurance  for  yourself  and  your  family’s 
assured  protection. 

PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 

You  have  a choice  of  3 deductible  amounts,  assuring 
the  'right'  protection  at  the  'right'  cost  for  YOU! 


r— AS  A PRACTICAL  BUSINESSMAN  . . . - 

. . . knowing  that  today  it  costs  BIG  money  to  operate 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  'on  duty'  — it's  only  good  business  to  obtain 
Overhead  Expense  protection. 

PLAN  2 

Professional  Overhead  Expense 

PAYS  covered  Office  Expenses  — Rent,  Employees' 
Salaries,  Heat,  etc.  — when  you  are  continuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you,  and  can  continue 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 

You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 


APPROVED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


UNDERWRITTEN  BY  AMERICAN  CASUALTY  CO.  READING,  PA. 

DAVID  A.  DYER,  Administrator 

Medical  Arts  Building  Roanoke,  Virginia 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro- 
tection for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  an 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


against  relapse 
against  “problem" 


pathogens 

E CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


pediatric  drops 
syrup 


• full  antibiotic  activity®  lower  milligram  intake  per  dose  • up  to  6 days’  activity  with  4 days’  dosage  • uni- 
formly high,  sustained  peak  activity  ■ syrup  (cherry-flavored),  75  mg./5  cc.  tsp.,  bottles  of  2 and  16 
fl.  oz.  Dosage:  3 to  6 mg./lb./day-in  four  divided  doses,  pediatric  drops,  60  mg./cc.,  3 mg./drop,  10  cc. 
bottles  with  calibrated  dropper.  Dosage:  1 to  2 drops/lb./day— in  four  divided  doses. 

PRECAUTIONS:  As  with  many  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  or 
dermatitis.  A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although  reversible  by  discontinuing  therapy,  patients 
should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs  discontinue  medication.  Overgrowth  of  nonsusceptible  organisms  is  a 
possibility  with  DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should  be  kept  under  observation. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


A REALISTIC  AID  TO  PROPER  WEIGHT  MAINTENANCE 


At  Last...New  Cook  Book  Designee 


Free  to  Physicians 


Menus  fulfill  the  recommended  dietary  allowances  of  the  Food  & Nutrition  Board  of  the  National  Research  Council.  ] 


Prevent  Overweight 
Through  Better  Eating  Habits 


Recipes  and  Menus  with  Satiety  and  Appetite  Appeal  in  Mind 


The  Cook  Book  of  Glorious  Eating  for  Weight  Watchers 

fills  the  long-felt  need  for  a weight  control  plan 
that  is  workable  for  everybody  in  the  family. 
Realistic  regimens  are  built  around  good,  nat- 
ural, readily-available  foods  enhanced  by  de- 
licious methods  of  preparation.  In  place  of  “fad 
diets”  or  tasteless  formulas,  it  provides  for  truly 
appetizing  meals.  It  teaches  and  encourages  the 
development  of  the  healthful  eating  habits  that 
can  prevent  overweight,  America’s  #1  Health 
Problem.  This  full-color  cook  book  contains  100 
pages — 248  delicious  recipes  each  with  calorie 
counts.  Complete  menus  are  here  at  3 calorie 
levels — 1200,  1800,  2600.  Calorie  levels  are  re- 
lated to  best  weights  by  sex,  age,  size  and  extent 
of  activity. 

Many  diets  fail  because  they  are  crash  programs 
only  temporary  in  effect.  Other  diets  are  unbear- 
able because  they  are  monotonous  and  tasteless. 

The  Wesson  way  is  not  a crash  program.  It  offers 
calorie  controlled  menus  with  appetite  appeal,  vari- 
ety and  satiety  in  mind.  They  fulfill  the  recom- 
mended dietary  allowances  of  the  Food  & Nutri- 
tion Board  of  the  National  Research  Council. 

All  menus  provide  the  proper  amount  of  protein, 
carbohydrates,  fat  and  the  other  essential  nutri- 
ents. The  principles  of  good  nutrition  are  in- 
cluded to  help  the  homemaker  plan  her  own 
properly  balanced,  calorie  controlled  menus. 
With  simple  subtractions  or  additions  to  the 
same  basic  menu,  each  family  member  can  be 
served  delicious  satisfying  menus  according  to 
his  individual  needs. 

Not  a reducing  manual.  It  should  be  explained 
that  “The  Cook  Book  of  Glorious  Eating  for 
Weight  Watchers”  is  a guide  to  the  prevention 
of  obesity.  Its  publication  marks  the  first  time 


that  a food  manufacturer  like  Wesson  has  taken 
so  important  a step  to  help  combat  this  serious 
public  health  problem. 

Copies  for  physicians.  “The  Cook  Book  of  Glo- 
rious Eating  for  Weight  Watchers”  is  being 
offered  to  the  general  public.  If  you  would  like 
a copy  for  yourself,  together  with  forms  to  en- 
able patients  to  obtain  their  own  copies,  please 
fill  in  coupon  below. 

Note:  Please  do  not  confuse  this 
booklet  with  the  Cholesterol  De- 
pressant Diet  Book,  published  by 
Wesson  as  an  aid  to  physicians 
and  for  professional  distribution 
only.  The  concept  of  the  Choles- 
terol Depressant  Diet  Book  stems 
from  Wesson’s  value  in  choles- 
terol depressant  diets.  Where  a vegetable  (salad) 
oil  is  medically  recommended  for  a cholesterol 
depressant  regimen,  poly -unsaturated  Wesson  is 
unsurpassed  by  any  readily  available  brand. 


The  Wesson  People,  Dept.  M,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send  me  my  copy  of  "The  Cook  Book  of  Glorious  Eating  for 
Weight  Watchers”,  plus  two  dozen  order  blanks  for  distribution  to 
my  patients. 


M D. 

ADDRESS 

CITY,  ZONE,  STATE 

Poly -unsaturated  Wesson,  the  Pure  Vegetable  Oil,  is  Never  Hydrogenated 


Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  efficacy  — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply:  Rautrax-N  — capsule-shaped  tablets  providing  50 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 50  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N’ 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 
and  Bendroflumethiazide  (’Naturetin)  with  Potassium  Chloride 


For  full  information, 
see  your  Squibb 
Product  Reference 
or  Product  Brief. 


Squibb 

Squibb  Quality 
— the  Priceless  Ingredient 


‘RAUDIXIN'®,  ’RAuTRAX'®  ANO  ‘NATURETIN*®  ARE  SQUIBB  TRADEMARKS 
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When 

severe  pain  accompanies 

skeletal  muscle  spasm 
ease  both ‘pain  & spasm’ 


with 


Robaxin®  with  Aspirin 


A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  Robaxin  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal  Tablet  contains : 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetylsalicylic  acid  (5gr.) 325  mg. 

U.S.  Pat.  No.  2770G49 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

Or  Robaxisal®- PH  (Robaxin  with  Phenaphen®) — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetylsalicylic  acid 81  mg. 

Phenacetin  97 mg.  Hyoscyamine  sulfate  0.016mg.  Phenobarbital  ()4  gr.)  8.1  mg. 
Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today’s  medicines  with  integrity . . , seeking  tomorrow’s  with  persistence. 


ORIGINAL  FORMULA 


The  ideal  cerebral  tonic  and  stimulant  for  the  aged. 
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NICOZOL  therapy  (the  original  formula)  affords 
prompt  relief  of  apathy.  Patients  generally  look 
better,  feel  better;  become  more  cooperative, 
cheerful  and  easier  to  manage. 

No  dangerous  side  effects. 


NICOZOL  contains  pentylenetetrazol 
and  nicotinic  acid 


For  relief  of  agitation  and  hostility: 
NICOZOL  with  reserpine  Tablets 


Supply:  Capsules  • Elixir 


REFER  TO 


[TORI 

Write  for  professional  sample  and  literature.  Page  581 

WINSTON-SALEM  1,  NORTH  CAROLINA 

DEDICATED  TO  SERVING  THE  SOUTHERN  PHYSICIAN 


Virginia  Medical  Monthly 


You  see  an  improve- 
ment within  a few  days 

Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  — 
often  in  a few  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  her 
normal  activities. 


Lifts  depression.. .as  it  calms  anxiety! 

Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 


Balances  the  mood  — no  “seesaw”  effect 
of  amphetamine -barbiturates  and  ener- 
gizers. While  amphetamines  and  energizers  may 
stimulate  the  patient  — they  often  aggravate 
anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — they 
often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol’s 
smooth,  balanced  action  lifts  depression  as  it  calms 
anxiety  — both  at  the  same  time. 


Acts  swiftly— the  patient  often  feels 
better,  sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antide- 
pressant drugs,  which  may  take  two  to  six  weeks 
to  bring  results,  Deprol  relieves  the  patient  quickly 
—often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypoten- 
sion, psychotic  reactions  or  changes  in  sexual 
function— frequently  reported  with  other  anti- 
depressant drugs. 


Dosage:  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HC1)  and  400  mg. 
meprobamate.  Supplied:  Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 


* Deprol 


A® 


WALLACE  LABORATORIES/  Cranbury,  N.J. 
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Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 
in  this  as  in  a wide  variety 
of  bacterial  diseases. 


Supplied:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline 
phosphate  complex),  equivalent  to 
250  mg.  tetracycline  hydrochloride,  and 
125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Adult  dosage:  2 capsules  four  times  a day. 
Side  effects:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable 
to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to 
therapeutic  use  in  patients  are 
infrequent  and  consist  principally  of 
mild  nausea  and  abdominal  cramps. 
Albamycin  also  has  a relatively  low 
order  of  toxicity.  In  a certain  few 
patients,  a yellow  pigment  has  been 
found  in  the  plasma.  This  pigment, 
apparently  a metabolic  by-product  of 
the  drug,  is  not  necessarily  associated 
with  abnormal  liver  function  tests. 
Urticaria  and  maculopapular  dermatitis, 
a few  cases  of  leukopenia,  and 
agranulocytosis  have  been  reported  in 
patients  treated  with  Albamycin.  All 
of  these  side  effects  rapidly  disappeared 
upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of 
nonsusceptible  organisms,  constant 
observation  of  the  patient  is  essential. 

If  new  infections  appear  during  therapy, 
appropriate  measures  should  be  taken. 
As  with  any  serious  infection,  therapy 
of  peritonitis  with  Panalba  or  other 
antibacterial  agents  is  adjunctive 
to  surgical  procedures  and  supportive 
therapy. 


Inflammatory 
process 
of  the 
peritoneum 


‘Trademark,  Reg.  U.  S.  Pat.  Off. 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


Panalba 


* 


your  broad-spectrum 
antibiotic  of  first  resort 


. . . time  after  time,  Patrician  “200”  guarantees 
x-ray  exposures  exactly  as  you  dial  them 


In  periodic  patient  follow-up,  you  really 
come  to  appreciate  the  meaning  of  “True-to- 
Dial”  accuracy  with  the  G-E  Patrician  “200” 
combination.  Film  comparison  is  easier  be- 
cause of  guaranteed  consistent  x-ray  output. 
Performance  bolds  predictably  from  range 
to  range  . . . even  from  one  G-E  unit  to 
another!  And  with  it  you  get  so  many  more 
Patrician  features:  full-size  81"  tilting  table 
. . . independent  tubestand  . . . counterbal- 
anced, not  counterpoised,  fluoroscopic  screen 
or  spot-film  device  . . . radiation  confined  to 
screen  area  by  automatic  shutter  limiting 


device . . . economy  of  purchase  and  operation. 
You  can  rent  the  Patrician.  G-E  Maxiserv- 
ice® plan  provides  an  attractive  alternative 
to  outright  purchase.  Included,  for  a con- 
venient monthly  fee,  are  installation,  mainte- 
nance, parts,  tubes,  insurance,  local  taxes. 
Contact  your  G-E  x-ray  representative  listed 
below  for  details. 


Progress  Is  Our  Most  Important  Product 

GENERAL®  ELECTRIC 
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DIRECT  FACTORY  BRANCHES 


BALTIMORE 

3012  Greenmount  Ave.  • HOpkins  7-5340 
NORFOLK 

Room  707,  Medical  Tower  Bldg.  • 400  Gresham  Drive 
MAdison  5-0561 
RICHMOND 

3425  W.  Leigh  St.  • ELgin  9-5059 


ROANOKE 

515  Norfolk  Ave.,  S.W.  • Diamond  3-6209 

WASHINGTON,  D.  C. 

Silver  Spring,  Md..  8710  Georgia  Ave.,  N.W. 

JUniper  9-4355 

Virginia  Medical  Monthly! 


one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  4*  nutritionally  4*  metabolically  4*  mentally 


Each  dry-filled  capsule  contains:  Ethinyl 
Estradiol,  0.01  mg.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate,  2.5  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  500  U.S.P.  Units  • Vitamin 
B 1 2 with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi),  5 mg.  • Riboflavin 


(B2),  5 mg.  • Niacinamide,  15  mg.  • Pyri- 
doxine  HC1  (Bo),  0.5  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  mg. 
• Inositol,  25  mg.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  50  mg.  • 1-Lysine  Mono- 
hydrochloride, 25  mg.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 
Rutin,  12.5  mg.  • Ferrous  Fumarate  (Ele- 


mental iron,  10  mg.),  30.4  mg.  • Iodine 
(as  KI),  0.1  mg.  • Calcium  (as  CaHPOi), 
35  mg.  • Phosphorus  (as  CaHPOi),  27  mg. 
• Fluorine  (as  CaF2),  0.1  mg.  • Copper  (as 
CuO),  1 mg.  • Potassium  (as  K2SO1),  5 
mg.  • Manganese  (as  M11O2),  1 mg.  • Zinc 
(as  ZnO),  0.5  mg.  • Magnesium  (MgO),  1 
mg.  Supply:  Bottles  of  100  and  1,000. 


REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS,  DOSAGE,  PRECAUTIONS  AND  CONTRAINDICATIONS 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPARTMENT. 


LEDERLE  L A B O R AT  O R I E S , A Division  of  A M E R I C A N CYANAMID  COMPANY,  Pearl  River,  New  York 


Volume  88,  May,  1961 
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For  a better  way  to  treat  headache, 

prescribe  Tranco jmnm 


How  Trancoprin  relieves  pain:  Because  most  pain  is  accompanied  by  muscle  spasm  and  tension,  good  medical 
practice  suggests  use  of  an  analgesic  that  will  relax  skeletal  muscles  as  well  as  dim  pain  perception.  Such  an  analgesic 
is  Trancoprin  — a combination  of  aspirin  and  Trancopal®,  a proved,  safe,  skeletal  muscle  relaxant  and  tranquilizer. 
Trancoprin  can  be  prescribed  for  any  pain,  except  pain  of  such  severity  that  a narcotic  is  needed. 

Dosage:  Adults,  2 tablets  three  or  four  times  daily;  children  (5  to  12  years), 

1 tablet  three  or  four  times  daily.  Each  tablet  contains  300  mg.  of  aspirin 
and  50  mg.  of  Trancopal  (brand  of  chlormezanone).  Bottles  of  100  tablets. 
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Vertigo  is  reversible 


M/vert  s™ps 

VERTIGO 


moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients1 


Prescribe  one  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  3 times  daily, 
before  each  meal,  for  prompt  relief  of  vertigo,  Meniere's  syndrome  and  allied  dis- 
orders. Side  effects  are  short-lived,  usually  only  harmless  flushing  and  tingling 
associated  with  vasodilation,  antivert  is  contraindicated  in  severe  hypotension 
and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.)  in  bottles  of  100.  Syrup  in  pint  bottles.  Prescription  only. 
Bibliography  available  on  request. 

And  for  your  aging  patients — 

NEOBON?  Capsules:  five-factor  geriatric  supplement. 

Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


now  available: 


M/vert syrup 

Each  teaspoonful  (5  cc.)  contains  6.25  mg. 
meclizine  HCI  and  25  mg.  nicotinic  acid. 


* 


Volume  88,  May,  1961 
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CONTINUOUS 

PROTECTION  IN 

ANGINA 

PECTORIS 

ANTORA... 

PROVIDES  10-12  HOURS 
GRADUAL  RELEASE  . . . 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  ...  a clinically  proven 
dosage  form.  For  assured  24  hour  control,  administer 
one  Antora  capsule  before  breakfast  and  one  before 
evening  meal.  ANTORA  REDUCES  NITROGLYCERIN  RE- 
QUIREMENTS . . . IMPROVES  EKG  TRACINGS  . . . 
PROVIDES  BETTER  EXERCISE  TOLERANCE  . . . REDUCES 
NUMBER  AND  SEVERITY  OF  ATTACKS.  Administer  with 
caution  in  glaucoma. 


FOR  THE  UNDULY 


APPREHENSIVE  PATIENT  . . . 


ANTORA-B...  i 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  plus  50  mg.  Secobarituric 
Acid.  Medication  is  released  over  10  to  12  hours  with 
fewer  side  effects  and  less  “hangover”  than  the  long- 
er acting  barbiturates.  As  with  Antora,  capsules  are 
administered  only  twice  daily  instead  of  the  usual 
8 to  12  tablets.  Administer  with  caution  in  glaucoma. 
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Supplied:  Bottles  of  60  and  250. 
Literature  and  clinical  samples 
available. 


PHARMACEUTICALS 

1042  WESTSIDE  DRIVE 


60 


GREENSBORO,  NORTH  CAROLINA 
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when  the  need 

for  i ron  is  acute  . . . 


inject 

ASTRAFER  I.V. 

(Brand  of  dextriferron) 

i ntravenously 


Write  for  literature  and  professional  sample 


ASTItA  PHARMACEUTICAL  PRODUCTS,  INC. 
Worcester,  Mass.,  U,  S.  A. 


REPRINT  PRICES  OF  ARTICLES  IN  THE 
VIRGINIA  MEDICAL  MONTHLY 

Trim  Size:  8x11  inches 


No.  of  copies 

100 

200 

250 

500 

750 

1000 

1500 

2000 

1 page  _ 

$8.30 

$8.90 

$9.20 

$10.70 

$12.20 

$13.70 

$16.70 

$19.70 

2 Pages  _ 

9.45 

10.20 

10.60 

12.45 

14.35 

16.20 

19.95 

23.70 

4 Pages 

19.85 

21.70 

22.65 

27.25 

31.88 

36.50 

45.75 

55.00 

8 Pages  _ _ __ 

47.87 

50.15 

51.30 

57.00 

62.70 

68.40 

79.80 

91.20 

1 2 Pages 

77.90 

82.65 

85.05 

96.90 

108.80 

120.65 

144.40 

168.15 

1 6 Pages  _ 

95.74 

100.30 

102.60 

1 14.00 

125.40 

136.80 

159.60 

182.40 

Cover 

15.20 

18.65 

20.40 

29.00 

37.45 

46.25 

73.50 

80.75 

Envelope — blank  __ 

2.80 

5.60 

7.00 

14.00 

21.00 

28.00 

42.00 

56.00 

Envelope — printed  _ 

7.98 

11.16 

12.70 

20.70 

28.60 

36.60 

52.50 

68.40 

PRICES  F.O.B.  RICHMOND,  VA. 

Orders  must  be  placed  before  type  is  distributed. 


WILLIAMS  PRINTING  CO. 

11-13-15  North  14th  Street  Richmond  19,  Virginia 
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C EVIRATE  Qa*ih  pUu*! 


CEVIRATE  PEDIATRIC  for  the  Youngsters  . . . 
CEVIRATE  for  the  Adults! 


When  iron  deficiency  anemia  is  indicated,  CEVIRATE 
Tablets,  which  supply  high  level  iron  dosage  in  the 
form  of  well-tolerated  ferrous  fumarate,  combined 
vith  ascorbic  acid,  provide  effective  therapeutic 
' esponse . 

n each  CEVIRATE  Tablet,  (coated,  red)  the  combina- 
tion of  300  mg.  of  ferrous  fumarate  (providing  99  mg. 
}f  elemental  iron)  with  150  mg.  of  ascorbic  acid 
affords  the  full  benefit  of  high  level  iron  dosage  to 
;nhance  hemoglobin  response  with  minimum  side 
jffects. 

n CEVIRATE  PEDIATRIC  (soft  tablets),  each  tablet  con- 
ains  100  mg.  of  ferrous  fumarate  (33  mg.  of  elemen- 
tal iron)  and  50  mg.  of  ascorbic  acid.  These  palatable 
ablets,  pineapple  flavored,  may  be  swallowed, 
:hewed,  or  dissolved  in  the  mouth.  Children  accord 
ZEVIRATE  PEDIATRIC  an  enthusiastic  reception,  thus 
assuring  easy  management  of  the  dosage  regimen. 


CEVIRATE,  in  the  two  formula  concepts  — is  readily 
adaptable  as  a "family"  prescription  . . . for  "in- 
dividualized" treatment  of  iron  deficiency  anemia  in 
adults  or  children. 

SUGGESTED  DOSAGE 

CEVIRATE:  — one  tablet,  two  to  three  times 
daily,  as  directed  by  physician. 

CEVIRATE  PEDIATRIC:  — one  to  three  tablets 
daily,  as  directed  by  physician, 
either  chewed,  or  dissolved  in 
the  mouth. 

Supplied: 

CEVIRATE  - Bottles  of  100,  1000,  and  5000. 

CEVIRATE  PEDIATRIC  - Bottles  of  100  and  5000. 


Samples  and  literature  gladly  sent  upon  request. 


2022  S SYCAMORE,  PETERSBURG,  VIRGINIA 


‘B.W.&Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN 


Broad-spectrum  antibac- 
terial action-plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


1 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


-£Lij 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

'Aerosporin'®  brand 

Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

'/2  oz.  and  >/B  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

‘/2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  V2  oz.  and 
>/8  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

^benign" 
glycosuria ... 
danger  sign 

"Benign”  glycosuria  can  be  the  first  sign  of  impending  dia- 
betes when  observed  in  predisposed  persons  during  the  "silent” 
period  preceding  frank  diabetes.  In  one.  series  of  1,140  dia- 
betics, 96  had  been  informed  of  “benign”  glycosuria  prior 
to  development  of  diabetes.* 

If  these  patients  had  periodically  tested  their  urine  after 
the  first  finding  of  glycosuria,  many  of  them  might  have  de- 
tected recurrence  of  glycosuria— thus  permitting  earlier 
diagnosis  of  diabetes  by  the  physician  and  possible 
avoidance  of  degenerative  complications.  Slight 
glycosuria,  even  when  only  occasional, 
should  always  arouse  suspicion  of 
latent  diabetes. 

^Pomeranze,  J.:  J.  New  York 
M.  Coll.  / : 32,  1959. 


Periodic  urine-sugar  test- 
ing at  home  is  an  integral  part  of 
the  follow-up  of  “benign”  glycosuria.  Its 
practicality  is  increased  when  the  patient  charts 
his  findings  on  the  Clinitest®  Graphic  Analysis 
Record.  This  chart  frees  the  physician  from  dependence 
on  the  patient’s  memory  and  enables  him  to  follow  at  a 
glance  the  trend  and  degree  of  any  glycosuria. 

for  follow-up  of  “benign”  glycosuria  and 
earliest  detection  and  control  of  Diabetes 

color-calibrated 

CLINITEST® 

Reagent  Tablets 

Standardized  urine-sugar  test  for  reliable  quantitative  estima- 
tions • familiar  blue-to-orange  spectrum  — easily  interpreted 
results  • “plus”  system  covers  entire  critical  range— includ- a 
_ing  %%  (++)  and  1%  (+  + +)  . patient  cooperation 
encouraged  by  use  of  Graphic  Analysis  Record 
—supplied  with  Clinitest  Set  and  each 
tablet  refill  package. 


AMES 

COMPANY,  INC 
Elkhart  • Indiana 
Toronto  • Conada 


new...  unique 
prolonged 
antipruritic  action 
in  a pleasant-tasting 
chewable  tablet 

tacaryl 

chewable  tablets 

METHDILAZINE,  MEAD  JOHNSON 

prolonged  antipruritic  / antiallergic  action . . 
not  dependent  on  delayed  intestinal  release 


Itching  in  children  can  now  be  controlled  on  b.i.d.  dosage  with  a long-acting1 
antipruritic/antiallergic  chewable  tablet  your  pediatric  patients  will  enjoy  taking. 

They  can  also  benefit  by  the  effectiveness  of  Tacaryl  Hydrochloride  in  controlling  symptoms 
in  a wide  variety  of  allergic  conditions,2  8 including  hay  fever  and  perennial  rhinitis. 

dosage:  One  Chewable  Tablet  (3.6  mg.)  twice  daily.  Adjustment  of  dose  or  interval  may  be  desirable  for  some  patients, 
eontraindieations:  There  are  no  known  contraindications. 

side  effects:  Drowsiness  has  been  observed  in  a small  percentage  of  patients.  Dizziness,  nausea,  headache,  and  dryness  of  mucous 
membranes  have  been  reported  infrequently. 

cautions:  If  drowsiness  occurs  after  administration  of  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride,  the  patient  should 
not  drive  a motor  vehicle  or  operate  dangerous  machinery.  Since  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride 
may  display  potentiating  properties,  it  should  be  used  with  caution  for  patients  receiving  alcohol,  analgesics  or  sedatives 
(particularly  barbiturates).  Because  of  reports  that  phenothiazine  derivatives  occasionally  cause  side  reactions  such  as 
agranulocytosis,  jaundice  and  orthostatic  hypotension,  the  physician  should  be  alert  to  their  possible  occurrence . . . though  no 
such  reactions  have  been  observed  with  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride, 
supplied:  Pink  tablets,  3.6  mg.,  bottles  of  100. 

references:  (1)  Lish,  P.  M.;  Albert,  J.  R.;  Peters,  E.  L.,  and  Allen,  L.  E.:  Arch,  internat.  pharmacodyn.  729:77-107  (Dec.)  1960. 

(2)HoweIl,  C.  M.,  Jr.:  North  Carolina  M.  J.  27:194-195  (May)  1960.  (3)  Clinical  Research  Division,  Mead  Johnson  & Company. 

(4)  Wahner,  H.  W.,  and  Peters,  G.  A.:  Proc.  Staff  Meet.  Mayo  Clin.  74:161-169  (March  30)  1960.  (5)  Crepea,  S.  B.:  J.  Allergy  77:283-285 

(May-June)  1960.  (6)  Crawford,  L.  V.,  and  Grogan,  F.  T.:  J.  Tennessee  M.  A.  57:307-310  (July)  1960.  (7)  Spoto,  A.  P.,  Jr.,  and 

Sieker,  H.  O.:  Ann.  Allergy  75:761-764  (July)  1960.  (8)  Arbesman,  C.  E.,  and  Ehrenreich,  R.:  New  York  J.  Med.  67:219-229  (Jan.  15)  1961. 


DMead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


MARCH,  6!  435R61 


With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives.1 2 To  implement  this  goal, 
many  clinicians  rely  on  Dilantin  for  outstanding 
control  of  grand  mal  and  psychomotor  attacks. 
“In  most  cases  Dilantin  is  the  drug  of  choice.... 
Toxic  symptoms  are  uncommon  and  when  they  do 
appear  they  are  usually  readily  controlled;  the  drug 
is  inexpensive,  and  widely  available.”* 1 2 3  Dilantin 
Sodium  (diphenylhydantoin  sodium,  Parke-Davis) 
is  available  in  several  forms,  including  Kapseals, 
0.03  Gm.  and  0.1  Gm.,  bottles  of  100  and  1,000. 


other  members  of  the  PARKE-DAVIS 
FAMILY  OF  ANTICONVULSANTS 


SODIUM  KAPSEALS® 


for  grand  mal  and  psycho-  HELPS  KEEP  HIM 

motor  seizures:  Phelantin® 


Kapseals  (Dilantin  100  mg., 


IN  THE 
MIDSTOFTHINGS 


phenobarbital  30  mg.,  des- 
oxyephedrine  hydrochloride  2.5  mg.),  bottles  of  1 00. 
for  the  petit  mal  triad:  Milontin®  Kapseals  (phen- 

suximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and 
1,000;  Suspension,  250  mg.  per  4 cc.,  16-ounce 
bottles  • Celontin®  Kapseals  (methsuximide, 
Parke-Davis)  0.3  Gm.,  bottles  of  100.  Zarontin® 
Capsules  (ethosuximide,  Parke-Davis)  0.25  Gm., 
bottles  of  100.  See  medical  brochure  for  details 
of  administration  and  dosage. 


PARKE-DAVIS 


(1)  Carter,  S.:  M.  Clin.  North  America  37:315,  1953. 

(2)  Maltby,  G.  L:  J.  Maine  M.  A.  48:257,  1957. 

(3)  Crawley,  J.  W.:  M.  Clin.  North  America  42:317,  1958. 
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He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 


Trancopal 


How  to  use 

Tmneopal * 

Brand  of  chlormezanone  • 


in 

musculoskeletal 

“splinting” 


Although  “splinting”  of  a joint  by 
skeletal  muscle  spasm  is  often  pro- 
tective, it  can  go  too  far  or  continue 
too  long.  Then  spasm,  pain  and  dis- 
use may  lead  to  wasting. 

When  you  prescribe  Trancopal, 
you  can  prevent  “oversplinting.” 
Trancopal  will  relax  the  spasm,  ease 
the  pain  and  get  the  muscle  work- 
ing again.  Relaxation  generally  be- 
gins within  half  an  hour,  and  the 
effects  of  one  tablet  last  from  four  to 
six  hours. 

In  addition  to  relaxing  the  muscle, 
Trancopal  will  mildly  tranquilize 
the  patient,  reducing  the  restless- 
ness and  irritability  that  so  often 
accompany  discomfort.  With  Tran- 
copal, the  patient  can  soon  start 
purposeful  exercise  and  physical 
therapy. 

Trancopal  has  been  found  very 
effective  in  the  treatment  of  pa- 
tients with  low  back  pain  (lum- 
bago), neck  pain  (torticollis),  bur- 
sitis, fibrositis,  myositis,  ankle  sprain, 
tennis  elbow,  osteoarthritis,  rheu- 
matoid arthritis,  disc  syndrome  and 
postoperative  muscle  spasm.  Tran- 
copal is  available  in  200  mg.  Caplets'® 
(green  colored,  scored)  and  in  100 
mg.  Caplets  (peach  colored,  scored), 
bottles  of  100. 

Dosage:  Adults,  1 Caplet  ( 200  mg. ) 
three  or  four  times  daily,  children 
(5  to  12  years),  from  50  to  100  mg. 
three  or  four  times  daily. 


LABORATORIES 

New  York  18.N.Y. 
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When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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NEW  UNEXCELLED  TASTE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 

lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
chloral-hydrate  syrup  in  each  teaspoonful 


RAPID  SEDATION  WITHOUT  HANGOVER 
JONES  and  VAUGHAN,  Inc.  r.chmon  D 26,  VA. 


Proven 

in  over  six  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 


Outstandingly  Safe 

simple  dosage  schedule  produces  rapid,  dependable 
A tranquilization  without  unpredictable  excitation 

2  no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

3  does  not  produce  ataxia,  change  in  appetite  or  libido 

. does  not  produce  depression,  Parkinson-like  symptoms, 

4  jaundice  or  agranulocytosis 

does  not  impair  mental  efficiency  or  normal  behavior 


Miltowir 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  in  bottles  of  50. 

Also  supplied  in  sustained-release  capsules.. 

Meprospan*  jj 

Available  as  Meprospan-400  (blue-topped  sustained- 
release  capsules  containing  400  mg.  meprobamate), 
and  Meprospan-200  (yellow-topped  sustained-release 
capsules  containing  200  mg.  meprobamate). 


WALLACE  LABORATORIES  / Cranbury , N.  J. 
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Mayo  Clinic  Diet  Manual 

New  ( 3rd)  Edition! — Latest  Information  on  Standard  Diets  Proven  in  Practice 


The  Mayo  Clinic  Dietetic  Committee  has  spared 
no  effort  to  make  this  revision  as  complete  and  as 
accurate  as  possible.  It  clearly  reflects  the  ad- 
vances in  food,  vitamin  and  current  dietary  prac- 
tice that  have  been  incorporated  into  Mayo  Clinic 
procedure.  Once  you  have  established  that  your 
patient  needs  a special  diet,  you  can  turn  to  this 
manual  for  all  the  information  you’ll  need  to  pre- 
scribe it.  Each  diet  can  be  adjusted  easily  to  the 
requirements  of  individual  patients.  There  is  a 
general  description  and  a short  discussion  of  the 
adequacy  of  each  diet,  with  a chart  showing  types 

White— Clinical  Disturbances 
of  Renal  Function 


of  food  to  be  included  and  excluded  in  each  pro- 
gram. Another  chart  shows  the  approximate 
composition. 

Among  the  important  changes  for  this  New  (3rd) 
Edition  you’ll  find:  New  information  on  the  low 
cholesterol  diet  for  atherosclerotic  disease  — Re- 
visions in  the  sections  on  vitamins  and  other  food 
supplements  — Inclusion  of  the  new  height- weight 
tables  — The  diets  for  children  now  accompany 
those  for  adults,  for  each  condition. 

By  the  Committee  on  Dietetics  of  the  Mayo  Clinic.  About 
276  pages,  6"x9J4',  wire  binding.  About  $5.50. — Just  Ready! 

New  (3rd)  Edition 

Rubin- 

Thoracic  Diseases 


New! — Clarifies  management  problems 
In  this  clear  and  logically  organized  new  book,  Dr. 
White  offers  a thorough  description  of  the  major 
problems  in  understanding  and  managing  kidney 
disease.  He  illuminates  every  possible  avenue  that 
will  help  you  answer  three  pressing  questions: 

1)  Is  the  patient  suffering  from  renal  dysfunction? 

2)  What  is  the  exact  nature  of  the  malfunction- 
ing? 3)  What  can  be  done  to  alleviate  or  correct 
the  condition? 

The  author  shows  how  renal  malfunction  affects 
other  body  systems  and  what  physicians  in  various 
disciplines  should  know  about  kidney  disease.  The 
bulk  of  the  book  deals  with  specific  disorders  — 
their  signs,  symptoms  and  management.  You’ll 
find  sound  advice  on:  Renal  function  in  gout  — 
Inborn  errors  of  renal  (tubular)  metabolism  — 
Renal  cortical  necrosis  — Hypertension  and  renal 
dysfunction  — Acute  renal  failure  — N europsychi- 
atric aspects  of  renal  dysfunction  — Effect  of  age 
on  renal  function  — Therapeutic  use  of  water  and 
electrolytes. 

By  Abraham  G.  White,  M.D.,  F.A.C.P.,  Associate  Visiting 
Physician  and  Chief  of  the  Renal  Disease  Clinic,  Queens  Hospital 
Center,  Jamaica,  N.Y.  468  pages,  illus.  $10.50.  New! 


New!— Emphasizes  Cardiopulmonary  Relations 
This  volume  gives  you  an  immediately  useful  guide 
to  diagnosis  and  therapy  of  thoracic  disorders, 
both  medical  and  surgical.  Coverage  embraces  a 
host  of  management  problems  relating  to  diseases 
of  the  lungs,  pleura,  mediastinum  and  chest  wall. 
The  entire  presentation  emphasizes  and  integrates 
important  cardiopulmonary  relationships. 

You’ll  find:  Hundreds  of  brilliantly  clear  x-ray 
films  to  aid  you  in  radiologic  diagnosis  — Explana- 
tions of  specialized  procedures  such  as  cardiac 
catheterization  — Practical  discussions  of  hyaline 
membrane  disease,  aspiration  pneumonia,  throm- 
boembolism, pulmonary  embolism,  pulmonary  in- 
farction. Mycotic  diseases  of  lung  and  carcinoma 
of  the  lung  are  discussed  with  extreme  clarity. 
Helpful  material  on  thoracic  diseases  in  the  young 
and  on  perinatal  respiratory  diseases  delineate 
valuable  pediatric  aspects. 

By  Eli  H.  Rubin,  M.D.,  Professor  of  Clinical  Medicine;  and 
Morris  Rubin,  M.D.,  Assistant  Clinical  Professor,  Thoracic 
Surgery,  Albert  Einstein  College  of  Medicine,  Yeshiva  Univer- 
sity, N.Y.;  in  Association  with  George  C.  Leiner,  M.D.  and 
Doris  J.  W.  Escher,  M.D.  About  864  pages,  7'xlO',  with  400 
illustrations,  some  in  color.  About  $20.00  New — Just  Ready ! 
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Order  Today  from  W.  B.  SAUNDERS  COMPANY  ~"1 

West  Washington  Square  Philadelphia  5 

Please  send  me  the  following  books  and  charge  my  account: 

□ Mayo  Clinic  Diet  Manual,  about  $5.50 

□ White’s  Clinical  Disturbances  of  Renal  Function,  $10.50 

□ Rubin’s  Thoracic  Diseases,  about  $20.00 

Name 

Address 
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For  a better  way  to  treat  headache, 

prescribe  Ymnvoprin 


How  Trancoprin  relieves  pain:  Because  most  pain  is  accompanied  by  muscle  spasm  and  tension,  good  medical 
practice  suggests  use  of  an  analgesic  that  will  relax  skeletal  muscles  as  well  as  dim  pain  perception.  Such  an  analgesic 
is  Trancoprin  — a combination  of  aspirin  and  Trancopal®,  a proved,  safe,  skeletal  muscle  relaxant  and  tranquilizer. 
Trancoprin  can  be  prescribed  for  any  pain,  except  pain  of  such  severity  that  a narcotic  is  needed. 


Dosage:  Adults,  2 tablets  three  or  four  times  daily;  children  (5  to  12  years), 
1 tablet  three  or  four  times  daily.  Each  tablet  contains  300  mg.  of  aspirin 
and  50  mg.  of  Trancopal  (brand  of  chlormezanone).  Bottles  of  100  tablets. 


LABORATORIES 

New  York  18.N.Y. 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery  of 

Acne  Therapy 

Brasivol  has  a gentle  abrasive  action  that  attacks  the  acne  lesion  simply  and  directly.  A-  J 

It  maintains  the  mild  desquamation  so  essential  to  the  successful  acne  regime. 

Helps  open  plugged  pores,  reduce  pustules  and  blackheads, 
control  oiliness.  Helps  minimize  postacne  scars.  The  patient  simply  applies  Brasivol 
abrasive  cleanser  2 or  3 times  daily,  and  rinses.  Ritual  helps  relieve 
urge  to  squeeze  pimples.  Cooperation  is  enhanced 
because  results  are  readily  seen  and  felt.  Safety  and  success  are 
supported  in  over  10  years  of  clinical  studies  on 
thousands  of  acne  cases.  Brasivol  (pat.  pend.) 
contains  precisely  sized  abrasive  particles 
(fused  aluminum  oxide)  and  hexachlorophene  \%, 
in  a detergent  and  drying  base.  Compatible 
with  other  therapeutic  measures. 


Write  for  starter  samples  arul  literature 


STIEFElI) 

LOGICAL  DERMATOLOG1CALS— since  IS47 

Cl960  STIEFEL  LABORATORIES,  INC. 

Oak  Hill,  New  York 

CANADIAN  REPRESENTATIVE: 

WINLEY-MORRIS  CO.,  LTD.,  Montreal  29,  Quebec 


Brasivol  Fine 


Brasivol  Medium 


Brasivol  Rough 

Brasivol  is  supplied  in  3 abrasive  grades, 
permitting  gradual  intensification  of  abrasive 
action  as  the  acne  improves.  Also,  Brasivol 
Base  (abrasive  free)  now  available  for  acute 
inflammatory  cases. 

Jars  of  Brasivol  Base  5 oz.;  Brasivol  Fine 
5J4  oz. ; Brasivol  Medium  6%  oz. ; Brasivol 
Rough  7 oz. 


ABRASION  THERAPY  FOR  ACNE 

in  certain  other  countries  Brasivol  is  available  as  DENCO-BRAS ™ 


references: 

saperstein,  R.  B.:  Treatment  of  Acne  with  Long  Term 
Continuous  Abrasion.  A.M.A.  Archives  of  Derm.  81:  601, 
April  1960. 

REES,  R.  B ; BENNETT,  J.  H.;  GREENLEE,  M.  R.:  Newer 

Drug  Treatment  in  Dermatology,  Cal.  Med.,  91:1,  July 
1959. 

Sulzberger,  m.  b.  a witten,  v.  h.:  The  Management  of 
Acne  Today.  Med.  Clinics  of  No.  America, 43:3,  May  1959. 


in  allergic  and  inflammatory  dermatoses 


Triamcinolone  LEDERLE 

UNSURPASSED  "GENERAL-PURPOSE”  STEROID  OUTSTANDING  FOR  "SPECIAL-PURPOSE”  THERAPY 


aristocort  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and 
relative  safety  in  inflammatory  and  allergic  dermatoses. 

But  aristocort  has  also  opened  up  new  areas  of  therapy  for  selected  patients 
who  could  otherwise  not  be  given  corticosteroids. 

for  example: 

SPECIAL  PROBLEM:  EDEMA  DUE  TO  SODIUM  AND  WATER  RETENTION 
In  patients  with  edema  induced  by  the  earlier  corticosteroids  or  from  other 
causes,  diuresis  and  sodium  loss  often  occurs  with  triamcinolone.  (Fernandez- 
Herlihy,  L. : M.  Clin.  North  America  44:509  [Mar.]  1960.) 

SPECIAL  PROBLEM:  APPETITE  STIMULATION  AND  WEIGHT  GAIN 
In  contrast  to  the  heightened  craving  for  food  sometimes  seen  with  other  corti- 
costeroid compounds,  appetite  was  unaffected  by  triamcinolone.  (Cahn,  M.  M., 
and  Levy,  E.  J. : Am.  Pract.  & Digest  Treat.  10  :993  [June]  1959.) 

SPECIAL  PROBLEM:  HYPERTENSION 

When  aristocort  was  given  to  patients  with  dermatologic  disorders  for  long 
periods,  there  were  no  significant  changes  in  blood  pressure.  (Kanof,  N.  B.; 
Blau,  S. ; Fleischmajer,  R.,  and  Meister,  B.:  A.M.A.  Arch.  Dermat.  79:631 
[June]  1959.) 

SPECIAL  PROBLEM:  PSYCHIC  STIMULATION  AND  INSOMNIA 

Ideally,  corticosteroid  therapy  ought  not  to  add  to  the  psychic  component  in 
dermatologic  disorders,  nor  induce  insomnia  which  will  intensify  the  patient’s 
itching  and  irritation.  ARISTOCORT  Triamcinolone  has  been  singled  out  for  its 
remarkably  low  incidence  of  psychic  irritation  and  insomnia.  (McGavack,  T.  H. : 
Nebraska  M.  J.  44:377  [Aug.]  1959;  Freyberg,  R.  H.;  Berntsen,  C.  A.,  Jr.,  and 
Heilman,  L. : Arthritis  & Rheumatism  1:215  [June]  1958.) 

SPECIAL  PROBLEM:  SEVERE  CARDIAC  DISEASE 

Elderly  patients  with  pulmonary  emphysema  due  to  impending  heart  failure 
who  required  corticosteroid  therapy  showed  that  triamcinolone  could  be 
employed  with  benefit  and  relative  safety.  (McGavack,  T.  H. ; Kao,  K.  Y.  T. ; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Am.  J.  M.  Sc.  236:720  [Dec.] 
1958.) 

Precautions : Collateral  hormonal  effects  generally  associated  with  corticosteroids 
may  be  induced.  These  include  Cushingoid  manifestations  and  muscle  weakness. 
However,  sodium  and  potassium  retention,  edema,  weight  gain,  psychic  aberration 
and  hypertension  are  exceedingly  rare.  In  the  treatment  of  allergic  and  inflamma- 
tory dermatoses,  dosage  should  be  individualized  and  kept  at  the  lowest  level  needed 
to  control  symptoms.  Dosage  should  not  exceed  36  mg.  daily  without  potassium  sup- 
plementation. Drug  should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes 
simplex  and  chicken  pox. 

Supplied:  Scored  tablets— 1 mg.  (yellow) ; 2 mg.  (pink) ; 4 mg.  (white) ; 16  mg.  (white). 
Also  available  — syrup,  parenteral  and  various  topical  forms. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


when  allergies  separate  a man  from  his  work... 


Florists  may  develop  allergies  to  flowers,  insecticides  and 
Holland  bulbs . . . housewives  to  dust  and  soap . . . farmers  to 
pollens  and  molds.  All  types  of  allergies  — occupational, 
seasonal  or  occasional  reactions  to  foods  and  drugs  — respond 
to  Dimetane.  With  Dimetane  most  patients  become  symp- 
tom free  and  stay  alert,  and  on  the  job,  for  Dimetane  works 
. . . with  a significantly  lower  incidence1'6  of  the  annoying  side 
effects  usually  associated  with  antihistaminic  therapy. 


parabromdylamlne  [brompheniramine]  maleate 


reliably  relieve  the  symptoms... seldom  affect  alertness 


Supplied:  dimetane  Extentabs®— 12  mg.  • dimetane  Tablets— 
4 mg.  • dimetane  Elixir— 2 mg./5  cc. 

Dosage:  Extentabs:  Adults  — One  Extentab  q.  8-12  h.  or  twice 
daily.  Children  over  6— one  Extentab  q.  12  h.  Tablets:  Adults— 
One  or  two  tablets  three  or  four  times  daily.  Children  over  6 — 
one  tablet  t.i.d.  or  q.i.d.  Children  3-6  — Zt  tablet  t.i.d.  Elixir: 
Adults— 2-4  teaspoonfuls  t.i.d.  Children  over  6—2  teaspoonfuls 
t.i.d.  or  q.i.d.  Children  3-6  — 1 teaspoonful  t.i.d.  Children  under 
3 — 0.5  cc.  (0.2  mg.)  per  pound  of  body  weight  per  24  hours. 
Side  Effects:  dimetane  is  usually  well  tolerated.  Occasional 
mild  drowsiness  may  be  encountered.  If  desired,  this  may  be 
offset  by  small  doses  of  methamphetamine.  Until  known  that  the 


patient  does  not  become  drowsy,  he  should  be  cautioned  against 
engaging  in  mechanical  operations  which  require  alertness. 
Contraindications:  Sensitivity  to  antihistamines.  Also  Available: 
Dimetane-Ten  Injectable  (10  mg./cc.)  or  Dimetane-100  Inject- 
able (100  mg./cc.) 

References:  1.  Lineback,  M.:  The  Eye,  Ear,  Nose  and  Throat  Monthly 
19:342  (April)  1960.  2.  Fuchs,  A.  M.  and  Maurer,  M.  L.:  New  York  J.  Med. 
59:3060  (August  15)  1959.  3.  Kreindler,  L.  el  al.:  Antibiotic  Med.  and  Clin. 
Therapy  6: 28  (January)  1959.  4.  Schiller,  I.  W.  and  Lowell,  F.  C.:  New 
England  J.  Med.  261: 478  (September  3)  1959.  5.  Edmonds,  J.  T.:  The 
Laryngoscope  69:1213  (September)  1959.  6.  Horstman, 

H.  A.:  Am.  Pract.  & Digest  Treat.  10: 96  (January)  1959- 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

MAKING  TODAY'S  MEDICINES  WITH  INTEGRITY 
.SEEKING  TOMORROW’S  WITH  PERSISTENCE 
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LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


“I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  ther- 
apy, her  depression  has  lifted  and  her  mood  has  brightened  up  — while  her 
anxiety  and  tension  have  been  calmed  down.  She  sleeps  better,  eats  better, 
and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 

Brightens  up  the  mood,  brings  down  tension 


Deprol’s  balanced  action  avoids  “seesaio”  effects 
of  energizers  and  amphetamines.  While  ener- 
gizers and  amphetamines  may  stimulate  the 
patient  — they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate  combi- 
nations may  counteract  excessive  stimulation  — 
they  often  deepen  depression  and  emotional 
fatigue. 

These  “seesaw”  effects  are  avoided  with  Deprol. 
It  lifts  depression  as  it  calms  anxiety  — a bal- 
anced action  that  brightens  up  the  mood,  brings 
down  tension,  and  relieves  insomnia,  anorexia 
and  emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in  a few 
days.  Unlike  the  delayed  action  of  most  other 


antidepressant  drugs,  which  may  take  two  to  six 
weeks  to  bring  results,  Deprol  relieves  the 
patient  quickly  — often  within  a feiv  days.  Thus, 
the  expense  to  the  patient  of  long-term  drug 
therapy  can  be  avoided. 

Acts  safely— no  danger  of  liver  or  blood  damage. 
Deprol  does  not  cause  liver  toxicity,  anemia, 
hypotension,  psychotic  reactions  or  changes  in 
sexual  function  — frequently  reported  with  other 
drugs. 


‘Deprol* 

Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When  neces- 
sary, this  may  be  gradually  increased  up  to  3 tablets  q.i.d. 
Composition:  1 mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCI)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Writ© 
for  literature  and  samples. 


C0-4S24 


Y/  WALLACE  LABORATORIES/  Cranbury,  N.  J. 


strengthens 
fragile  capillaries 


associated  with  abnormal  capillary 
permeability  and  fragility  in 

peptic  ulcer 
ulcerative  colitis 
chronic  nosebleed 
purpura 

(nonthrombocytopenic) 

hemorrhagic  cystitis 
ecchymoses 


menorrhagia 


habitual  and 
threatened  abortion 


C.V.P,  helps  diminish  increased 

capillary  permeability,  fragility,  and 

resultant  bleeding  by  acting  to  maintain  the 

integrity  of  the  intercellular  ground  substance 

(cement)  of  capillary  walls.  C.V.P.  is  the  original  and 

exclusive  water-soluble  citrus  bioflavonoid  complex.  Readily 

absorbed  and  utilized,  C.V.P.  is  relatively  free  (due  to  special 

processing)  of  hesperidin,  naringin  and  other  comparatively 

insoluble  and  inactive  flavonoids  found  in  citrus. 


Each  capsule  or  teaspoonful  (approx.  5 cc.)  of  syrup  provides: 

CITRUS  BIOFLAVONOID  COMPOUND  ....  100  mg. 

ASCORBIC  ACID  (vitamin  C) 100  mg. 

Bottles  of  100,  500  and  1000  capsules;  4 oz.,  16  oz.  and  gallon  syrup 


samples  (capsules  or  syrup)  and  literature  from  . . . 

u . s.  vitamin  corporation  • PHARMACEUTICALS 

(Arlington-Funk  Laboratories,  division)  • 250  East  43rd  Street,  New  York  17,  N.  Y. 


For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts : 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B12 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  duality  — the  Priceless  Ingredient 

'Theragran'®  is  a Squibb  trademark 
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* v nutrition...  present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^' 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.”2  2.  Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis-  It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . .”3 

3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets.4  Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

I?  pcpqrrll  rminril  5 4.  Sebrell.  W.  H Am.  J Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 
i\C5Caiti  VjUUIILII.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult. 6.  Overholser,  W.,  and  Fong,  T.C.C.  in  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition.  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.7  7.  Goldsmith,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.8  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”9 

8.  Duncan  G.G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SQUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 


Volume  88,  June,  1961 
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bESITIN 

OINTMENT 


for  baby 
for  mother 
for  grandpa 

age  groups 


to  soothe,  protect, 


lubricate,  and  stimulate  healing  in 


rash  • chafing  • irritations 
lacerations  • ulcerations  • burns 

DESITIN  OINTMENT... 

the  pioneer  external  cod  liver  oil  therapy  for 
care  of  the  skin  in  every  member  of  the  family 

Request  samples  from  DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R ■ /- 
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PAPAIN 
IS  THE 
KEY 


to  complete,  thorough 
vaginal  cleansing 


mucolytic,  acidifying, 
physiologic  vaginal  douche 


The  papain  content  of  Meta  Cine  is  the  key 
reason  why  it  effects  such  complete  cleansing  of 
the  vaginal  vault.  Papain  is  a natural  digestant, 
and  is  capable  of  rendering  soluble  from  200- 
300  times  its  weight  of  coagulated  egg  albumin. 
In  the  vagina,  papain  serves  to  dissolve  mucus 
plugs  and  coagulum. 

Meta  Cine  also  contains  lactose — to  promote 
growth  of  desirable  Doderlein  bacilli — and 
methyl  salicylate,  eucalyptol,  menthol  and 
chlorothymol,  to  stimulate  both  circulation  and 
normal  protective  vaginal  secretions.  Meta 
Cine’s  pleasant,  deodorizing,  non-medicinal  fra- 
grance will  meet  your  patients’ esthetic  demands. 

Supplied  in  4 oz.  and  8 oz.  containers,  and  in 
boxes  of  30  individual-dose  packets.  Dosage: 
2 teaspoonfuls,  or  contents  of  1 packet,  in  2 
quarts  of  warm  water. 


m 

i:i:ayten 


BRAYTEN  PHARMACEUTICAL  COMPANY  Chattanooga  9,  Tennessee 


‘B.W.&Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 

iWS 

m 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

'Aerosporin'®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz.. 

Vz  oz.  and  >/8  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Vz  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  Vz  oz.  and 
Va  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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when  the  need 

for  i ron  is  acute . . . 

i nj  ect 

ASTRAF  E R I.V. 

(Brand  of  dextriferron) 


intravenously 


Write  for  literature  and  professional  sample 


ASTItA  PHARMACEUTICAL  PRODUCTS,  INC. 
Worcester,  Mass.,  U.  S.  A. 


CONTINUOUS 

PROTECTION  IN 

ANGINA 

PECTORIS 

ANTORA... 

PROVIDES  10-12  HOURS 
GRADUAL  RELEASE  . . . 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  ...  a clinically  proven 
dosage  form.  For  assured  24  hour  control,  administer 
one  Antora  capsule  before  breakfast  and  one  before 
evening  meal.  ANTORA  REDUCES  NITROGLYCERIN  RE- 
QUIREMENTS . . . IMPROVES  EKG  TRACINGS  . . . 
PROVIDES  BETTER  EXERCISE  TOLERANCE  . . . REDUCES 
NUMBER  AND  SEVERITY  OF  ATTACKS.  Administer  with 
caution  in  glaucoma. 

FOR  THE  UNDULY 
APPREHENSIVE  PATIENT  . . . 


ANTORA-B... 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  plus  50  mg.  Secobarituric 
Acid.  Medication  is  released  over  10  to  12  hours  with 
fewer  side  effects  and  less  “hangover”  than  the  long- 
er acting  barbiturates.  As  with  Antora,  capsules  are 
administered  only  twice  daily  instead  of  the  usual 
8 to  12  tablets.  Administer  with  caution  in  glaucoma. 


REFER  TO 

Ipdr 

PAGE  643 


Supplied:  Bottles  of  60  and  250. 
Literature  and  clinical  samples 
available. 


Jn  ai^vand,  ittc. 


PHARMACEUTICALS 

1042  WESTSIDE  DRIVE 


24 


GREENSBORO,  NORTH  CAROLINA 

Virginia  Medical  Monthly 


Why  Homer  Jackson’s  work  is  important  to  you... 


Talking  on  the  radio-telephone  is 
Homer  “Bud”  Jackson,  both  a scientist 
and  a hard-working  buyer  for  a company 
processing  Florida  oranges  into  frozen 
juice  concentrate. 

He  has  just  made  a decision  that’s 
important  to  you.  He  has  analyzed  some 
sample  oranges  from  the  grove  in  the 
background  and  found  that  they  have 
the  optimal  amount  of  sugar,  of  acid, 


and  are  of  the  proper  texture.  (Testing 
for  vitamin  C comes  later.)  Homer 
Jackson  knows  that  these  oranges  are  of 
a quality  to  meet  the  exacting  regula- 
tions required  by  the  Florida  Citrus 
Commission. 

These  standards  for  quality  in  citrus 
products  are  the  highest  in  the  world. 
This  is  important  to  you  and  your  pa- 
tients because  juice  made  from  the  best 
& 

©Florida  Citrus  Commission,  Lakeland.  Florida 


oranges  will  be  nutritionally  best  for 
your  patients.  It  will  contain  abundant 
amounts  of  vitamin  C and  rich,  natural 
fruit  sugars. 

It’s  good  nutrition  to  encourage  peo- 
ple to  drink  orange  juice.  It  makes  good 
sense  to  persuade  them  to  drink  orange 
juice  that  you  know  tastes  good,  has  the 
right  sugar-acid  ratio,  and  is  packed  full 
of  nutritionally  important  vitamin  C. 


ORIGINAL  FORMULA 


fern  STicmcc  u/an  / 


NICOZOL  COMPLEX  is  a cerebral  stimulant-tonic  and  dietary 
supplement  intended  for  geriatric  use.  Improves  mental  and 
physical  well-being.  Improves  protein  and  calcium  metabolism. 
Indicated  during  convalescence,  also  as  a preventive  agent  in 
common  degenerative  changes. 


^/Jeniftye  .■ 

1 teaspoonful  (5  cc)  3 times  a day, 
preferably  before  meals.  Female  pa- 
tients should  follow  each  21-day 
course  with  a 7-day  rest  interval. 


NICOZOL  COMPLEX  is  avail- 
able as  a pleasant-tasting 
elixir.  Popularly  priced. 
Bottles  of  1 pint  and  1 gallon. 


/« 


Each  15  cc  (3  teaspoonfuls)  contains: 


Pentylenetetrazol  150  mg. 

Niacin  75  mg. 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thiamine  Hydrochloride  6 mg. 

Riboflavin  3 mg. 

Pyridoxine  Hydrochloride  6 mg. 

Vitamin  B-12  2 meg. 

Folic  Acid  0.33  mg. 

Panthenol  5 mg. 

Choline  Bitartrate  20  mg. 

Inositol  15  mg. 

1-Lysine  Monohydrochloride  ..  100  mg. 
Vitamin  E (a-Tocopherol 
Acetate) 3 mg. 


Iron  (as  Ferric  Pyrophosphate)  15  mg. 
Trace  Minerals  as:  Iodine  0.05  mg., 
Magnesium  2 mg..  Manganese  1 mg., 
Cobalt  0.1  mg.,  Zinc  1 mg. 


Write  for  professional  sample  and  literature. 


Contains  15%  Alcohol 


DRUG-— 

WINSTON-SALEM  1,  NORTH  CAROLINA 

INC. Dedicated  to  Serving  the  Southern  Physician 
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THESE  63,000 
PEOPLE  IN 
VIRGINIA  NEED 
MEDICAL  HELP 


1 Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Virginia  there  are  at  least  63,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  RACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  awakens  the  patient's  desire  for  solid 
food  and  helps  to  control  withdrawal  symptoms.  The 
complications  of  chronic  alcoholism,  including  hallu- 
cinations and  delirium  tremens,  can  often  be  alleviated 
with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient's  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 

LIBRIUM®  Hydrochloride  — 7 -ch  loro -2 -me  thy  la  mi  no - 
nnftlir  5-phenyl-3H*l,4-benzodiazepine  4-oxide  hydrochloride 

mm  KUUHt 

laboratories  Division  of  Hoffmann-La  Roche  Inc. 
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Doctor . . . 

•What  would  paying  a bill  likethis 
do  to  your  personal  finances? 

•And  what  about  additional  bills  for  your 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient? 


AS  A PRACTICING  PHYSICIAN  ...  

. . . knowing  that  today's  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  "catastrophic” 
hospital-nurse  insurance  for  yourself  and  your  family’s 
assured  protection. 

PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 

You  have  a choice  of  3 deductible  amounts,  assuring 
the  'right'  protection  at  the  'right'  cost  for  YOU! 


r-AS  A PRACTICAL  BUSINESSMAN  . . . - 

. . . knowing  that  today  it  costs  BIG  money  to  operate 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  'on  duty’  — it’s  only  good  business  to  obtain 
Overhead  Expense  protection. 

PLAN  2 

Professional  Overhead  Expense 

PAYS  covered  Office  Expenses  — Rent,  Employees' 
Salaries,  Heat,  etc.  — when  you  are  cbntinuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you,  and  can  continue, 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 

You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 


APPROVED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


UNDERWRITTEN  BY  AMERICAN  CASUALTY  CO.  READING,  PA. 

DAVID  A.  DYERr  Administrator 

Medical  Arts  Building  Roanoke,  Virginia 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro- 
tection for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  an 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


just  a spray  away... for  soothing, 
cooling  relief  in  allergic  and 

METI-DERM  AEROSOL 


prednisolone  topical 


topical  “Meti”  steroid  benefits 
in  a fast  and  direct  form 


• reduces  itching  and  burning  on  contact 

• rapidly  clears  inflammatory  edema... 
promotes  healing 

• “reaches”  all  areas... leaves  no  residue 

available  in  50  Gm.  and  150  Gm.  spray 
containers  with  or  without  neomycin; 

10  Gm.  and  25  Gm.  tubes  of  cream; 

10  Gm.  and  25  Gm.  tubes  of  ointment 
with  neomycin. 

For  complete  details,  consult  latest 
Schering  literature  available  from 
your  Schering  Representative  or 
Medical  Services  Department, 

Schering  Corporation,  Bloomfield,  New  Jersey. 

S>825 
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RE STORE 
VITALITY... 


to  "the  under-par  child"* 


" Zentron 

comprehensive  liquid  hematinic 

• corrects  iron  deficiency 

• restores  healthy  appetite 

• helps  promote  normal  growth 

• underweight,  easily  fatigued,  anorexic— due  to 
mild  anemia 

Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 


20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride 

(Vitamin  Bx) 1'  mg. 

Riboflavin  (Vitamin  B2) 1 mg. 

Pyridoxine  Hydrochloride 

(Vitamin  B6) 0.5  mg. 

Vitamin  Bi2  Crystalline 5 meg. 

Pantothenic  Acid  (as  d-Panthenol)  . 1 mg. 

Nicotinamide 5 mg. 

Ascorbic  Acid  (Vitamin  C) 35  mg. 

Alcohol,  2 percent. 


Usual  dosage: 

Infants  and  children — 1/2  to  1 teaspoonful  (pref- 
erably at  mealtime)  one  to  three  times 
daily. 

Adults — 1 to  2 teaspoonfuls  (preferably  at  meal- 
time) three  times  daily. 


Zentron™  (iron,  vitamin  B complex,  and  vitamin  C,  Lilly) 
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Guest  Editorial . . . . 


Medicine  and  Its  Public  Image 

f | *HAT  "character  is  what  we  are,  and  reputation  what  others  think 
we  are,”  has  a real  bearing  on  what  the  term  public  relations  means 
today.  This  term,  "public  relations”,  has  taken  on  an  ever  widening 
meaning  in  the  modern  world  so  that  it  has  come  to  encompass  such  con- 
cepts as  propaganda,  advertising,  persuasion,  and  the  acceptance  of  the 
public  image  of  one  group  or  individual  by  others.  It  seems  to  me  that 
the  emphasis  on  "front”  is  exaggerated  to  the  point  that  the  more  fun- 
damental elements  which  make  up  character  are  ofttimes  minimized  or 
forgotten.  Madison  Avenue  has  brain-washed  many  of  us  into  believing 
that  appearance  is  the  important  thing.  We  have  made  appearance  a 
graven  image  and  have  all  but  stooped  to  worship  it. 

This  concept  explains  why  the  medical  profession  has  reluctantly  been 
forced  to  consider  the  nature  of  its  public  image.  Since  all  institutions 
and  professions  by  virtue  of  their  growth  in  an  image-seeking  society 
must  have  an  image  for  comparison  with  other  images,  it  has  behooved 
the  medical  profession  to  try  to  form  a publicly  acceptable  image.  This 
has  been  difficult  because  a reputation  should  be  a by-product  of  sound 
character  which  after  all  is  an  individual  matter.  The  old-time  family 
physician  had  this  in  the  eyes  of  his  patients  and  he  did  not  worry  about 
whether  anyone  else  had  this  image  of  him  or  not.  It  didn’t  matter! 
With  the  increase  in  population  and  the  increase  in  specialization  this 
image  of  the  single  physician  of  necessity  had  to  be  enlarged  and  pro- 
jected, and  in  doing  so  distortion  was  bound  to  occur.  All  physicians 
regret  this  distortion.  However,  the  fundamental  character  of  the  phy- 
sician is  still  there  and  his  mass  image  is  beginning  to  be  cleared  up.  His 
"telephysician”  portrait  is  becoming  clearer  in  the  public  mind  and  the 
attributes  of  color  which  made  up  the  ideal  of  the  horse-and-buggy  doc- 
tor are  still  found  in  the  modern  physician  though  perhaps  in  slightly 
different  composition. 


In  order  to  discover  what  our  true  image  as  physicians  was,  the  Public 
Relations  Committee  of  the  Richmond  Academy  of  Medicine  sent  out 
a questionnaire  designed  to  reflect  the  humanitarian  interests  and  attitudes 
of  its  membership  and  its  relationship  to  the  community.  Two  hundred 
forty  physicians  answered  the  questionnaire.  They  contributed  27,115 
hours  of  teaching  without  remuneration  or  an  average  of  113  hours  per 
physician  per  year.  They  gave  13,764  hours  to  community  service,  an 
average  of  57  hours  per  physician.  Two  hundred  twenty-nine  of  the 
240  reporting  contributed  to  the  Community  Chest  or  other  community 
agencies.  The  average  physician  gave  110  professional  hours  to  charity 
patients  per  year.  Members  of  the  Richmond  Academy  of  Medicine  ac- 
tively participated  in  some  37  community  organizations. 

The  modern  physician  still  works  long  hours  averaging  from  50  to 
80  hours  weekly,  but  he  still  finds  time  for  regular  vacations,  for  refresher 
courses  to  keep  him  abreast  of  advances  in  his  particular  field.  He  has 
become  a better  husband  and  father  and  neighbor  as  he  has  tried  to  de- 
velop interests  outside  of  his  profession.  He  has  taken  a keener  interest 
in  politics  as  politicians  have  taken  more  interest  in  health  and  medical 
care. 

In  Richmond  through  the  Academy  of  Medicine  he  has  set  up  a moni- 
toring system  for  night  and  week-end  coverage  so  that  no  patient  in 
our  community  will  be  unable  to  secure  medical  assistance  in  an  emer- 
gency. Should  the  Doctors  Exchange  be  unable  to  secure  a physician, 
the  monitor  of  the  night  is  called  and  the  patient  is  either  seen  by  him 
or  by  another  physician  whom  he  calls  if  a true  emergency  exists.  In 
other  words,  the  monitoring  physician  assumes  a personal  responsibility 
to  the  unattended  patient  in  his  emergency.  He  becomes  the  Academy’s 
friend  to  the  patient  in  distress. 

The  Richmond  Academy  of  Medicine  also  has  a Mediation  Committee 
as  do  most  other  societies  throughout  the  country.  It  is  its  responsibility 
to  mediate  misunderstandings  of  financial  or  personal  nature  between 
patients  and  physicians.  There  have  been  but  few  such  incidents  to  come 
before  this  Committee  and  amicable  settlements  are  usually  resolved. 

The  average  physician  in  Richmond,  Virginia,  of  which  we  have  par- 
ticular knowledge,  believes  that  the  best  Public  Relations  are  the  result 
of  treating  each  patient  as  he  would  like  to  be  treated  were  he  in  need 
of  medical  care.  There  is  no  finer  example  of  public  relations  than  in 
the  application  of  the  Golden  Rule. 

John  P.  Lynch,  M.D. 

Editor’s  Note:  Dr.  Lynch  was  Chairman  of  the  Public  Relations  Committee  of  the 
Richmond  Academy  of  Medicine  in  1960. 
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Resistant  Staphylococcal  Infections  in  Surgery 


Many  of  the  staphylococcus  infec- 
tions in  hospital  patients  are  re- 
sistent  to  the  most  frequently  used 
antibiotics.  A study  of  a large 
number  of  such  infections  is 
reported. 


HE  PROBLEM  OF  INFECTIONS  in 
hospitalized  patients  has  been  a contin- 
uous one  throughout  recorded  medical  ex- 
perience. With  the  advent  of  penicillin 
therapy,  great  hope  was  held  for  the  oblit- 
eration of  all  infection.  However,  with 
usage,  certain  strains  of  organisms  have  ap- 
peared which  are  resistant  to  penicillin 
therapy.  When  penicillin  was  first  intro- 
duced, virtually  all  strains  of  staphylococci 
were  sensitive  to  this  agent.  Associated  with 
continued  usage  of  this  drug,  certain  strains 
have  appeared  which  demonstrate  resistance 
to  it.  This  circumstance  has  required  the 
development  and  use  of  other  potent  anti- 
biotic agents  in  order  to  achieve  control 
over  staphylococci.  With  the  use  of  these 
more  potent  agents,  the  same  distressing  ten- 
dency for  the  development  of  resistance  has 
continued.  At  the  present  time  staphylo- 
coccal infection  forms  a major  problem  in 
hospitalized  patients.  The  following  obser- 
vations will  serve  to  illustrate  and  charac- 
terize the  problem  in  a large  general  hospital 
on  a surgical  service. 

One  of  the  characteristics  of  certain 
staphylococci  is  their  ability  to  produce  a 
fibrin  clot  in  citrated  plasma.  The  ability 
of  the  organism  to  produce  a clot  has  been 


B.  W.  HAYNES,  Jr.,  M.D. 

MILES  E.  HENCH,  Ph.D. 

Richmond,  Virginia 

associated  with  pathogenicity;  such  organ- 
isms are  described  as  being  coagulase  positive. 
Many  of  such  staphylococci  are  susceptible 
to  attack  by  specific  strains  of  viruses  called 
staphylococcal  bacteriophage.1  This  fact  is 
useful  in  recognizing  strains  of  coagulase 
positive  staphylococci  not  distinguishable  by 
any  other  means.  Bacteriophage  typing  is  a 
useful  epidemiological  tool  for  identification 
of  specific  strains  of  organisms. 

Based  on  factors  of  occurrence  and  inter- 
relationships of  host  strains  of  staphylococci, 
bacteriophages  have  been  grouped.  These 
groupings  are  shown  in  Table  I.  There  are 

TABLE  I 

Staphylococcal  Phage  Grouping 
Group  I 

29,  52,  52A,  79,  80 
Group  II 

3A,  3B,  3C,  55,  39,  71,  523 
Group  III 

6,  7,  42B,  42 E,  47,  53,  54,  70,  73,  75,  77,  VA4 

Group  IV 
42  D 

Miscellaneous 
44 A,  47C,  81,  187 

four  numbered  groups  and  one  miscella- 
neous or  unassigned  group.  A given  strain 
of  staphylococcus  may  be  susceptible  to  one, 
several,  or  none  of  the  phages  represented. 
The  majority  of  the  isolated  phages  belong 
to  group  III.  The  majority  of  staphylococci 
are  typed  with  group  three  phages  and  this 
is  also  true  of  those  staphylococci  isolated 
from  surgical  infections.  All  phage  type 
staphylococci  and  many  combinations  of 
types  are  found  to  occur;  however,  certain 
patterns  are  more  commonly  associated  with 
infection. 

In  observations  of  the  phage  typing  pat- 
tern, some  types  are  found  to  occur  with 
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alarming  frequency  in  hospital  populations 
of  staphylococci.  The  most  frequently  oc- 
curring phage  type  of  pathogenic  staphylo- 
coccus is  52-42B-80-81.  Figure  1 illustrates 


Fig.  1 

the  interrelationships  of  1,090  single  staphy- 
lococcal strains.  These  are  consecutive  iso- 
lates from  the  material  presented  to  the 
bacteriology  laboratory  of  the  Medical  Col- 
lege of  Virginia  Hospital  during  the  period 
7 November  1 959  through  7 March  1960. 
Column  A is  a graphic  representation  of  the 
total  number  of  strains  of  staphylococci 
isolated  during  this  time.  Of  the  1,090  iso- 
lates, 619  or  57%  are  pathogenic  as  indi- 
cated by  the  characteristic  of  being  coagulase 
positive.  Column  B illustrates  the  bacterio- 
phage typing  characteristics  of  the  619 
pathogenic  isolates.  460  or  74%  are  typable. 
The  remainder  are  untypable.  Untypable 
strains  by  this  method  may  occur  in  25  to 
40%.  Column  C represents  the  distribution 
of  phage  types  in  the  typable  group.  There 
are  212  strains  belonging  to  phage  type  52- 
42B-80-81  which  amounts  to  46%  of  typ- 
able strains  and  34%  of  all  pathogenic 
staphylococci  isolated.  The  pathogenicity 
and  frequency  of  occurrence  of  this  phage 
type  staphylococcus  is  real  cause  for  con- 
cern. 

Perhaps  the  most  important  aspect  of  the 
entire  problem  from  the  standpoint  of 
management  of  infection  is  antibiotic  sen- 
sitivity. Figure  2 illustrates  the  antibiotic 
sensitivity  pattern  in  this  group  of  organ- 
isms. The  ordinate  represents  the  percentage 


of  strains  resistant  to  antibiotic.  The  ab- 
scissa is  marked  with  numbers  0 to  7 which 
is  the  representation  of  the  total  number  of 
antibiotics  to  which  the  particular  group  of 
staphylococci  are  resistant.  Thus,  0 indicates 
that  organisms  in  this  group  are  resistant 
to  none  of  the  7 antibiotics  used  as  a stand- 
ard test  in  this  series,  2 indicates  resistance 
to  2,  etc.  These  antibiotics  are:  penicillin, 
erythromycin,  streptomycin,  bacitracin, 
chloramphenicol,  tetracycline,  and  oleando- 
mycin. The  significantly  high  resistance 
pattern  of  the  52-42B-80-81  strains  is  read- 
ily apparent  and  emphasizes  the  difficulty 
in  managing  infections  with  this  organism. 
Among  the  other  phage  groups  of  organisms, 
the  occurrence  of  highly  resistant  forms  to 
antibiotic  therapy  also  presents  treatment 
problems.  This  can  be  said  also  for  the  non- 
typable  strains,  although  in  neither  of  these 
latter  two  groups  is  the  resistance  problem 
as  general  as  in  the  52-42B-80-81  phage  type 
group. 

Antibiotic  resistance  among  micro-organ- 
isms is  in  direct  proportion  to  the  exposure 
of  bacterial  populations  to  those  antibiotics 
used  in  treatment.  Thus,  as  more  patients 
are  treated  with  a given  antibiotic  in  a given 
locality  a progressive  variation  leading  to 
more  and  more  frequent  occurrence  of  re- 
sistant strains  may  be  expected.  To  demon- 
strate the  workings  of  this  process  of  un- 
natural bacterial  selection,  antibiotic  sensi- 
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tivity  of  staphylococci  cultured  from  No- 
vember 195  8 through  December  1959  were 
gathered  and  are  presented  in  Figure  3.  On 


1958  NOV.-FEB.  MAR-JUNE  JUL.- OCT.  NOV-  DEC.  1959 


Fig.  3 

this  figure  the  staphylococcal  sensitivity  to 
bacitracin,  erythromycin,  chloramphenicol 
and  penicillin  have  been  charted  at  four 
monthly  intervals  for  comparison.  It  will 
be  observed  that  there  is  no  significant 
change  during  this  period  of  time  in  the 
occurrence  of  sensitivity  of  coagulase  posi- 
tive staphylococci  to  bacitracin.  Sensitivity 
to  penicillin  was  found  in  44%  of  all  iso- 
lated strains  at  the  beginning  of  this  period, 
and,  at  the  termination,  after  a reasonably 
level  course,  30%  were  sensitive.  Neither 
penicillin  nor  bacitracin  is  employed  in  our 
hospital  circumstance  in  a quantity  or  fre- 
quency approaching  that  of  either  chloram- 
phenicol or  erythromycin.  During  this  same 
period  of  time,  it  will  be  observed  that  both 
chloramphenicol  and  erythromycin  experi- 
enced an  approximately  20%  loss  of  effec- 
tiveness due  to  bacterial  resistance  during 
this  period.  Massive  usage  of  these  two 
agents  has  left  its  mark  in  increased  resist- 
ance among  the  micro-organisms  isolated. 

With  this  background  of  data  in  mind 
concerning  the  staphylococcal  population  of 
the  entire  hospital,  the  infections  occurring 
on  the  general  surgical  service  from  7 No- 
vember 1959  through  15  March  1960  have 
been  collected  for  analysis.  A total  of  88 
infections  occurred  in  the  patients  admitted 
to  the  general  surgical  service  during  this 
time.  Since  this  was  a consecutive  series  of 


cases,  it  was  felt  that  analysis  of  this  group 
would  give  a cross  sectional  evaluation  of 
the  character  of  the  staphylococcal  infec- 
tion occurring  during  this  period.  The 
infected  cases  studied  included  those  occur- 
ring post-operatively  in  incised  wounds,  soft 
tissue  abscesses  contracted  prior  to  hospital 
admission,  tracheobronchial  infection  fol- 
lowing operation  and  other  miscellaneous 
infections.  Thirty-seven  cases  were  post- 
operative wound  infections,  seventeen  cases 
were  soft  tissue  abscesses,  and  ten  cases  were 
post-operative  tracheobronchial  infections. 
At  first  glance  it  would  appear  that  37  cases 
out  of  a total  of  88  is  a high  post-operative 
wound  infection  rate.  However,  upon  ex- 
amination of  the  cases  it  was  apparent  that 
the  wound  infections  were  occurring  in 
those  cases  where  the  risk  of  infection  was 
high.  This  included  poor  risk  patients  where 
complicated  and  prolonged  surgical  pro- 
cedures such  as  abdominal  exploration  with 
repair  of  large  or  small  bowel  injury  was 
required.  One  case  in  the  group  was  a wound 
infection  following  a herniorrhaphy.  Of  the 
17  cases  classified  as  soft  tissue  abscess  vir- 
tually all  were  contracted  prior  to  hospital 
admission  and  entered  with  the  abscess  as 
the  treatment  problem.  Of  the  tracheobron- 
chial infection  group,  the  disease  varied 
from  pneumonia  to  a positive  sputum  with- 
out demonstrable  parenchymal  disease  and 
occurred  in  a wide  variety  of  major  surgical 
problem  cases,  all  of  which  were  in  the  post- 
operative stage. 


TABLE  II 

Antibiotic  Sensitivity  Pattern  of  Staphylococci 
from  88  General  Surgical  Infections 


Penicillin 

Sensitive 

Erythromycin 

and 

Chloro- 

mycetin 

Sensitive 

Bacitracin 

Sensitive 

No.  of  Cases. . 

21 

46 

20 

% 

24 

52 

23 

Table  II  demonstrates  the  antibiotic  sen- 
sitivity pattern  of  staphylococci  isolated 
from  88  patients.  During  the  period  of  this 
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study,  routine  antibiotic  sensitivities  in- 
cluded the  following  antibiotics:  Penicillin, 
streptomycin,  erythromycin,  Chloromyce- 
tin, tetracycline,  oleadomycin,  and  bacitra- 
cin. Table  II  attempts  to  group  staphylo- 
cocci into  three  patterns  of  increasing  viru- 
lence; that  is,  the  penicillin  sensitive  group, 


and  approximately  one-fourth  are  penicillin 
sensitive.  The  need  for  proper  identification 
of  the  organism  following  infection  and 
its  antibiotic  sensitivity  is  clear  before  a 
definitive  choice  of  antibiotic  therapy  can 
be  made. 

Table  III  demonstrates  the  spectrum  of 


TABLE  III 

Bacteriophage  Typing  of  Staphylococci  from  88  General  Surgical  Infections 


52-42 B 
80-81 

53-54 
75-77  VA4 

3A 

3C 

6-42  E 
7-80 

7-53 

77 

29-52 

42D-47C 

Untypable 

No.  of  Cases. . . . 

37 

12 

8 

1 

i 

1 

28 

% 

42.0 

13.9 

9.0 

1.1 

i.i 

1.1 

31.8 

the  erythromycin  and  chloramphenicol  sen- 
sitive group,  and  the  bacitracin  sensitive 
group.  This  grouping  is  somewhat  arbitrary 
but  will  serve  to  illustrate  the  changing 
order  of  virulence  and  help  to  characterize 
the  staphylococcal  population  occurring  in 
these  patients  from  the  therapeutic  point  of 
view.  Sensitivity  studies  to  antibiotics  such 
as  vancomycin,  ristocetin,  kanamycin  and 
altafur  are  performed  when  the  staphylo- 
coccus shows  sensitivity  only  to  bacitracin 
but  are  not  included  as  part  of  the  study. 
In  constructing  Table  II,  an  organism  sensi- 
tive to  penicillin  was  listed  as  such  regardless 
of  the  fact  that  it  was  usually  sensitive  to 
the  remainder  of  the  antibiotics  tested  as 
well.  Those  listed  as  sensitive  to  erythro- 
mycin and  chloromycetin  excluded  the 
penicillin  sensitive  group.  Those  listed  as 
bacitracin  sensitive  were  those  exclusively 
sensitive  to  bacitracin.  Thus,  a pattern  of 
increasing  virulence  is  presented.  One  cul- 
ture demonstrated  bacitracin  resistance  and 
was  not  included  in  the  table.  It  will  be 
noted  from  Table  II  that  the  majority  of 
the  organisms  cultured  from  these  infections 
fell  into  the  erythromycin  and  chloromyce- 
tin sensitive  group  including  slightly  over 
half  of  the  entire  series.  The  penicillin  sen- 
sitive and  bacitracin  sensitive  groups  were 
approximately  equal,  that  is,  20  and  21% 
respectively.  It  is  apparent  that  over  half 
of  the  staphylococci  are  penicillin  resistant 
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phage  typing  encountered  in  the  organisms 
removed  from  these  8 8 general  surgical 
cases.  It  will  be  observed  that  37  of  the  cases 
were  of  the  common  5 2-42B-80-81  phage 
type,  12  were  of  the  5 3-54-75-77  VA^ 
classification,  and  28  were  untypable.  The 
incidence  of  52-42B-80-81  phage  type  in 
these  surgical  cases  is  approximately  the 
same  as  that  occurring  in  the  hospital  popu- 
lation in  general.  This  demonstrates  the 
widespread  nature  of  the  problem  and 
the  importance  of  proper  aseptic  precau- 
tions and  culture  and  sensitivity  data  in  the 
control  of  surgical  infection. 

The  relationship  of  bacteriophage  typing 
to  antibiotic  sensitivity  is  demonstrated  in 
Table  IV.  It  will  be  noted  that  of  the  21 
cases  demonstrating  staphylococci  which 
were  penicillin  sensitive,  only  2 were  in  the 
52-42B-80-81  phage  type  category.  How- 
ever, 21  of  47  cases  in  the  erythromycin  and 
chloromycetin  sensitive  group  were  in  this 
category,  and  15  out  of  20  in  the  bacitracin 
sensitive  staphylococci  were  in  this  group- 
ing. It  would  appear,  therefore,  that  the 
more  resistant  the  staphylococcus  is  to  the 
commonly  used  antibiotics  the  more  likely 
it  is  to  be  in  the  52-42B-80-81  phage  type 
grouping. 

The  considerable  incidence  of  phage  type 
52-42B-80-81  staphylococci  in  the  hospital 
environment  suggests  that  this  organism  is 
being  brought  to  the  hospital  by  patients 
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TABLE  IV 


Relationship  of  Bacteriophage  Ta'ping  to  Antibiotic  Sensitivity  of 
Staphylococci  from  88  General  Surgical  Infections 


52-42 B 
80-81 

53-54 

75-77  VA4 

3A 

3C 

6-42  E 
77-80 

7-53 

77 

29-52 

42D-47C 

Untypable 

Penicillin  Sensitive  (21  Cases) 

2 

1 

6 

1 

11 

Erythromycin  and  Chloromycetin  Sen- 
sitive (47  Cases) 

21 

10 

2 

i 

1 

12 

Bacitracin  Sensitive  (20  Cases) 

15 

5 

with  infection  produced  by  it  and  is  being 
maintained  in  the  hospital  environment  by 
cross  contamination.  If  this  be  true,  one 
might  reasonably  expect  that  patients  with 
soft  tissue  abscesses  entering  the  hospital 
with  this  disease  as  a primary  complaint 
would  contain  a lesser  number  of  this  phage 
type  than  those  patients  acquiring  post-op- 
erative wound  infections  and  post-operative 
tracheobronchial  infections  while  hospi- 
talized. Table  V examines  this  thesis  in  this 


staphylococci  which  are  colonizing  the 
wound  and  tracheobronchial  tree  of  patients 
following  operation.  This  statement  implies 
the  need  for  emphasis  on  asepsis,  strict  iso- 
lation, and  careful  judicious  use  of  antibi- 
otic therapy. 

The  following  case  report  will  serve  to 
illustrate  a problem  of  resistant  staphylococ- 
cal infection  following  surgery: 

A 57  year  old  white  male  was  admitted 
to  the  hospital  with  bilateral  recurrent  in- 


TABLE  V 


Antibiotic  Sensitivity  Pattern  of  Staphylococci  from  Different  Types  of  Infection 


Penicillin 

Sensitive 

Erythromycin 

and 

Chloro- 

mycetin 

Sensitive 

Bacitracin 

Sensitive 

Post-operative  Wound  Infections  (37  Cases) 

6 (16%) 

21  (57%) 

10  (27%) 

Soft  Tissue  Abscesses  (17  Cases) 

9 (53%) 

6 (35%) 

2 (12%) 

Post-operative  Tracheobronchial  Infections  (10 
Cases) 

1 (io%) 

6 (60%) 

3 (30%) 

group  of  cases.  In  37  cases  of  post-operative 
wound  infection,  only  6 cultures  were  peni- 
cillin sensitive  whereas  21  were  erythromy- 
cin and  chloromycetin  sensitive.  In  17 
patients  entering  the  hospital  with  soft  tis- 
sue abscesses,  9 out  of  17  were  penicillin 
sensitive  and  6 were  erythromycin  and 
chloromycetin  sensitive.  Of  10  patients 
with  post-operative  tracheobronchial  infec- 
tion, only  1 was  penicillin  sensitive.  These 
data  suggest  that  the  hospital  environment 
is  selectively  maintaining  penicillin  resistant 


guinal  herniae.  There  was  no  history  of  in- 
carceration. The  patient  had  previously  had 
a bilateral  herniorrhaphy  approximately  6 
months  prior  to  admission.  A post-opera- 
tive wound  infection  was  known  to  have 
complicated  recovery  from  the  left  hernior- 
rhaphy. The  remainder  of  his  past  history 
was  non-contributory.  On  physical  exam- 
ination his  blood  pressure  was  13  5/90, 
temperature  98.6,  pulse  84,  and  respirations 
22.  He  was  a well  developed,  well  nourished, 
robust  white  male  in  no  distress.  His  chest 


Volume  88,  June,  1961 


337 


was  somewhat  emphysematous.  Examina- 
tion of  the  abdomen  showed  it  to  be  protub- 
erant, soft,  non-tender,  and  harboring  no 
palpable  masses.  There  were  large  bilateral 
indirect  recurrent  inguinal  herniae,  both  de- 
scending into  the  scrotum.  The  left  was 
about  the  size  of  a grapefruit  and  the  right 
the  size  of  a lemon.  The  herniae  were  easily 
reducible.  Admission  laboratory  studies 
showed  a hemoglobin  of  15.6  grams,  a white 
cell  count  of  13,200  with  53%  polys,  2 eo- 
sinophiles,  and  45  lymphocytes.  Urinalysis 
was  within  normal  limits.  The  blood  urea 
nitrogen  was  15mg%  and  the  fasting  blood 
sugar  was  75mg%.  A chest  x-ray  on  admis- 
sion demonstrated  some  increased  markings 
in  both  lower  lung  fields  thought  to  be  due 
to  chronic  bronchitis.  The  cardiac  shadow 
did  not  appear  to  be  enlarged,  and  an  elec- 
trocardiogram was  essentially  within  normal 
limits. 

Ten  days  after  admission,  under  general 
endotracheal  anesthesia,  a Cooper’s  ligament 
herniorrhaphy  was  carried  out  on  the  left 
side  uneventfully.  On  the  day  following 
operation  the  patient’s  bowel  sounds  were 
active  and  he  was  passing  flatus.  The  temp- 
erature was  elevated  to  100.5  degrees.  On 
the  third  day  following  operation  some  in- 
spiratory and  expiratory  wheezes  were  noted 
in  the  posterior  chest  but  these  cleared  well 
on  coughing.  No  rales  were  heard.  The 
patient  was  housed  in  an  eight-bed  ward, 
and  at  this  time  many  of  the  patients  in 
that  area  developed  symptoms  of  an  upper 
respiratory  infection  associated  with  an 
elevated  temperature  suggestive  of  influen- 
za-like syndrome.  It  was  believed  that  the 
patient  had  developed  a viral  upper  respira- 
tory infection  and  was  treated  conservative- 
ly. On  the  evening  of  the  fourth  day  fol- 
lowing operation,  the  patient  complained  of 
a chill  and  his  temperature  spiked  to  104 
degrees.  A sputum  culture  demonstrated 
Staphylococcus  aureus  coagulase  positive 
which  proved  to  be  a 52-42B-80-81  phage 
type  sensitive  to  Chloromycetin  and  bacitra- 
cin only.  The  patient  was  treated  intensive- 


ly with  Chloromycetin,  potassium  iodide  ex- 
pectorant, and  isuprel  and  alevaire  by 
nebulizer.  He  continued  to  run  a septic 
course.  On  the  tenth  day  following  opera- 
tion, the  patient  complained  of  left  anterior 
chest  pain  and  respirations  increased  to  32 
per  minute.  There  was  evidence  of  consoli- 
dation of  the  left  lower  lobe  at  this  time  and 
the  patient’s  clinical  condition  worsened. 
On  the  12th  day  following  operation,  the 
patient  began  to  cough  up  bloody  sputum 
for  the  first  time,  and  an  x-ray  of  the  chest 
revealed  an  increase  in  the  left  lower  chest 
density  plus  a solitary  density  in  the  right 
upper  lung  field  consistent  with  a diagnosis 
of  pneumonia  and  lung  abscess.  Treatment 
with  altafur  was  added.  However,  the 
patient  responded  poorly,  his  color  became 
worse,  and  his  respirations  more  rapid.  He 
expired  on  the  evening  of  the  12  th  day  fol- 
lowing surgery.  Autopsy  findings  revealed 
a severe  confluent  bronchopneumonia  bi- 
laterally, worse  in  the  left  lower  lobe,  with 
multiple  small  abscesses  scattered  through- 
out both  lungs. 

Comment : The  relationship  between 

viral  upper  respiratory  infection  and  super- 
imposed staphylococcal  pneumonia  is  well 
established.1  It  seems  likely  in  this  patient 
that  the  upper  respiratory  infection  pro- 
vided a means  for  the  staphylococcus  to  gain 
a foothold  in  the  patient’s  lung  resulting  in 
pneumonia,  abscess  formation,  and  death. 
Though  the  source  of  the  phage  type  52- 
42B-80-81  staphylococcus  is  not  known,  it 
was  acquired  in  the  hospital  environment 
and  there  was  no  apparent  source  of  staphy- 
lococcal infection  on  the  patient.  Effective 
isolation  could  prevent  staphylococcal  in- 
fections of  this  type. 

Summary 

Data  have  been  presented  to  characterize 
staphylococcal  infection  occurring  in  a large 
general  hospital  and  on  a general  surgical 
service  with  regard  to  incidence  of  coagulase 
positive  organisms,  bacteriophage  typing, 
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culture  and  sensitivity  data.  Since  the  oc- 
currence of  52-42B-80-81  phage  type  sta- 
phylococcus is  common  and  it  is  character- 
istically of  a type  resistant  to  commonly 
used  antibiotics,  the  need  for  strict  aseptic 
precautions,  careful  culture  and  sensitivity 
study  of  each  infection,  strict  isolation  pre- 
caution and  precise  antibiotic  therapy  are 
re-emphasized. 


References 

1.  Blair,  J.  E.  and  Carr,  M.:  Bacteriophage  typing 

of  staphylococcus.  J.  Infect.  Dis.  93:  1,  195  3. 

2.  Vogel,  R.  A.,  Trotter,  Y.  J.  Shinaberger,  J.  H. 

and  McCroan,  J.  E.:  Genesis  and  spread  of  a 
hospital  staphylococcal  epidemic  on  an  adult 
medical  ward.  New  England  J.  Med.  261: 
1301,  1959. 


Medical  College  of  Virginia 
Richmond , Virginia 


Salk  Vaccine  Could  End  Polio 


Polio  could  be  "virtually  eliminated”  with 
the  currently  available  Salk  vaccine  if  the 
population  was  adequately  inoculated,  ac- 
cording to  four  Baylor  University  research- 
ers. Their  conclusion  was  based  on  a study 
of  polio  cases  occurring  in  the  Houston  area 
in  1958,  1959,  and  1960,  which  showed  the 
Salk  vaccine  provided  "highly  effective  pro- 
tection against  paralytic  poliomyelitis  in 
persons  who  have  had  a series  of  three  or 
more  inoculations.” 

Joseph  L.  Melnick,  Ph.D.,  Matilda  Ben- 
yesh  Melnick,  M.D.,  Ramiro  Pena,  B.A., 
and  Martha  Yow,  M.D.,  Houston,  reported 
their  study  in  the  April  1st  Journal  of  the 
America  Medical  Association. 

Of  100  confirmed  cases  of  paralytic  polio 
in  195  8 and  1959,  only  3 occurred  in  pa- 
tients who  had  received  3 or  more  Salk  vac- 
cine shots.  The  vaccine  also  protected 
against  aseptic  meningitis,  a nonparalytic 
form  of  polio.  Of  23  such  cases,  only  2 


involved  patients  who  had  3 or  more  Salk 
shots. 

In  1960,  the  authors  reported,  there  were 
five  cases  of  paralytic  polio  and  none  of  the 
patients  had  taken  the  full  course  of  Salk 
shots.  There  were  also  two  cases  of  non- 
paralytic polio  and  neither  patient  had  re- 
ceived any  vaccine. 

"Although  the  numbers  in  1960  are  too 
few  to  be  meaningful  by  themselves,  they 
are  similar  to  the  data  obtained  in  195  8 and 
1959,  and  add  support  to  the  view  that  cases 
of  poliomyelitis,  exhibiting  either  paralysis 
or  aseptic  meningitis,  can  be  virtually  elim- 
inated by  the  adequate  use  of  polio  vaccine.” 

Polio  continues  to  appear  because  the  vac- 
cine is  not  administered  to  all  susceptible 
persons.  "No  better  results  can  be  expected 
of  any  vaccine — either  the  inactivated  one 
in  current  use,  or  the  living  attenuated  one 
now  under  consideration  in  the  United 
States — unless  it  is  fully  utilized  in  the  sus- 
ceptible population.” 
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Diagnosis  of  Lung  Disease 

LEVI  OLD,  Jr.,  M.D.  HELEN  LORRAINE 

Norfolk,  Virginia  Richmond,  Virginia 


Af  ANY  LUNG  DISEASES  present  a similar  clinical  and  x-ray  picture. 

In  a recent  issue  of  the  American  Journal  of  the  Medical  Sciences, 
Gould,  from  the  University  of  Arkansas,  has  listed  alphabetically  one  hun- 
dred and  fifty  conditions  which  can  present  as  disseminated  lung  disease. 
For  example,  under  the  letter  "El”  there  are  seven  conditions,  namely: 
Hand-Schuller-Christian  disease;  Hemorrhage;  Hemosiderosis;  Histocy- 
tosis;  Histoplasmosis;  Hodgkin’s  disease,  Hyaline  membrane  disease. 

In  past  years,  the  etiological  diagnosis  of  these  somewhat  similar  diseases 
was  not  very  important  as  no  specific  therapeutic  attack  was  available. 
In  recent  years  the  physician’s  armamentarium  has  markedly  increased 
and  specific  diagnosis  has  become  very  important.  The  addition  of  anti- 
fungal agents,  antituberculosis  drugs,  steroids,  cancer  chemotherapy, 
aerosol  therapy,  antibiotics  and  thoracic  surgical  procedures  has  placed 
the  physician  in  a much  better  position  for  treating  pulmonary  disease. 
Also  exact  diagnosis  is  helpful  for  socio-economic  reasons  in  industrial 
cases,  medicolegal  situations  and  in  the  field  of  preventive  medicine. 

Pulmonary  disease  presents  a challenging  diagnostic  problem.  Diseases  to 
be  considered  in  the  differential  diagnosis  can  be  classified  into  inhalation, 
infectious,  systemic,  neoplastic,  cardiovascular,  traumatic,  and  idiopathic. 

The  physician  managing  a patient  with  bilateral  diffuse  pulmonary 
disease  should  have  a definite  organized  pattern  of  diagnostic  evaluation. 
On  the  following  pages  one  suitable  method  of  workup  of  these  problems 
is  presented  by  means  of  illustrations. 

A complete  and  detailed  history  followed  by  a painstaking  physical 
examination  is  all  important.  Certain  laboratory  work  may  be  of  value 
in  the  differential  diagnosis.  Chest  x-ray  is  always  indicated.  Then  the 
physician  may  select  from  a variety  of  studies  which  may  enable  him  to 
clarify  the  etiological  basis  of  the  problem. 

Fluoroscopy  with  barium  in  the  esophagus  is  sometimes  needed.  Skin 
tests  and  sputum  studies  are  often  of  value.  Gastric  washings  may  be 
helpful.  Pulmonary  function  studies  are  rarely  diagnostic  but  are  of 
corroborative  value  on  occasion. 

Bronchoscopy,  including  biopsy  and  bronchial  washings,  is  needed  in 
certain  cases.  Of  course,  if  pleural  fluid  is  present,  thoracentesis  may  be 
important.  Vim-Silverman  needle  biopsy  of  thickened  parietal  pleura 
may  sometimes  result  in  establishment  of  the  pathological  diagnosis. 

If  palpable  lymph  nodes  are  present  in  the  supraclavicular  space,  then 
prescalene  fat  pad  excision  is  certainly  indicated,  and  occasionally  this 
procedure  gives  positive  results  even  when  no  palpable  nodes  are  found. 

The  court  of  last  resort  is  lung  biopsy.  Virtually  always,  lung  biopsy 
will  result  in  a positive  etiological  diagnosis. 

Abridgement  of  paper  presented  at  Annual  Meeting  of  The  Medical  Society  of  Vir- 
ginia at  Virginia  Beach,  Virginia,  October  9-12,  1960. 

Suite  308,  Medical  Tower  Building,  Norfolk,  Virginia 
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LYMPHATIC  DRAINAGE  OF  LUNGS 
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Some  Problems  in  Neonatal  Surgery 


There  are  several  situations  that 
require  emergency  surgery  in  the 
infant.  Some  of  the  factors  re- 
quired for  a successful  outcome 
are  considered  here. 


OOD  RESULTS  in  surgery  in  the  first 
weeks  of  life  demand  an  attention  to 
many  factors,  among  which  are  early  diag- 
nosis, choice  of  operative  procedures, 
anesthesia,  and  detailed  pre-operative  and 
post-operative  care.  Some  of  the  problems 
associated  with  these  factors  are  illustrated 
in  the  following  series  of  personal  cases 
either  operated  upon  or  seen  in  consultation. 

The  Problem  of  Early  Diagnosis 

The  first  problem  is  to  acquaint  the  pedi- 
atrician or  the  general  practitioner  with  the 


EDWIN  IDE  SMITH,  M.D. 
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clearly  the  difference  that  early  diagnosis 
can  make.  Four  of  these  cases  required  no 
intravenous  fluids  at  all,  and  all  of  the  in- 
fants were  out  of  the  hospital  in  four  days, 
with  the  exception  of  a premature  of  less 
than  five  pounds  at  the  time  of  operation. 
Obviously  the  infant  who  is  dehydrated 
must  have  adequate  preparation  with  intra- 
venous fluids  whenever  necessary,  but  if  the 
physician  is  alert  to  the  desirability  of  early 
operation  in  an  infant  with  a typical  history 
and  a palpable  pyloric  "olive”,  the  infant 
should  be  restored  to  normal  health  rapidly 
and  simply.  With  the  early  case  of  hyper- 
trophic pyloric  stenosis  the  pylorus  may  be 
smaller  and  more  difficult  to  palpate.  More 
x-ray  studies  of  the  upper  gastro-intestinal 
tract  may  be  necessary  for  diagnosis  in  this 
group,  than  in  a more  established  group  in 
which  the  pylorus  should  be  palpable  in  a 
high  percentage  of  cases. 

Another  problem  is  to  create  an  awareness 
and  a suspicion  in  nursery  personnel  con- 
cerning infants  with  abdominal  distension 


TABLE  1 


Hypertrophic  Pyloric  Stenosis 


Case 

Age 

(weeks) 

Duration 

of 

Symptoms 

Weight 

(lbs.) 

Weight 

Loss 

IV 

Fluids 

X-Ray 

Hospital 

Days 

JS 

2 

3 days 

7-4 

—3 

Yes  (x  1) 

Yes 

3 

MK 

4 

1 day 

4-1 

—4 

No 

Yes 

16 

RB 

4 

7 days 

9-6 

—7 

No 

Yes 

3 

KS 

4 

5 days 

7-12 

—2 

Yes  (x  1) 

No 

3 

WH 

3 

7 days 

9-12 

—4 

No 

No 

5 

HH 

6 

8 days 

13-0 

—0 

No 

No 

1J4 

early  signs  and  symptoms  of  neonatal  surgi- 
cal problems,  and  to  stress  the  value  of  early 
surgery.  The  last  six  consecutive  pyloric 
stenosis  cases,  as  shown  in  Table  1,  show 

Presented  at  the  Annual  Meeting  of  the  Virginia 
Surgical  Society,  Roanoke,  May  21,  1960. 


or  with  vomiting.  The  value  of  such  suspi- 
cion is  illustrated  by  the  following  case: 
This  thirty-six  hour  old  full  term  male 
was  seen  because  of  abdominal  distension. 
Stools  of  meconium  had  been  passed,  but 
had  been  scanty.  The  infant  had  been  noted 
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to  become  distended  after  feeding.  On  ex- 
amination the  abdomen  was  tense,  and  slight 
edema  of  the  anterior  abdominal  wall  was 
noted.  X-ray  of  the  abdomen  showed  a 
marked  pneumoperitoneum.  At  exploration 
a perforation  of  the  rectum  at  the  peritoneal 
reflection  was  found.  Primary  closure  with- 
out drainage  or  colostomy  was  performed. 
The  peritoneal  reaction  appeared  minimal. 
The  baby  was  discharged  well  on  the  sixth 
post-operative  day. 

The  Problem  of  the  Operative  Procedure 

Basic  surgical  principles  pertain  regard- 
less of  age,  but  just  as  with  the  very  aged 
in  whom  a cholecystostomy  has  value,  less 
common  procedures  must  be  dusted  off  for 
use  in  the  very  young.  One  such  procedure, 
strongly  recommended  by  Gross1,  is  the 
staged  Mikulicz  resection,  which  is  illus- 
trated in  the  following  case: 

This  female  infant,  weighing  5 pounds 
and  14  ounces,  was  seen  at  twelve  hours  of 
age  because  of  abdominal  distension.  The 
mother  had  delivered  four  weeks  early  by 
date,  and  had  been  noted  to  have  hydram- 
nios,  which  Lloyd  and  Clatworthy'  have 
stressed  as  a suspicious  sign  of  congenital 
obstruction.  The  abdominal  wall  was  tense 
and  edematous.  On  palpation  a mass  ap- 
peared to  occupy  the  right  side  of  the  ab- 
domen. X-ray  of  the  abdomen  showed  evi- 
dence of  obstruction  in  the  small  bowel  and 
a mass  occupying  the  right  half  of  the  ab- 
domen. 

At  exploration  the  infant  was  found  to 
have  a pre-natal  volvulus  with  gangrene  of 
the  distal  half  of  the  ileum,  the  cecum,  and 
a portion  of  the  ascending  colon.  Perfora- 
tion had  occurred  several  days  or  more  pre- 
viously producing  a peritonitis.  The  mass 
was  composed  of  necrotic  bowel  which  was 
almost  soupy  in  consistency.  The  ascending 
colon,  which  lay  against  the  mass,  was  fri- 
able and  edematous.  A Mikulicz  ileo-colos- 
tomy  was  performed.  The  infant  rallied 
well,  and  began  to  pass  meconium  by  the 
ileostomy  on  the  second  post-operative  day. 


After  a delay  of  several  days  the  distal  seg- 
ment was  irrigated.  On  the  seventh  post- 
operative day  an  anastomosis  was  performed. 
Because  of  probable  edema  at  the  suture  line, 
the  infant  did  not  stool  for  five  days.  The 
infant’s  weight  fell  to  four  pounds.  After 
this  delay  stools  were  passed,  and  the  infant 
began  to  take  feedings  well.  The  baby  is 
now  six  months  old  and  weighs  seventeen 
pounds. 

The  Problem  of  Anesthesia 

The  duration  and  depth  of  anesthesia  is 
very  important  in  the  newborn.  The  opera- 
tion should  be  completed  as  rapidly  as  pos- 
sible, and  optimal  relaxation  should  not  be 
expected  at  all  times.  The  insertion  of  a 
gastric  tube  of  adequate  size  pre-operative- 
ly  is  very  important  in  preventing  aspiration 
and  its  attendant  complications. 

Intra-tracheal  anesthesia  is  not  necessary 
in  every  case  simply  because  of  the  size  of 
the  infant.  Pyloromyotomies,  herniorrha- 
phies, and  similar  cases  can  be  done  very  well 
without  an  intra-tracheal  tube.  Difficulty 
with  intubation  can  be  more  dangerous  than 
the  operation  by  the  surgeon. 

The  Problem  of  Fluid  Therapy 

Improper  fluid  therapy  is  a great  danger 
to  the  newborn  because  of  renal  immaturity 
and  the  small  fluid  volumes  present.  Over- 
hydration can  be  an  important  contributory 
factor  to  death.  The  problem  of  what  to 
give  should  be  solved  in  the  light  of  both 
the  pediatric  and  the  surgical  factors  influ- 
encing fluid  balance.  Too  often  the  pedia- 
trician may  be  as  unaware  of  the  losses  into 
the  distended  bowel  as  is  the  surgeon  of  the 
normal  demands  and  requirements  of  a six 
pound  newborn.  The  void  must  be  filled 
from  one  side  or  the  other,  because  the 
proper  management  of  a surgical  newborn 
requires  knowledge  of  the  total  scope  of  the 
problem  just  as  the  treatment  of  a massive 
gastrointestinal  hemorrhage  in  an  aged 
cardiac.  Fluids  should  be  ordered  every  six 
to  eight  hours  with  frequent  evaluation  of 
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the  infant’s  clinical  signs.  The  weight  is 
also  an  important  measure  of  adequacy. 

The  greater  problem  is  often  not  what, 
but  how.  An  aid  in  starting  intravenous 
fluids  in  infants  is  to  use  a syringe  filled  with 
saline,  and  to  check  to  see  if  the  needle  is 
in  the  vein  by  the  injection  of  saline,  rather 
than  trying  to  aspirate  back  a dozen  or  less 
corpuscles  from  a little  scalp  vessel.  Small 
fragile  vessels  are  often  cut  by  the  needle 
when  pulled  against  the  point  by  the  nega- 
tive pressure.  Cut-downs  should  be  per- 
formed with  complete  surgical  technique, 
and  should  be  used  only  when  necessary. 

The  Problem  of  Infection 

Infection  is  a contributory  or  indirect 
cause  of  death  in  68%  of  infants  dying  from 
an  underlying  abnormality.3  It  has  been 
pointed  out4  that  the  newborn  stands  infec- 
tion less  well  than  the  older  child,  and  that 
in  this  period  signs  and  symptoms  of  sepsis 
are  often  lacking.  Table  2 lists  some  of  the 
neonatal  infections  which  have  been  en- 


but  it  is  important  to  remember  the  neces- 
sity for  limitation  of  dosage  in  the  prema- 
ture to  2 5 mgm/Kg/24  hours  and  in  the 
newborn  to  50  mgm/Kg/24  hours,  given 
every  twelve  to  twenty-four  hours.6 

Strict  adherence  to  isolation  and  sterile 
techniques  in  nurseries  is  also  important  in 
minimizing  staphylococcal  infections.  The 
umbilicus  has  also  been  shown  to  be  a fre- 
quent source  of  infection'  and  should  be 
amputated  prior  to  surgery  if  any  remnant 
remains. 

The  Problem  of  Post-Operative 
Obstruction 

Following  gastrointestinal  surgery  in  the 
newborn  or  young  infant,  one  particularly 
difficult  problem  is  the  infant  who  vomits 
post-operatively,  and  in  whom  the  question 
of  ileus  or  mechanical  obstruction  arises. 
Table  3 shows  a group  of  five  cases  in  which 
this  differential  existed.  Several  observa- 
tions have  been  made  from  this  group  of 
cases. 


TABLE  2 


Post-operative  Infections 


Age 

Operation 

Symptoms 

Cultures 

NB 

None — omphalitis 

2 days 

Staph,  aureus 

NB 

Ladd  procedure 

2 days 

Aerobacter  aerogenes 

NB 

Anoplasty,  perineal 

8 days 

Aerobacter  aerogenes 

E.  Coli 

2 wks 

Mikulicz — 2nd  stage 

4 days 

Aerobacter  aerogenes 

Staph,  aureus 

2 mos.* 

Inguinal  hernia 

12  hours 

Staph,  aureus 

*Premature  infant. 


countered  along  with  the  causative  organ- 
ism. Our  chief  problem  has  arisen  with  the 
staphylococcus  and  the  colon  group. 

The  question  arises  as  to  the  proper  use  of 
antibiotics  in  neonatal  surgery.  In  clean 
cases  it  has  been  pointed  out  that  respiratory 
complications  are  not  diminished  by  the 
prophylactic  administration  of  antibiotics.5 
Where  intestinal  contamination  has  been 
presented,  penicillin  and  streptomycin  have 
been  used  to  counteract  infection.  Chlor- 
amphenicol may  prove  more  satisfactory, 


In  the  prevention  of  ileus  drainage  tubes 
should  not  be  removed  too  early,  as,  for  ex- 
ample, when  only  one  stool  is  passed  by  the 
infant.  Where  an  anastomosis  has  been  done 
or  a prolonged  abdominal  procedure  was 
necessary,  it  is  probably  better  to  wait  at 
least  twenty-four  to  forty-eight  hours,  and 
to  have  clear  gastric  drainage  before  at- 
tempting oral  feedings.  Potts8  has  pointed 
out  that  gastric  tubes  in  infants  should  be 
removed  and  not  clamped  before  feeding  is 
begun.  Infants  feed  poorly  if  the  tube  re- 
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TABLE  3 


Post-operative  Intestinal  Obstruction  or  Ileus 


Operation 

Cause  of 
Obstruction 

Symptoms 

Began 

Operation 

or 

Symptoms 

Cleared 

Combined  anoplasty 

Internal  hernia* 

PO  2 

PO  7 
PO  4 (11) 
PO  3 
PO  4 
PO  2 
PO  5 

Pyloromyotomy 

Ileus 

Ileal  band 

PO  1 

Biliary  exploration 

Adhesive  band 

PO  3 

Inguinal  hernia 

Ileus  (staph.)  . 

PO  1. 

Mikulicz  (2nd  stage) 

Anastomotic  edema 

PO  2 

‘Paraduodenal  hernia. 


mains.  The  passage  of  gas,  as  contrasted 
with  liquid  or  mucoid  stool,  is  quite  en- 
couraging as  a sign  of  normal  intestinal 
function.  While  ileus  does  occur  in  the  neo- 
natal group,  its  presence  without  some  cause, 
such  as  infection,  is  less  common  and  me- 
chanical obstruction  should  always  be 
suspected. 

In  the  presence  of  mechanical  obstruction 
the  reaction  of  the  infant  to  attempts  at 
feeding  was  quite  impressive.  Early  in  the 
course  of  obstruction  two  infants  began  to 
gag  on  feedings  and  to  appear  disinterested 
and  nauseated.  The  absence  of  gas  by  rec- 
tum and  bilious  vomiting  are  also  important 
signs.  On  examination  distention  is  usually 
present,  but  may  vary.  The  bowel  sounds 
have  often  been  deceptive.  Enlarged  and 
edematous  loops  of  bowel  can  be  palpated 
through  the  thin  abdominal  wall,  and  are 
important  as  a sign  of  obstruction. 

The  x-ray  proves  an  invaluable  help. 
Storch0  has  pointed  out  some  of  the  features 
of  mechanical  obstruction  in  infants,  squar- 
ing off,  increased  blackening,  continuity  of 
the  bowel,  hairpin  turns,  and  progressive 
distension. 

In  the  treatment  of  ileus,  Gross1  states 
that  pitressin  and  prostigmine  should  not  be 
used,  and  it  appears  that  the  bowel  cannot 
be  rushed.  A rectal  tube  is  of  very  little 
value  in  infants.  Irrigation  of  the  colon 
with  a catheter  and  saline,  particularly 
where  the  colon  is  small  from  congenital  ob- 
struction, can  be  very  helpful. 


As  Wilson10  has  pointed  out,  many  early 
post-operative  obstructions  may  respond  to 
conservative  therapy,  but  exploration  should 
not  be  delayed  beyond  a period  of  fair  trial. 
It  would  seem  that  with  the  limited  reserve 
of  the  small  infant,  treatment  of  mechanical 
obstruction  should  not  exceed  twelve  to 
twenty-four  hours  conservative  manage- 
ment except  for  obstruction  due  to  edema 
at  an  anastomosis. 

Summary 

Some  of  the  problems  arising  in  the  care 
of  neonatal  surgical  cases  have  been  pre- 
sented, and  some  observations  made  in  the 
light  of  a limited  series  of  cases.  The  im- 
portance of  attention  to  the  many  details 
involved  in  surgery  in  this  age  group  has 
been  stressed. 
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Ultrasonic  Waves  in  Ear  Ailment 


Treatment  of  the  chronic  ear  ailment 
known  as  Meniere’s  disease  with  ultrasonic 
waves  has  produced  satisfactory  results.  Ul- 
trasound probably  will  replace  currently 
used  surgical  methods  in  many  persons  be- 
cause, unlike  these  procedures,  ultrasound 
does  not  cause  any  hearing  loss,  Dr.  Franz 
Altmann,  New  York  City,  said  in  the  April 
22nd  Journal  of  the  American  Medical  As- 
sociation. 

The  disease,  usually  caused  by  a malfunc- 
tion of  the  inner  ear,  is  characterized  by 
fluctuating  hearing  ability,  noises  in  the  ear, 
and  vertigo,  the  sensation  that  the  world 
outside  oneself  is  spinning  around. 

Results  obtained  in  60  patients  treated 
with  ultrasonic  waves  were  "quite  satisfac- 
tory”. Attacks  of  vertigo  were  eventually 
completely  eliminated  in  about  80  per  cent 
of  the  cases.  However,  in  some  instances, 
the  treatment  had  to  be  repeated  because  of 
a recurrence. 

In  the  majority  of  persons  this  disease  can 


be  controlled  with  drugs.  Until  recently, 
when  drugs  failed,  the  primary  method  of 
eliminating  vertigo  had  been  destruction  of 
the  inner  ear  by  surgical  techniques,  with 
resultant  loss  of  hearing.  By  use  of  ultra- 
sonic waves,  destruction  of  the  inner  ear 
can  be  achieved  while  the  hearing  remains 
unchanged  and  continues  to  fluctuate  or 
might  even  get  slightly  better.  The  noise 
in  the  ear  often  becomes  less  intense,  but, 
as  in  surgical  destruction  of  the  inner  ear, 
it  disappears  in  only  a few  cases. 

Ultrasonic  waves  are  sound  waves  of  such 
high  frequency  they  are  inaudible  to  the 
human  ear.  In  the  treatment  of  Meniere’s 
disease  a special  applicator  is  placed  on  the 
long  lateral  semicircular  canal,  which  is  ex- 
posed through  an  operation  in  the  mastoid 
area  behind  the  ear.  This  is  done  to  prevent 
absorption  of  the  sound  waves  by  air  on 
intervening  matter. 

Dr.  Altmann  is  associated  with  the  de- 
partment of  otolaryngology,  Columbia  Uni- 
versity, College  of  Physicians  and  Surgeons. 
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Intimal  Hemorrhage,  a Form  of  Spontaneous 
Hemorrhage 

Its  Relation  to  Atherosclerosis  and  Coronary  Occlusion 


The  theory  is  advanced  that  inti- 
mat  hemorrhage  as  well  as  spon- 
taneous hemorrhage  elsewhere  is 
hormonal  in  origin.  Atherosclero- 
sis and  vascular  accidents  in  cere- 
bral, coronary , and  other  arteries 
are  thought  to  be  a result  of  these 
intimal  hemorrhages.  Estrogen 
therapy  should  prevent  this  vas- 
cular damage. 

THE  CURRENT  ATTITUDE  toward 
intimal  hemorrhage  presents  a curious 
paradox.  Here  is  a lesion  that  has  been  rec- 
ognized for  a hundred  years  and  one  that 
is  not  only  familiar  to  pathologists  but 
would  be  reported  more  often  if  its  import 
were  acknowledged.  These  hemorrhages  are 
frequently  encountered  by  vascular  surgeons 
during  resections  of  obstructed  arterial  seg- 
ments. They  are  just  as  subtle  and  malign 
as  cancer  and  probably  have  a higher  mor- 
bidity and  mortality  since  they  are  almost 
a constant  concomitant  and  the  chief  de- 
structive agent  in  non-infectious  cardiovas- 
cular disease.  Yet  this  common  and  ubiqui- 
tous lesion  is  ignored  by  clinicians  and  sel- 
dom mentioned  in  texts,  discussions  or  sym- 
posia. 

Little  attention  has  been  given  to  intimal 
hemorrhage  probably  because  it  was  thought 
to  be  incidental  to  the  presence  of  athe- 
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romatous  plaques  or  secondary  to  a medial 
necrotic  process.  The  purpose  of  this  dis- 
cussion is  to  advance  the  theory  that  this 
lesion  is  a form  of  Spontaneous  Hemorrhage 
occurring  in  the  walls  of  arteries  and  there- 
fore the  primary  process  itself.  Atheroscle- 
rosis, arterial  occlusion,  medial  necrosis  and 
the  creation  and  rupture  of  aneurysms  such 
as  the  berry  and  other  peripheral  aneurysms 
as  well  as  the  dissecting  variety  will  be  con- 
sidered to  be  the  result  of  a hormonal  im- 
balance which  instigates  disintegration  of 
the  ground  substance  and  intimal  hemor- 
rhage as  the  initial  steps  in  the  development 
of  these  lesions. 

Historical  Note 

Rokitansky  first  described  intimal  bleed- 
ing in  1846.  Since  then  its  study  has  been 
characterized  by  efforts  to  emphasize  its  im- 
portance as  well  as  to  minimize  its  effects. 
An  editorial  from  the  British  Medical  Jour- 
nal1 summarizes  this  history: 

Intimal  haemorrhage  has  long  been  recognized  as 
an  occasional  feature  of  atherosclerosis,  but  credit 
for  the  recognition  of  its  importance  goes  to  J.  C. 
Paterson.  In  1936  he  recorded  its  occurrence  in 
nine  consecutive  cases  of  coronary  thrombosis  and 
suggested  that  it  was  the  factor  responsible  for 
the  thrombosis.  In  this  and  a subsequent  com- 
munication he  showed  that  the  haemorrhages  arose 
from  rupture  of  capillaries  which  were  present 
in  atherosclerotic  plaques,  and  he  stressed  the  point 
that  some  of  these  capillaries  were  in  direct  com- 
munication with  the  lumina  of  the  affected  ar- 
teries and  might  therefore  be  exposed  to  an  es- 
pecially high  blood  pressure. 

The  presence  of  vascular  channels  in  atheroscle- 
rotic plaques,  especially  of  the  aorta,  has  been 
known  since  the  middle  of  the  last  century,  but  the 
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first  detailed  account  was  supplied  by  M.  C.  Win- 
ternitz,  R.  M.  Thomas,  and  P.  M.  LeCompte  in 
their  monograph  published  in  1938.  They  demon- 
strated that  the  atherosclerotic  intima  was  per- 
meated by  vascular  channels  both  from  the  lu- 
men of  the  artery  and  from  the  vasa  vasorum, 
and  they  regarded  this  as  a factor  in  the  develop- 
ment of  atherosclerosis.  They  showed  that  haemor- 
rhage frequently  occurred  from  these  vessels,  and 
they  made  the  important  suggestion  that  much  of 
the  fatty  debris  in  the  atheromatous  foci  was  the 
product  of  degeneration  of  the  extravasated  blood. 
This  was  a bold  departure  from  the  current  belief. 
Other  workers  have  since  studied  intimal  haemor- 
rhage but  have  differed  on  its  importance.  W.  B. 


some  of  the  intimal  thickenings  which  had  hither- 
to been  interpreted  as  overgrowths  of  connective 
tissues  were  in  reality  organized  mural  thrombi. 
He  also  noted  that  in  the  process  of  organization 
such  thrombi  were  sometimes  invaded  by  capil- 
laries both  from  the  lumen  of  the  artery  and  from 
the  vasa  vasorum,  and  that  these  vessels,  remain- 
ing long  after  the  organization  was  completed, 
accounted  for  much  of  the  vascularization  of  the 
intima.  His  observations  were  confirmed  by  E. 
Geiringer  and  N.  G.  B.  McLetchie,  both  of  whom 
emphasized  that  capillaries  connecting  with  the 
lumen  were  characteristic  of  mural  thrombi.  Sim- 
ilar evidence  has  lately  been  produced  by  J.  H. 
Dible.  A.  D.  Morgan  has  confirmed  these  findings, 


Fig.  1.  Hemorrhage  into  the  wall  of  a coronary  artery.  The  lumen  is  not  affected. 
(Courtesy  J.  C.  Paterson). 


Wartman,  H.  Horn  and  L.  E.  Finkelstein,  and 
M.  G.  Nelson  considered  that  it  was  a significantly 
frequent  feature  of  fatal  coronary  disease,  Wart- 
man believing  it  to  be  the  main  factor  in  coronary 
occlusion,  since  by  increasing  the  thickness  of  the 
intima  it  constricted  the  lumen  of  the  artery.  Paul 
Wood,  on  the  other  hand,  was  inclined  to  doubt  its 
frequency,  while  J.  P.  English  and  F.  A.  Willius, 
and  more  recently  R.  A.  B.  Drury,  admitted  its 
frequency  but  regarded  it  as  of  secondary  impor- 
tance. Nevertheless,  there  has  in  recent  years  been 
a growing  appreciation  of  its  significance  not  only 
in  coronary  disease  but  in  atherosclerosis  in  gen- 
eral. 

In  1946  and  1948  J.  B.  Duguid  showed  that 


together  with  the  findings  of  Paterson  on  intimal 
haemorrhage.  He  showed  that  many  of  the  capil- 
laries in  the  atheromatous  plaques  passed  into  the 
softened  areas,  and,  being  poorly  supported,  were 
prone  to  rupture;  like  Winternitz  and  his  col- 
leagues, Morgan  believed  that  when  this  occurred 
the  extravasated  blood  was  converted  into  athe- 
romatous debris. 

Somewhat  later  Duguid  and  W.  B.  Robertson,  re- 
viving the  mechanical  theories  of  the  older  writers, 
suggested  that  intimal  haemorrhages  were  the  re- 
sult of  the  functional  movements  of  arteries.  In 
atherosclerosis,  according  to  them,  the  stiffened 
intima,  being  unable  to  participate  with  the  rest 
of  the  tissues  in  the  pulse  movements  of  expansion 


350 


Virginia  Medical  Monthly 


and  recoil,  becomes  loosened  and  partially  torn 
away  from  the  media.  Intimal  vessels  are  liable  to 
be  torn,  and  these  workers  considered  that  haem- 
orrhage as  a result  of  this  was  common.  Like 
Morgan  they  also  believed  that  the  repeated  ex- 
travasation of  blood  accounted  for  much  of  the 
atheromatous  change. 

In  the  last  few  years  Paterson  and  his  co-work- 
ers have  with  improved  techniques  reverted  to 
the  problem  of  intimal  haemorrhages.  They  were 
able  to  show  that  unsuspected  intimal  haemor- 
rhage could  be  brought  to  light  by  the  Prussian- 
blue  reaction  applied  to  gross  segments  of  unfixed 


blood  pressure  in  capillaries  connecting  with  the 
lumen  of  the  artery  to  explain  it.  They  mention 
other  factors,  it  is  true,  such  as  defective  support 
of  tissues  and  capillary  fragility,  but  no  reference 
is  made  to  the  increased  pulse  movements  which, 
as  Duguid  and  Robertson  suggested,  must  come 
into  play  in  hypertension.  The  high  pulse  pressure 
in  this  condition  must  increase  the  range  of  the 
pulse  movements,  and  all  the  strains  and  tearing 
forces  to  which  the  artery  walls  are  subjected 
must  be  accentuated.  It  is  not  surprising,  there- 
fore, that,  when  there  are  delicate  capillaries  in 
the  intima,  haemorrhages  should  result. 


Fig.  2.  The  hemorrhage  a few  mm.  further  down  the  same  artery.  Note  that  it  is  encroaching 
upon  the  lumen  which  has  been  crowded  into  small  folds  that  could  be  the  focus  for  a throm- 
bus. The  hemorrhage  is  actually  a small  dissecting  aneurysm.  The  reaction  of  the  arterial 
wall  determines  if  it  will  be  replaced  by  atheromatous  material,  initiate  a thrombus  or 
weaken  the  wall  until  it  dilates  into  the  true  aneurysms  found  most  frequently  in  the  cerebral 
vessels.  Sometimes  more  than  one  of  these  processes,  along  with  collagen  degeneration,  will 
be  in  operation.  The  final  characteristics  of  the  lesion  will  be  determined  by  the  proportionate 
effects  of  each  one.  (Courtesy  J.  C.  Paterson) 


arteries.  By  this  method  haemosiderin  was  seen 
to  be  plentiful,  even  in  early  atherosclerotic  le- 
sions. Using  the  alkaline  phosphatase  technique 
for  the  staining  of  endothelium,  they  demon- 
strated that  capillaries  were  present  in  hitherto 
unsuspected  numbers  in  early  lesions,  and  they 
implied  that  vascularization  was  a fundamental 
factor  in  the  disease  process. 

Now  these  workers,  using  a special  clearing  tech- 
nique described  by  Moffatt,  have  shown  that  the 
incidence  of  intimal  haemorrhages  in  the  aorta  is 
greater  in  hypertensive  patients  than  in  others; 
and  again  they  have  invoked  the  factor  of  high 


Paterson  and  his  colleagues  also  believe  that  the 
haemorrhages  contribute  to  the  accumulation  of 
lipids,  so  that  they  regard  haemorrhage  not  only 
as  the  factor  promoting  terminal  coronary  throm- 
bosis but  also  as  an  accelerating  factor  in  athero- 
sclerosis itself.  They  remark  that  "if  the  extrav- 
asated  blood  contains  a high  concentration  of 
lipid,  more  lipid  should  be  deposited  than  when 
the  serum  lipid  levels  are  low,”  which  goes  a 
long  way  in  supporting  Aschoff’s  contention  that 
"the  lipoid  concentration  of  the  food  does  not 
cause  atheroma,  but  essentially  influences  the 
character  of  the  atheromatous  patches  by  deter- 
mining the  presence  or  absence  of  fatty  change. 
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The  Vascularization  Process 

Paterson’s"  epochal  discovery  of  the  vas- 
cularization process  in  1936  dispelled  the 
notion  that  intramural  hemorrhage  was  a 
haphazard  affair  and  probably  only  bleeding 
incidental  to  the  presence  of  atheromatous 
plaques;  and  it  opened  up  new  and  far- 
reaching  horizons  into  the  nature  of  cardio- 
vascular disease  which  are  not  as  yet  fully 
appreciated.  He  demonstrated  that  intimal 
hemorrhage  came  from  a source  that  re- 
quired considerable  time  for  its  preparation. 


secondary  to  intramural  bleeding.  They 
showed  that  hemosiderin,  one  of  the  remains 
of  a hematoma,  can  be  found  in  the  earliest 
of  atheromatous  plaques  and  even  may  pre- 
cede them,  and  that  their  foundation  can  be 
established  in  infancy.  Furthermore,  Mor- 
gan furnished  evidence  that  atherosclerosis 
is  not  a steadily  progressive  disease,  but  in- 
stead advances  by  episodes  of  intramural 
bleeding  with  duplication  and  fragmenta- 
tion of  the  elastica,  piling  layer  upon  layer. 
During  the  intervals  between  these  episodes 


Fig.  3.  Vascularization,  hemorrhage  and  recanalization  of  a coronary  artery.  Vascularization 
processes  are  at  6 and  11  o’clock  and  hemorrhage  into  the  intima  is  between  7 and  8 o’clock. 
Recanalization  of  the  lumen  surrounded  by  an  organized  thrombus  occupies  the  center  and  is 
lined  with  elastica.  Atheromatous  “mush”  and  calcification  is  between  11  and  3 o’clock. 
( A.F.I.P.  #690-119). 


This  source  is  a focal  proliferation  of  capil- 
laries of  which  one  or  more  will  rupture  and 
thus  create  a hematoma  in  the  vessel  wall. 
Regardless  of  its  size,  and  it  can  be  of  any 
dimension,  this  hematoma  is  an  irritant  and 
constitutes  a definite  injury.  The  reactions 
to  this  trauma  are  the  basis  for  the  wide 
variety  of  phenomena  which  occurs  in  car- 
diovascular disease. 

Paterson  and  other  investigators3"’  also 
demonstrated  that  atherosclerosis  may  not 
be  the  primary  disease  and  instead  may  be 


the  reaction  of  the  arterial  wall  takes  place. 
The  development  of  the  disease  depends 
upon  the  nature  of  this  reaction.  One  rea- 
son for  the  conclusion  that  intimal  hemor- 
rhage may  be  a form  of  spontaneous  hem- 
orrhage is  the  episodic  character  of  intimal 
bleeding  which  Morgan  clearly  demon- 
strated. 

Bleeding  from  the  capillaries  in  arterial 
walls  leads  not  only  to  their  obstruction, 
destruction  and  the  formation  of  aneurysms 
but  also  may  have  another  major  effect  ac- 
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cording  to  Paterson.  This  effect  is  spasm 
of  the  arterial  muscular  structure  with  suf- 
ficient force  to  temporarily  obstruct  the 
lumen.  Widespread  nerve  reflexes  can  be 
abruptly  stimulated  with  the  initiation  of 
vasomotor  collapse  and  sudden  death.  Dur- 
lacherV  findings  in  this  respect  are  impres- 
sive. He  has  used  a special  clearing  technic 
on  the  coronary  arteries  of  individuals  who 
died  suddenly  and  found  that  fresh  intra- 
mural hemorrhages  are  almost  invariably 


teries  to  and  in  the  cerebral  circulation  and 
the  neck  will  create  patterns  which  are  ex- 
tremely variable,  bizarre  and  complex  in 
their  manifestations.  Some  of  these  can  be 
so  transient  they  have  been  called  "small 
strokes”. 

Wartman1"  emphasized  the  importance 
and  clinical  results  of  intimal  bleeding,  de- 
scribed the  capillaries  of  the  vascularization 
process  and  then  advanced  9 reasons  why 
they  might  rupture.  Apparently  he  was  not 


Fig.  4.  Hemorrhage  into  a plaque  in  the  circle  of  Willis.  This  55  year  old  man  underwent 
cholecystectomy  but,  although  the  convalescence  was  uneventful,  died  suddenly  on  the  6th 
day  after  operation,  the  usual  interval  before  vascular  complications  of  operations,  i.e. 
pulmonary  embolism,  delayed  hemorrhage,  etc.,  take  place.  Embolism  or  cerebral  hemorrhage 
was  suspected  but  at  autopsy  the  only  positive  finding  was  moderate  sclerosis  of  the  circle 
of  Willis.  The  vascular  spasm  caused  by  the  hemorrhage  is  believed  to  be  the  cause  of 
death.  If  these  sections  had  not  been  made,  the  death  would  have  been  unexplained. 


present  in  cases  with  coronary  atheroscle- 
rosis while  they  are  absent  in  individuals 
who  die  from  extracardiac  causes. 

It  is  obvious  that  a disease  involving  the 
whole  arterial  system  can  affect  the  circu- 
lation in  so  many  ways  that  the  ensuing 
syndromes  cannot  have  constant  patterns. 
These  syndromes  may  be  comparatively 
simple  as,  for  example,  the  occlusion  of  a 
major  vessel  to  an  extremity.  It  is  equally 
obvious  that  occlusion  or  partial  occlusion 
of  the  numerous  small  branches  of  the  ar- 


completely  satisfied  with  these  explanations. 
He  says: 

The  possible  relationship  of  the  haemorrhage  to 
the  formation  of  atheromatous  plaques  deserves 
more  than  passing  mention.  It  has  been  suggested 
that  the  atheromatous  material  in  the  plaques  con- 
sists largely  of  old  blood  and  the  products  which 
result  from  its  breakdown,  and  that  eventually 
these  substances  are  phagocytosed  so  that  there  is 
an  accumulation  of  macrophages  in  the  area. 
While  it  is  difficult  to  prove  this  theory,  never- 
theless lesions  are  seen  which  strongly  suggest  a 
transition  from  well-preserved  erythrocytes  to 
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atheromatous  material.  This  aspect  of  the  problem 
needs  further  study,  for  it  is  of  importance  to 
know  whether  bleeding  occurs  first  and  the  athero- 
matous plaque  results  from  decomposition  of  the 
blood,  or  whether  the  atheromatous  plaque  pre- 
cedes the  bleeding. 

The  finding  of  pigment  and  other  evidences  of 
age  in  some  of  the  haematomata  has  been  men- 
tioned before.  Not  uncommonly  the  same  section 
of  the  artery  will  contain  both  new  and  old  haem- 
orrhages. This  observation  probably  has  clinical 
significance.  Such  findings  can  only  mean  that 
the  patient  must  have  suffered  repeated  bouts  of 
intimal  bleeding  during  life.  It  is  likely  that  some 
of  these  may  have  occurred  without  giving  rise 


media  of  the  diseased  artery.  Invariably  the  intima 
is  richly  supplied  with  capillaries  in  the  imme- 
diate neighbourhood  of  the  haemorrhage  and  it 
can  be  shown  that  the  bleeding  results  from  rup- 
ture of  these  vessels.  Abnormal  vascularization 
occurs  not  only  in  arteriosclerosis  but  in  syphilis 
and  other  diseases  as  well.  The  evidence  indicates 
that  the  arterial  wall  reacts  to  injury  in  the  same 
fashion  as  the  other  tissues  of  the  body.  Vasculari- 
zation is  a recognized  occurrence  in  the  organiza- 
tion of  most  inflamed  tissues  regardless  of  the 
initial  stimulus,  and  it  is  not  really  remarkable 
that  we  should  find  the  same  events  occurring 
in  a diseased  artery. 

Not  only  is  the  diseased  intima  vascularized,  but 


Fig.  5.  Hemorrhage  and  thrombosis  at  the  same  level  in  a coronary  artery.  The  ensuing  infarct 
caused  a rupture  of  the  right  ventricle  and  instant  death. 


to  clinical  manifestations,  but  it  is  also  possible 
that  they  may  have  caused  transient  symptoms  of 
sufficient  severity  to  make  the  patient  aware  of 
them.  Thus  it  seems  possible  that  repeated  haemor- 
rhage may  afford  an  anatomical  basis  for  some  of 
the  temporary  attacks  of  cardiac,  cerebral,  renal, 
and  peripheral  vascular  ischaemia,  such  as  angina 
pectoris,  hemiparesis,  periodic  hypertension,  and 
intermittent  claudication,  which  are  frequently  at- 
tributed to  angiospasm.  Undoubtedly  other  fac- 
tors may  cause  these  same  manifestations,  but 
intimal  haemorrhage  seems  to  be  a possibility  which 
has  not  heretofore  been  given  sufficient  recogni- 
tion. 

It  now  seems  well  established  that  the  bleeding 
is  due  to  rupture  of  capillaries  in  the  intima  or 


the  capillaries  themselves  are  abnormal.  In  the  first 
place  they  have  extremely  thin  walls  which  con- 
sist in  many  instances  of  a single  layer  of  elon- 
gated and  stretched  cells  utterly  without  support- 
ing reticular  adventitia.  Commonly  they  are  found 
in  areas  of  atheromatous  softening  in  which  there 
is  little  or  no  supporting  fibrous  connective  tis- 
sue. In  the  second  place  the  capillaries  are  often 
ectasic,  forming  large  engorged  varices.  In  the 
third  place  the  capillaries  seem  unusually  liable 
to  rupture.  We  have  already  seen  that  such  rup- 
ture may  cause  massive  haemorrhage  in  the  arterial 
wall.  In  other  instances  the  bleeding  is  on  a 
smaller  scale  and  the  capillary  may  weep  small 
amounts  of  blood  from  time  to  time,  and  lastly 
thrombosis  may  take  place  in  the  capillaries.  Most 
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times  this  is  probably  of  little  significance  but, 
rarely,  retrograde  thrombosis  occurs  with  exten- 
sion into  the  lumen  of  the  affected  artery  and 
formation  of  a nidus  for  the  development  of  a 
thrombus  in  the  main  vessel. 

The  question  may  be  asked  why  these  capillaries 
rupture.  This  property  of  the  capillaries  in  ar- 
teriosclerosis is  unusual  for  ordinary  capillaries, 
even  in  inflamed  tissues,  do  not  rupture.  At  pres- 
ent it  is  impossible  to  give  the  final  answer  to  this 
question. 

The  occurrence  of  hemorrhage  and  the 
prevalence  of  atheromatous  plaques  in  cer- 
tain specified  areas,  such  as  the  basilar  and 


one.  The  flexing  of  arteries  and  changes  in 
turbulence  are  much  greater  there  than  any- 
where else,  even  in  the  neck  and  certainly 
in  the  brain,  yet  atheromatous  deposition 
and  arterial  damage  are  no  more  frequent 
around  joints  than  in  vessels  which  are  sub- 
jected to  little  or  no  movement. 

Intimal  Hemorrhage  and  Atlierosclorosis 

The  popular  belief  today  is  that  athero- 
sclerosis and  its  sequelae,  including  intimal 
hemorrhage,  are  the  result  of  abnormalities 
in  the  lipid  metabolism.  But  that  is  not  the 


Fig.  6.  Sections  taken  several  inches  apart  from  a femoral  artery  showing  hemorrhages  of 
different  ages  in  the  wall.  Deep  seated  capillaries  are  at  the  edges  of  the  hematomas.  (Cour- 
tesy J.  C.  Paterson). 


coronary  arteries,  and  at  bifurcations  and 
the  orifices  of  branching  vessels,  have  been 
connected  with  physical  forces,  principally 
the  mechanics  involved  in  the  movement  of 
vessels  which  can  rupture  these  delicate 
capillaries  and  the  dynamics  of  curvilinear 
flow.  Undoubtedly  these  forces,  of  which 
one  of  the  most  clearly  visible  is  the  pulsa- 
tion of  the  cerebral  arteries  as  these  are 
straightened  under  the  impact  of  each  sys- 
tole, must  play  a part;  but  the  fact  that 
they  are  not  increased  in  vessels  adjacent 
to  joints  indicates  their  role  must  be  a minor 


view  held  by  many  investigators  who  have 
made  important  contributions  on  this  sub- 
ject, for  they  point  out  that  while  athero- 
sclerosis with  diminution  in  the  caliber  of 
the  arterial  lumen  is  compatible  with  long 
life  and  has  not  been  increasing,  deaths  from 
coronary  occlusion  have  been  multiplying 
by  leaps  and  bounds. 

Thus  Morgan,11  in  his  brilliant  and  con- 
vincing study  of  the  pathogenesis  of  cor- 
onary occlusion,  says  among  his  conclusions: 

Many  a seeker  after  the  cause  of  atherosclerosis 
has  touched  some  facet  of  the  truth  and  mistaken 
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it  for  the  whole.  It  has  been  variously  claimed  at 
one  time  or  another  that  atherosclerosis  is  due  ex- 
clusively to  cholesterol,  to  haemorrhage,  to  throm- 
bosis, to  chylomicrons,  to  physiological  ageing,  to 
mucoid  degeneration  and  to  a whole  series  of 
anomalies  of  lipid  metabolism.  Some,  observing 
one  attribute,  have  proffered  a new  definition  of 
atherosclerosis  in  terms  of  that  attribute. 

The  truth  is  that  atherosclerosis  is  each  and  all  of 
these  things  and  many  more,  some  of  them  no 
doubt  still  to  be  discovered.  It  is  that  tendency  to 
thinking  of  "fatty  infiltration”,  "atheroma”  and 
"arteriosclerosis”  as  aetiological  entities  rather  than 
makeshift  descriptive  terms,  that  leads  to  error 


tissues  are  subjected  to;  year  in,  year  out,  aided 
or  hindered  by  the  force  of  gravity,  it  must  con- 
vey by  devious  routes  a fluid  with  great  clotting 
propensities  and  a high  particulate  quota,  without 
extravasation  into  its  own  walls  or  the  surround- 
ing tissues.  There  is  every  reason  to  expect  the 
effects  of  over-stretching  or  thrombosis,  with  no 
great  facilities  for  repair,  and  it  woidd  be  remark- 
able, indeed,  if  the  adult  artery  showed  no  evi- 
dence of  wear  and  tear,  quite  apart  from  what 
is  implied  by  the  term  "stress”. 

It  has  been  and  still  is  taken  for  granted  that 
coronary  occlusion,  whether  lipid,  fibrous,  haemor- 
rhagic or  thombotic  in  type,  is  the  end  result  of 


Fig.  7.  A vascularization  process  in  the  wall  of  a coronary  artery.  The  lumen  has  been 

narrowed  by  an  atheroma. 


and  retards  advances.  Indeed,  the  evidence  sug- 
gests that  we  may  be  wrong  in  regarding  athero- 
sclerosis as  a specific  disease  rather  than  a non- 
specific reaction  by  the  artery  wall  to  a variety 
of  noxious  stimuli.  There  is  a limited  number  of 
ways  in  which  an  organ  or  a tissue  may  alter 
morphologically,  and  it  may  be  that  atheroscle- 
rosis is  one  type  of  reaction  to  a variety  of  insults. 
The  fact  that  a similar  reaction  can  be  provoked 
experimentally  by  this  or  that  particular  agency 
in  no  way  contradicts  this  surmise. 

The  wonder  is  that  the  arterial  system  retains  its 
integrity  as  long  as  it  does.  Day  and  night  it  must 
withstand  a hydrostatic  pressure  that  no  other 


slowly  accumulative  atherosclerosis.  The  reason 
for  this  belief  is  clear  enough,  since  the  lipid, 
fibrous  and  haemorrhagic  elements  are  all  part 
of  what  is  called  atherosclerosis,  and  atheroscle- 
rosis is  known  to  predispose  to  thrombosis.  Yet 
there  are  glaring  anomalies.  Coronary  atheroma 
(if  the  London  Hospital  records  are  a reliable 
criterion)  has  not  increased  in  half  a century,  but 
coronary  occlusion  certainly  has.  Moreover,  ves- 
sels of  comparable  dimensions,  such  as  the  basilar 
artery,  show  the  lesser  grades  of  atherosclerosis 
with  great  frequency,  especially  in  elderly  sub- 
jects, yet  gross  stenosis  or  thrombosis  are  rela- 
tively uncommon  in  such  arteries.  Lastly,  one 
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coronary  segment  frequently  reveals  occlusion  of 
a severity  quite  disproportionate  to  the  athero- 
sclerosis in  the  aorta  or  the  rest  of  the  coronary 
tree. 

As  regards  the  feeding  experiments,  it  is  clear  that 
atherosclerosis  in  rabbits  can  be  produced  simply 
by  saturating  the  reticulo-endothelial  system  with 
cholesterol,  although  contributory  factors  may  ac- 
celerate or  accentuate  the  process.  There  is  no 
evidence  that  this  is  the  case  in  man,  and  a great 
deal  of  evidence  to  the  contrary.  Finally,  the  role 
of  hypercholesterolaemia  is  clearly  contributory 
in  the  case  of  diabetes,  xanthomatosis,  etc.;  while 
in  the  aged  the  gradual  increase  in  serum  cho- 
lesterol need  be  no  more  a determining  factor  in 
atherosclerosis  than  the  age  effects  on  the  arterial 


make  an  atheromatous  abscess,  the  thrombogenic 
properties  of  which  are  not  denied. 

In  this  way  many  apparently  conflicting  theories 
can  be  reconciled,  from  Jores,  Klotz  and  Aschoff 
to  Leary,  Paterson  and  Duguid.  Atherosclerosis 
is  then  seen  to  be  result  of  multiple  factors,  and 
the  resultant  plaques  the  product  of  numerous 
and  diverse  processes.  Underlying  all  of  them  is 
the  modification  of  the  vessel  wall  in  response  to 
physiological  strain  and  the  accumulated  effects 
of  age  on  the  tissues. 

The  popular  notion  that  coronary  throm- 
bosis is  due  to  atherosclerosis  is  disputed  by 
Robertson1J  who  agrees  with  Morgan.  Rob- 
ertson says: 


Fig.  8.  Low  power  magnification  of  the  vascularization  process  in  Fig.  7.  The  narrowed  lumen 
of  the  artery  is  at  the  top.  Note  that  the  capillaries  are  distended. 


wall,  merely  tending  to  increase  the  cholesterol 
content  of  the  plaques.  It  is  certainly  beyond 
dispute  that  typical  atherosclerosis  may  exist  in 
individuals  with  a normal  serum  cholesterol.  The 
arguments  applied  to  hypercholesterolaemia  are 
equally  valid  for  other  forms  of  disturbance  of 
lipid  chemistry. 

Vascularization  of  the  plaque  is  an  important 
factor  in  the  vicious  cycle.  It  is  certainly  the 
cause  of  the  smaller  haemorrhages,  and  whether 
or  not  these  play  a part  in  initiating  thrombosis, 
and  I believe  they  do,  they  are  an  undoubted 
source  of  cholesterol,  apart  from  contributing  a 
good  deal  of  the  non-lipid  mush  that  goes  to 


Comparison  of  the  deaths  from  atherosclerotic 
arteries  with  those  from  coronary  thrombosis  re- 
veals there  is  no  relation  between  them;  hence,  the 
two  are  unlikely  to  have  the  same  cause.  In  etio- 
logical studies,  the  two  conditions  seem  to  be 
clearly  distinguished.  Since  advanced  atheroscle- 
rosis is  compatible  with  health  and  long  life,  in- 
vestigation of  the  cause  of  coronary  thrombosis 
is  of  more  immediate  concern. 

Robertson  then  advances  a further  argu- 
ment that  coronary  thrombosis  and  athero- 
sclerosis are  separate  diseases: 

We  appear  then  to  be  confronted  by  two  separate. 
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though  possibly  related  diseases — chronic  athero- 
matous degeneration  and  acute  coronary  throm- 
bosis. The  fact  that  the  latter  is  seldom  seen  in 
the  absence  of  the  former  need  not  imply  a com- 
mon etiology;  and  one  is  bound  to  ask  why,  of  two 
individuals  (or  populations)  with  atherosclerosis 
one  dies  of  coronary  thrombosis  and  the  other 
does  not.  . . . From  the  data  accumulated  in 
Jamaica  and  New  Orleans,  it  would  seem  that 
Negroes  are  as  liable  as  whites  to  develop  severe 
aortic  atherosclerosis  but  preserve  a fortunate 
freedom  from  ischemic  heart  disease. 


the  theory  that  they  may  instead  be  a single 
disease  with  infinite  manifestations  depend- 
ing upon  where  it  strikes.  The  plane  be- 
tween the  intima  and  the  media  can  very 
well  be  one  of  these  locations  and  it  is  just 
as  vulnerable  to  bleeding  as  any  of  the  other 
numerous  sites  from  which  spontaneous 
hemorrhage  occurs.  Regardless  of  which 
comes  first,  the  hemorrhage  or  the  plaque, 
bleeding  is  a factor  to  be  reckoned  with  in 


Fig.  9.  Higher  magnification  of  Fig.  7.  The  peculiarities  of  there  capillaries  as  described  by 
Wartman,  including  ectasia  and  engorgement,  are  clearly  shown  (see  text). 


Perhaps  the  degree  and  frequency  of  intra- 
mural hemorrhage  may  be  the  difference  be- 
tween two  aspects  of  what  may  still  be  one 
disease. 

There  are  many  conditions  which,  with- 
out any  abnormalities  of  the  blood  as  far 
as  these  are  known  now,  have  hemorrhage 
as  a common  factor  or  as  a complication. 
Among  them  are  epistaxis,  cerebral,  intra- 
ocular and  subconjunctival  bleeding,  gastro- 
intestinal bleeding  from  various  sources, 
so-called  idiopathic  genito-urinary  bleeding, 
the  pulmonary  hemorrhages  of  tuberculosis 
and  idiopathic  bronchial  bleeding  and  many 
others  which  are  considered  to  be  and  are 
treated  as  separate  diseases.  I have  advanced 


the  vicious  cycle  which  includes  both. 

Therapy  of  Intimal  Hemorrhage 

On  numerous  occasions  I have  said  that 
spontaneous  bleeding,  wherever  it  occurs,  is 
endocrine  in  origin  and  therefore  the  treat- 
ment should  be  hormonal.  I do  not  consider 
intimal  hemorrhage  to  be  an  exception.  The 
ability  or  the  means  to  evaluate  such  therapy 
is  quite  another  matter  as  there  are  no 
standards  or  measurements  that  are  appli- 
cable and  the  only  resource  is  clinical  ob- 
servation. The  effectiveness  of  this  therapy 
on  spontaneous  bleeding  into  open  spaces, 
such  as  epistaxis  or  gastrointestinal  hemor- 
rhage, is  difficult  enough  to  judge  because 
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so  many  of  these  hemorrhages  stop  by  them- 
selves without  any  treatment.  In  these  hem- 
orrhages also  there  are  no  standards  or 
measurements  that  can  be  applied.  Further- 
more, spontaneous  bleeding  of  any  kind 
cannot  be  reproduced  in  the  lower  verte- 
brates except  by  powerful  toxins,  and  in 
experimental  atherosclerosis  intimal  bleed- 
ing is  almost  nonexistent.  The  mechanism 
of  spontaneous  bleeding  anywhere  is  un- 
known. 

The  principal  objective  of  therapy  is  to 
interrupt  the  vicious  cycle  between  intimal 


either  of  these  measures.  There  are  so  many 
variables  in  the  lipoprotein  metabolism,  not 
the  least  of  which  is  stress,  that  it  would 
seem  more  reasonable  to  attack  the  problem 
of  atherosclerosis  through  prevention  or 
arrest  of  intimal  bleeding  with  diet  as  an 
accessory. 

Role  of  Estrogen 

There  can  hardly  be  much  doubt  now  that 
the  estrogen  metabolism  is  intimately  con- 
nected with  atherosclerosis  and  its  role  may 
indeed  be  the  prevention  or  the  diminution 


Fig.  10.  Coronary  thrombosis  with  hemorrhage  into  the  arterial  wall.  This  patient,  a 45  year 
old  man,  died  lj4  hours  after  the  onset  of  his  illness.  The  thrombus  fragmented  during  the 
staining  process.  The  vascularization  process  and  hemorrhage  are  at  6 o’clock  just  to  the 
right  of  the  darkly  stained  collagen. 


bleeding  and  the  deposition  of  atheromatous 
material.  Presumably  an  attack  on  either 
one  should  be  beneficial.  The  hemorrhages 
are  completely  ignored  now  and  the  attack 
seems  to  be  directed  at  preventing  the  depo- 
sition of  lipoproteins  by  reducing  the  serum 
lipoproteins  either  through  medication  or 
diet.  Both  of  these  methods  have  met  with 
some  success  but  the  inherent  unpalatability 
and  difficulties  of  enforcing  these  diets  and 
the  side  effects  of  the  large  doses  of  estrogen 
or  other  agents  required  preclude  the  use  of 


of  these  hemorrhages.  While  it  does  not 
necessarily  follow  that  the  protective  factor 
in  the  female’s  relative  immunity  to  coro- 
nary disease  during  the  childbearing  years  is 
estrogen,  evidence  is  accumulating  which 
definitely  points  in  that  direction.  Certainly 
mortality  statistics  clearly  show  two  facts: 
the  much  greater  incidence  of  coronary 
deaths  in  males  and  the  increased  incidence 
of  coronary  deaths  in  the  postmenopausal 
female.  James13  and  his  group  showed  that 
only  11  of  146  female  patients  with  coro- 
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nary  attacks  were  still  menstruating  and 
of  these  11,  10  had  a predisposing  disease 
state.  Oliver  and  Boyd14  pointed  out  that 
ovariectomy  predisposed  to  coronary  disease 
through  observations  made  after  36  bilateral 
and  31  unilateral  ovariectomies.  The  oper- 
ations had  been  performed  20  or  more  years 
previously,  when  the  women  were  3 5 years 
of  age  or  less.  Manifestations  of  coronary 
artery  disease  were  noted  in  9 of  the  36 
women  who  had  had  bilateral  ovariectomies 


600  hearts  from  men  of  comparable  ages. 
They  found  that  bilateral  oophorectomy 
performed  during  the  reproductive  era  ad- 
vanced the  calendar  for  these  patients  by 
20  years,  and  that  by  age  5 0 the  degree  of 
coronary  atherosclerosis  was  comparable  to 
that  found  in  the  control  group  only  after 
the  latter  had  passed  the  70th  year.  These 
authors  concluded  that  their  study  tends 
to  support  the  evidence  for  a relationship 
between  estrogens  and  the  lipid  metabolism. 


Fig.  11.  Higher  magnification  of  Fig.  10.  The  vascularization  process  and  hemorrhage  are 
just  to  the  left  of  the  darkly  stained  collagen.  At  5 o’clock  a straight  capillary,  part  of  the 
vascularization  process,  points  to  the  rest  of  this  process  and  the  cone  shaped  hemorrhage 
consisting  of  fresh  unorganized  blood  streaming  out  into  the  intima.  While  intimal  hemor- 
rhage is  common  enough  and  easy  to  find,  sections  such  as  this  one  with  the  actual  bleeding 
point  are  seldom  seen  by  pathologists  because  finding  this  lesion  with  the  hemorrhage  in 
progress  depends  upon  chance.  Investigators  rely  almost  entirely  upon  serial  sections  with 
a variety  of  stains.  Although  tedious,  this  procedure  will  almost  always  reveal  a hemorrhage 
in  at  least  one  segment  of  an  atheromatous  vessel. 


and  in  only  one  of  the  3 1 women  who  had 
unilateral  ovariectomies.  Furthermore,  se- 
rum lipid  levels  were  higher  after  the  more 
extensive  operation. 

Two  interesting  studies  reveal  a definite 
relationship  between  estrogen  and  athero- 
sclerosis. Wuest15  and  his  associates  analyzed 
the  degree  of  coronary  atherosclerosis  in 
hearts  obtained  from  bilaterally  oophorecto- 
mized  women  as  compared  with  the  degree 
of  sclerosis  in  600  hearts  from  women  and 


A somewhat  comparable  study  was  car- 
ried out  by  Rivinlfi  and  his  group,  also  uti- 
lizing autopsy  data.  They  found  that  in  male 
patients  treated  with  large  doses  of  estrogen 
for  carcinoma  of  the  prostrate,  all  who  had 
gynecomastia  also  had  minimal  atheroscle- 
rosis and  they  concluded  that  there  had  been 
an  apparent  diminution  of  coronary  athero- 
sclerosis in  males  treated  with  large  doses  of 
estrogen.  The  female  castrates  had  all  been 
bilaterally  oophorectomized  before  the  age  of 
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50  and  at  least  one  year  before  death.  The 
analysis  of  this  data  showed  that  in  all  age 
groups,  from  30  to  70  years,  the  incidence 
of  severe  coronary  sclerosis  in  castrated  fe- 
males almost  equaled  that  in  the  males.  Their 
findings  support  the  experimental  evidence 
derived  from  animal  studies  which  suggest 
that  the  female  has  less  atherosclerosis  than 
the  male  because  ovarian  secretions  in  some 
way  protect  her  from  this  disease. 

Turning  to  another  specific  effect  of  es- 
trogen on  arteries,  Masters1,  found  in  a con- 
trolled series  of  cases  that  there  is  a particu- 
lar response  in  the  media  of  vessels  leading 


The  medial  layers  are  thickened  with  bundles 
becoming  much  more  prominent,  and  serial  sec- 
tions of  the  uterine  wall  have  shown  recanaliza- 
tion from  luminal  occlusion  in  many  small  vessels. 

While  the  action  of  estrogen  in  Masters’ 
cases  may  have  been  selective  on  the  uterine 
vessels,  it  is  inconceivable  that  the  benefits 
would  accrue  to  only  one  group  without 
including  others.  Indeed  Masters  and  Gro- 
dy1’  found,  also  in  a carefully  controlled 
study,  that  their  patients  were  psychically 
much  improved  although  they  could  not 
demonstrate  changes  in  the  cerebral  vessels. 
My  clinical  experience  confirms  the  con- 


Fig.  12.  Fragmentation  and  proliferation  of  the  elastica  described  by  Morgan  as  “elastosis”. 
This  process  indicates  the  episodic  nature  of  intimal  hemorrhage  that  results  in  piling  layer 
upon  layer.  The  hemorrhage  fragmented  the  original  layer  and  a new  elastica  was  formed 
to  cover  the  cellular  reaction  from  this  injury.  Morgan  maintains  that  coronary  atheroscle- 
rosis is  not  a uniformly  progressive  disease  but  that  it  advances  in  a series  of  episodes  char- 
acterized by  hemorrhage  and  atheroma  formation  and  that  severe  narrowing  is  the  result 
of  recurrent  thrombosis. 


to  the  internal  genitalia  where  marked  cel- 
lular activity  is  demonstrable.  He  said: 

Immediately  apparent  from  casual  inspection  of 
the  medial  layers  of  the  vessels  and  the  perivas- 
cular activity  demonstrated  in  the  stimulated  sec- 
tions is  that  this  phase  of  reactivation  and  re- 
generation of  tissue  is  of  major  importance.  The 
vessel  walls  and  perivascular  tissues  have  responded 
to  the  stimulation  of  steroid  replacement  by  cel- 
lular multiplication.  The  nuclei  in  the  medial 
layers  of  the  vessels  are  apparently  reactivated. 


elusions  from  these  studies.  Not  uncom- 
monly uterine  bleeding  and  return  of  the 
vaginal  moisture  will  follow  prolonged 
estrogen  therapy  indicating  that  there  must 
have  been  a renewal  of  the  circulation  in 
addition  to  the  more  specific  and  local  ac- 
tions. Psychic  changes  for  the  better  also 
have  been  striking  in  a great  many  cases  in 
some  of  the  elderly  patients  and  castrates 
and  strongly  indicate  an  increase  in  the 
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cerebral  circulation.  The  cardiac  reserve 
also  was  enhanced  and  these  patients  tended 
to  complain  less  of  fatigue.  In  fact,  the 
whole  metabolism  of  these  people  in  some 
cases  was  so  markedly  improved  that  one 
cannot  escape  the  conclusion  that  estrogen 
therapy  is  actually  replacement  therapy  and 
may  be  utilized  freely  during  the  latter 
years  of  life  when  the  endocrine  balance 
falters. 

If  the  dictum  of  Masters  that  the  gonads 


Time”  will  not  be  thwarted  but  his  activities  can 
be  postponed. 

One  of  the  factors  susceptible  to  reduction 
is  deprivation  of  estrogen,  a situation  some- 
what parallel  to  vitamin  deprivation. 

The  principle  of  estrogen  therapy  is  to 
replace  the  declining  quantity,  and  perhaps 
quality  also,  of  the  circulating  estrogen.  It 
is  long  term  therapy  which  is  maintained  as 
long  as  it  seems  to  serve  a purpose.  The 
results  are  not  immediate  and  at  least  two 


Fig.  13.  This  section  and  that  of  Fig.  12  are  from  separate  parts  of  the  circle  of  Willis  of  a 
52  year  old  male  who  died  from  thrombosis  of  this  vessel.  No  other  lesion  was  found.  Note 
the  fragmentation  and  duplication  of  the  elastica.  The  outer  fragmented  layer  is  continuous 
around  the  whole  vessel  and  therefore  is  the  original  elastica.  The  inner  layers  surround 
the  narrowed  lumen  only  in  scattered  areas.  In  others  it  is  either  absent  or  extremely  thin, 
indicating  that  it  was  in  the  process  of  encircling  the  lumen  before  thrombosis  supervened. 
The  space  between  the  layers  indicates  that  a distinct  interval  of  undetermined  length  passed 
before  the  formation  of  the  succeeding  layer. 


are  the  Achilles’  heel  of  old  age  is  correct, 
then  the  decline  in  the  quantity  and  also 
the  quality  of  the  circulating  estrogen  does 
have  far-reaching  effects  in  the  declining 
years.  South  wood1’  states: 

We  may  not  accept  all  of  Selye’s  ideas  (of  the 
General  Adaptation  Syndrome)  but  we  can  agree 
with  him  in  this:  "There  seems  to  emerge  a new 
and  somewhat  more  complex  pathology  in  which 
the  main  objects  of  our  study  are  no  longer  indi- 
vidual pathogens  but  rather  pathological  situa- 
tions.” Many  factors  seem  to  be  involved  and 
some  of  them  can  be  removed  or  reduced.  "Father 


to  three  months’  trial  should  be  given  before 
any  appraisal  of  its  effectiveness  can  be 
made.  In  those  patients  who  do  respond, 
improvement  reaches  a plateau  which  some- 
times is  maintained  for  years.  I believe  the 
conjugated  estrogens  are  superior  to  the 
synthetic  variety  and  give  just  enough  to 
avoid  feminizing  effects,  uterine  bleeding, 
headache  or  nausea.  The  usual  maximum 
amount  is  4 mg.  a week  for  either  sex  but 
for  men,  the  tablets  containing  methyltes- 
tosterone  are  used.  Larger  dosages  are  given 


362 


Virginia  Medical  Monthly 


to  women  who  have  flushes  until  these  have 
been  dissipated  and  then  the  dosage  is  re- 
duced. The  therapy  is  continuous  and  is 
not  omitted  one  week  out  of  every  four. 
More  often  I have  found  that  2 tablets  per 
week  of  1.2  5 mg.  each  are  adequate  after 
the  age  of  60. 

Sufficient  evidence  has  now  been  accu- 
mulated to  warrant  the  continued  use  of 
estrogen  to  arrest  spontaneous  bleeding.  The 
theory  of  the  origin  and  the  characteristics 
of  this  bleeding  have  been  described  in  other 
publications.20"-’3  Other  investigators  have 
found  intravenous  estrogen  to  be  extremely 
useful  in  many  fields,  including,  surpris- 
ingly, the  hemorrhages  associated  with  pul- 
monary tuberculosis.  This  therapeutic  tri- 
umph must  completely  alter  our  conception 
of  the  mechanism  of  these  hemorrhages. 
Shubin24  and  his  group  and  Popper,23  work- 
ing in  sanatoriums,  report  52  cases  of  pul- 
monary bleeding  associated  with  tubercu- 
losis and  the  bleeding  of  50  patients  was 
arrested  within  an  hour.  Certainly  then  the 
cause  of  the  hemorrhages  could  not  have 
been  the  invasion  of  vessels  by  the  infectious 
process,  as  is  popularly  supposed.  One  clue 
is  that  intravascular  changes  are  comparable 
with  those  of  bleeding  and  nonbleeding  pep- 
tic ulcers.  In  the  nonbleeding  patient  with 
tuberculosis  or  peptic  ulcer,  the  lumen  of 
the  arteries  is  obstructed,  first  by  a throm- 
bus, and  then  by  endothelial  hypertrophy. 
In  bleeding  patients  with  either  disease,  there 
is  a mechanism  which  inhibits  endothelial 
hypertrophy  since  the  vessels  are  wide  open 
and  even  aneurysmal  dilatations  are  present. 

Comment 

The  purpose  of  estrogen  therapy  is  to 
duplicate  as  far  as  possible  the  mechanism 
for  the  cessation  of  the  natural  and  most 
common  type  of  spontaneous  bleeding — the 
bleeding  phase  of  the  menstrual  cycle.  The 
beginning  and  ending  of  this  bleeding  de- 
pend entirely  upon  endocrine  changes;  and 
this  cycle  has  the  ability  to  start  bleeding 
by  itself  and  to  stop  bleeding  without  the 
aid  of  coagulation.  Admittedly,  our  at- 


tempts at  imitating  the  estrogen  metabo- 
lism are  still  awkward  but  in  due  course 
it  is  to  be  hoped  that  increased  knowledge 
and  improved  compounds  will  surely  bring 
better  results. 

Who  should  be  given  this  therapy?  Ob- 
viously those  patients  who  have  had  either 
"small  strokes”  or  who  have  survived  a 
coronary  attack  are  the  most  likely  candi- 
dates as  they  have  shown  evidence  of  in- 
timal  bleeding.  There  are  those  patients  who 
seem  to  be  aging  rapidly  and  also  those  who 
are  developing  signs  of  so-called  involutional 
melancholia  for  whom  estrogen  is  available 
combined  with  tranquilizers.  Then  there 
are  those  who  display  increasing  irritability 
and  irascibility  and  others  who  complain 
of  fatigue.  Any  suggestion  of  beginning 
senility  is  an  indication.  I have  found  it  to 
be  of  especial  value  in  diabetes  and  hyper- 
tension in  which  retinal  bleeding  and  inti- 
mal  hemorrhages  into  the  aorta  are  common. 
Concrete  indications  are  few  and  far  be- 
tween but  one  is  any  operation  that  removes 
one  or  both  ovaries. 

Another  indication  may  be  the  preven- 
tion of  the  late  occlusion  of  arterial  grafts. 
Edwards26  concluded  that  the  major  causes 
of  the  failure  of  these  grafts  are:  (1)  fi- 

brous tissue  growth  around  individual  fibers 
of  the  prosthesis  ends  in  the  loss  of  longi- 
tudinal elasticity  and  flexibility  particularly 
around  the  hip  and  knee  joints;  and  (2) 
the  progression  of  atheromatous  disease.  He 
states  there  is  no  method  at  present  for  the 
prevention  of  this  latter  complication. 

The  retention  of  elasticity  and  flexibility 
in  these  grafts  must  await  the  invention  of 
more  suitable  prostheses  or  the  development 
of  a technic  that  would  render  the  removal 
of  obstructions  in  the  lumen  of  the  artery 
more  precise  and  thus  keep  the  original  ves- 
sel wall  intact.  But  it  may  be  possible  to 
retard  or  even  prevent  the  inevitable  prog- 
ress of  atheromatous  disease  since  it  has  been 
clearlv  demonstrated  that  estrogen  pro- 
foundly and  predictably  affects  the  lipo- 
protein metabolism2,  and,  what  is  just  as  im- 
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portant,  probably  can  prevent  much  of  the 
intramural  bleeding  as  well  as  relieve  the 
spasm  of  the  arteries.  If  no  emergency  exists 
and  there  is  sufficient  time,  estrogen  therapy 
should  be  pursued  preoperatively  with  the 
same  intensity  as  for  malignant  disease. 
Postoperatively  it  should  be  continued  al- 
most indefinitely  but  perhaps  with  reduced 
dosages.  This  therapy  does  not  interfere 
with  the  employment  of  other  regimens 
such  as  anti-coagulants  and  dietary  restric- 
tions. 

The  side  effects  of  gynecomastia,  testicu- 
lar atrophy  and  loss  of  libido  should  not 
deter  the  use  of  estrogen.  The  disease  which 
precipitated  the  operation  is  still  present 
and,  unless  such  measures  as  are  available 
now  are  taken,  the  operation  will  eventually 
prove  futile.  Perhaps  improved  compounds 
will  reduce  or  eliminate  these  disagreeable 
sequelae. 

What  can  be  expected  of  this  therapy? 
Certainly  no  miracles  should  be  anticipated 
and  it  is  in  no  sense  a panacea  for  the  ills 
of  the  elderly,  but  there  is  also  the  assurance 
that  it  can  do  no  harm.  The  prevalent  but 
preposterous  fear  of  the  carcinogenic  prop- 
erty charged  to  these  substances  is  entirely 
unfounded  but  has  had  an  adverse  influence 
on  the  more  diverse  employment  of  estrogen 
for  vascular  conditions  that  can  be  just 
as  subtle  and  malign  as  cancer. 

The  most  striking  result  of  estrogen  ther- 
apy is  the  increase  in  well-being  and  the 
feeling  of  fitness  which  so  many  display. 
Sometimes  changes  in  mood  and  personality 
factors  are  easily  discernible  and  these  in 
turn  are  reflected  in  lessened  reactions  to 
stress  and  emotional  tension.  Occasionally 
improvement  in  the  cardiac  reserve  can  be 
noted  by  the  reduction  in  fatiguability. 
Sometimes  surprising  accessions  are  obtained, 
of  which  reduction  in  nocturia  and  some 
relief  from  insomnia  are  the  most  common. 
Altogether  they  sum  up  what  Southwood 
referred  to  as  postponing  the  ravages  of 
"Father  Time”. 

While  the  drawing  of  conclusions  on  the 


value  of  estrogens  in  prolonging  life  is  not 
yet  justified,  current  data  would  seem  to 
presage  that  the  proof  of  such  an  influence 
will  become  established  with  the  passage  of 
time  and  the  increase  in  experience.  Cur- 
rently, studies  are  being  carried  on  in  several 
clinics  to  determine  if  the  long  term  ad- 
ministration of  estrogen  will  reduce  the  in- 
cidence of  coronary  thrombosis.  These 
studies  require  a long  time  and  the  results 
so  far  have  been  favorable.  Stamler28  and 
his  associates  have  studied  the  effects  of  low 
dosage  long  term  estrogen  therapy  on  a 
group  of  94  patients  who  had  survived  their 
first  attacks  of  coronary  thrombosis.  Thirty- 
seven  were  given  a placebo  while  57  received 
estrogen.  After  4 years,  8 of  the  37  patients 
who  had  been  given  the  placebo  and  only 
3 of  the  57  receiving  the  estrogen  had  died 
— a significant  difference. 

The  action  of  estrogen  on  the  arteries 
and  on  intimal  hemorrhage  is  unknown; 
and  even  that  it  has  a hormonal  action  can- 
not be  stated  with  certainty.  It  is  reasonable 
to  assume  that  if  estrogen  will  stop  the  more 
obvious  spontaneous  hemorrhages,  it  will 
halt  these  also.  I am  convinced  that  it  has 
no  influence  on  the  coagulation  process 
which  is  not  altered  to  begin  with.  John- 
sonJ9,3°  maintains  that  estrogen,  especially 
intravenous  estrogen,  has  a pronounced  effect 
on  certain  of  the  serum  components  which 
accelerate  coagulation  but  I believe  that 
neither  accelerators,  inhibitors,  nor  any 
other  known  factor  have  anything  to  do 
with  the  initiation  or  arrest  of  this  kind  of 
bleeding. 

Schiff  and  Burn31  studied  the  effect  of 
intravenous  estrogen,  has  a pronounced  effect 
stance  in  order  to  explain  the  action  of  this 
hormone.  They  concluded  ( 1 ) that  histori- 
cally the  action  of  conjugated  estrogens  in 
the  control  of  bleeding  has  been  attributed 
to  improvement  of  the  intravascular  clot- 
ting mechanism  and  a general  hormonal 
effect.  This  explanation  does  not  appear 
valid  since  intravascular  defects  are  usually 
not  present  and  endocrine  action  would  re- 
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quire  more  time  to  act;  and  (2)  the  increase 
in  acid  mucopolysaccharides  in  and  around 
the  capillary  walls,  together  with  a shift 
of  the  sol-gel  equilibrium  toward  the  more 
solid  gel  state,  are  probably  responsible  for 
the  effect  of  intravenous  estrogens  on  the 
ground  substance. 

Recognition  of  the  chemical  changes  in 
the  ground  substance  of  vessels  and  their 
relation  to  the  estrogen  metabolism  may 
well  mark  a highly  significant  advance  in 
the  study  of  cardiovascular  disease.  Bur- 
man  ' points  out  the  importance  of  the  de- 
generation of  the  acid  mucopolysaccharides 
in  the  development  of  dissecting  aneurysms. 
When  this  ground  substance  becomes  unu- 
sually thin  or  abnormally  abundant,  either 
microscopic  separation  of  the  elements  of 
the  media  occurs  or  there  can  be  a spon- 
taneous longitudinal  cleavage  of  all  or  part 
of  a vessel  wall  without  any  hemorrhage  at 
all.  The  dissecting  is  not  done  by  hemor- 
rhage but  by  antecedent  changes  in  the 
tunica  media.  These  changes  are  chemical 
in  nature,  hence  the  term  "medial  necrosis” 
is  misleading. 

When  Burman’s  findings  are  added  to  the 
experimental  and  clinical  evidence  of  Schiff 
and  Burn  that  estrogen  consolidates  the 
ground  substance  and  promotes  the  matura- 
tion of  connective  tissue,  and  to  the  demon- 
stration by  Masters  that  estrogen  therapy 
stimulates  cellular  multiplication  in  vessel 
walls  with  reactivation  of  the  medial  layers 
and  recanalization  from  luminal  occlusion 
in  the  smaller  vessels,  it  would  seem  that 
among  the  important  functions  of  this  ver- 
satile metabolic  agent  is  the  conservation 
of  vascular  integrity.  Thus  estrogen  may 
reduce  or  even  prevent  the  disintegration 
of  the  ground  substance  and  the  subsequent 
intimal  hemorrhages  along  with  their  se- 
quelae which  are  largely  but  of  course  not 
entirely  responsible  for  the  wide  panorama 
of  atherosclerotic  vascular  disease.  Therapy 
with  this  hormone,  which  at  first  was  wholly 
empirical,  now  has  a much  firmer  basis. 

However,  none  of  the  investigations  have 
attacked  the  primary  problem  of  why  the 


bleeding  starts  in  the  first  place,  nor  why 
so  much  blood  can  pour  from  apparently 
trivial  lesions  or  from  vessels  which  cannot, 
under  normal  conditions,  transport  so  much 
blood.  In  intimal  hemorrhage,  just  as  in 
functional  uterine  bleeding  in  which  the 
source  is  obvious,  the  cause  cannot  be  con- 
sidered to  be  the  source  and  must  be  sought 
elsewhere.  The  conception  that  the  human 
organism  has  the  capacity  to  prepare  a 
bleeding  state,  create  a lesion  specifically  for 
the  release  of  blood  or  take  advantage  of  one 
already  in  existence  is  not  in  accord  with 
present  thinking.  The  space  between  the 
intima  and  media  marks  a vulnerable  divi- 
sion in  the  arterial  wall  and  it  is  here  that  a 
lesion  is  created,  blood  is  released  and  the 
reaction  to  its  presence  develops.  The  fact 
that  hemorrhages  have  occurred  cannot  be 
known  until  a major  castastrophe  in  the 
form  of  an  occluded  vessel  or  rupture  of  an 
aneurysm  happens.  It  would  be  absurd  to 
predict  such  hemorrhages  but  certainly  no 
harm  can  come  from  attempting  to  prevent 
them. 

Summary 

Intimal  hemorrhage,  although  recognized 
over  a century  ago,  is  largely  ignored  today 
by  pathologists  and  clinicians.  It  has  had  a 
long  history  in  which  efforts  to  emphasize 
its  importance  as  well  as  minimize  its  effects 
have  been  made.  Paterson’s  epochal  discov- 
ery in  1936  of  the  vascularization  process 
in  the  walls  of  arteries  as  the  source  of  these 
hemorrhages  opened  up  new  horizons  into 
the  nature  of  cardiovascular  disease. 

Paterson  and  other  investigators  believe 
that  the  hemorrhages  precede  and  prepare 
the  site  of  atheromatous  deposits  which  lead 
to  the  destruction,  occlusion  and  aneurys- 
mic  dilatation  of  arteries.  The  opinion  has 
been  advanced  that  atherosclerosis  and  ar- 
terial occlusion  may  be  different  although 
related  diseases. 

The  purpose  of  this  article  is  to  advance 
the  theory  that  intimal  hemorrhage  is  hor- 
monal in  origin  just  as  other  forms  of 
spontaneous  bleeding  and  differs  only  in 
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location.  This  kind  of  bleeding  is  due  to  a 
hormonal  imbalance  in  which  estrogen  dep- 
rivation is  the  principal  but  not  the  only 
offender. 

A definite  relationship  has  been  demon- 
strated between  atherosclerosis  and  depriva- 
tion of  estrogen  experimentally,  clinically 
and  at  autopsy.  But  spontaneous  hemorrhage 
and  particularly  intimal  hemorrhage  cannot 
be  produced  experimentally.  The  extensive 
and  successful  clinical  experience  with  es- 
trogen therapy  for  this  kind  of  bleeding 
from  many  sources,  including  the  hemor- 
rhages associated  with  pulmonary  tubercu- 
losis, indicates  an  imperative  need  for  re- 
vising the  present  concepts  of  the  mecha- 
nism of  spontaneous  hemorrhage  and  the 
necessity  for  considering  spontaneous  and 
traumatic  bleeding  as  separate  entities  re- 
quiring different  treatment.  This  experience 
indicates  that  estrogen  therapy  may  be  use- 
ful for  inhibiting  intramural  bleeding. 

Intimal  hemorrhage  cannot  be  diagnosed 
clinically  until  a major  catastrophe  happens 
but  estrogen  therapy  can  be  used  prophy- 
lactically.  The  indications  are  evidence  of 
coronary  and  cerebral  vascular  injury  such 
as  coronary  occlusion,  small  strokes,  signs  of 
senility,  such  as  irritability,  loss  of  memory 
and  others.  Women  who  have  one  or  both 
ovaries  removed  should  have  this  therapy 
continuously  and  it  should  be  given  both 
pre-  and  post-operatively  to  prevent  late 
occlusion  of  vessels  after  the  insertion  of 
prostheses  or  the  removal  of  obstructing 
cores. 

The  disagreeable  sequelae  to  this  therapy 
should  not  discourage  its  use  until  better 
compounds  are  discovered.  The  disease  for 
which  it  is  given  is  just  as  subtle  and  malign 
as  cancer,  and  probably  has  a higher  mor- 
bidity and  mortality. 

The  estrogens  used  in  this  study  were  Premarin 
and  Intravenous  Premarin,  Ayerst  Laboratories,  N.Y. 
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A.M.A.  Helps  Industry  Set  Up  Disaster  Plans 


A guide  to  aid  medical  departments  of 
the  nation’s  industries  in  developing  a dis- 
aster plan  that  will  work  at  maximum  effi- 
ciency in  any  emergency  has  been  prepared 
by  the  American  Medical  Association’s 
Council  on  Occupational  Health. 

Lee  N.  Hames,  Chicago,  secretary  of  the 
council’s  Committee  on  Industrial  Health 
Emergencies,  said  the  guide  is  primarily  a 
questionnaire  for  evaluating  a company’s 
readiness  to  cope  with  the  medical  problems 
associated  with  any  industrial  disaster. 

"Information  gathered  in  answering  the 
questionnaire,  along  with  information  in  the 
guide  itself,  will  help  the  directors  of  medi- 
cal departments  in  industries  to  correct  in- 
adequacies in  existing  plans  as  well  as  to 


stimulate  development  of  new  plans.” 

The  guide,  which  is  published  in  full  in 
the  April  issue  of  the  A.M.A.  Archives  of 
Environmental  Health,  is  not  adequate  in 
developing  atomic  disaster  plans,  but  it  will 
provide  a sound  basis  for  such  plans.  The 
guide  "should  be  a boon  to  physicians  who 
do  industrial  work  on  a part-time  on  on-call 
basis  for  plants  with  small  or  no  medical 
departments,  and  who  may  be  called  upon 
for  advice  in  making  medical  preparations 
for  any  disaster.” 

The  guide,  which  may  be  obtained  upon 
request,  encourage  cooperation  with  com- 
munity disaster  teams  and  services,  such  as 
police,  fire,  Civil  Defense,  and  Red  Cross 
personnel  and  the  military. 
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Hyperthyroidism  and  Hypoadrenalism 
Simultaneously 

Case  Report 

CHRISTOPHER  M.  G.  BUTTERY,  M.D. 
Rocky  Mount,  Virginia 


An  unusual  combination  of  endo- 
crine dysfunctions,  successfully 
treated , is  reported. 


npHE  REPORT  of  this  case  with  accom- 
panying  illustrations  was  prompted  by 
the  case  report  in  the  British  Medical  Jour- 
nal of  April  2,  1960,  by  Jenkins,  Pilkington 
and  Rosenor  of  St.  George’s  Hospital,  Lon- 
don, who  report  a similar  case  and  state  that 
after  a thorough  search  of  the  literature 
they  were  only  able  to  find  reports  of  eight 
similar  cases.  They  append  a bibliography. 

This  32  year  old,  Para  III,  white  female 
was  first  seen  on  September  17,  195  8,  with 
the  complaint  of  constant  diarrhea,  present 
for  two  years,  which  had  not  responded  to 
any  medication,  she  had  lost  40  pounds  in 
weight,  had  swollen  feet  and  ankles,  vom- 
ited two  to  three  times  every  day,  had  con- 
tinuous spasmodic  intestinal  pain  and  a 
growling  stomach.  She  stated  that  she  had 
last  felt  well  three  years  previously. 

Two  years  before  I saw  her  she  was  told 
that  she  was  anemic  and  was  given  a blood 
transfusion.  She  had  been  admitted  to  this 
hospital  for  her  blood  transfusion  in  June 
of  1956,  at  which  time  the  only  investi- 
gation was  a blood  count  which  showed  a 
hemoglobin  of  8.4G%.  The  red  cell  indices 
were:  MCH  22%,  MCV  80%  and  MCHC 
27%.  After  one  pint  of  blood  her  hemo- 
globin rose  to  11.5G%.  She  was  procto- 
scoped  at  this  admission  and  there  was  no 


abnormal  finding.  When  seen  by  me  (see 
Fig.  1)  this  patient  stated  that  she  had  diar- 
rhea with  ten  to  twelve  watery  stools  daily 
and  vomited  two  to  three  times  a day,  she 
had  dizzy  spells  lasting  several  minutes  two 
to  three  times  weekly,  she  saw  bright  lights 
for  a few  seconds  several  times  a day.  Vege- 
tables had  made  her  stomach  cramp  and 
growl  for  the  last  year.  She  woke  up  nau- 
seated daily  and  would  vomit  bile  at  the 
sight  of  food.  She  had  an  excessive  appetite, 
was  extremely  nervous  and  had  lost  about 
40  pounds  in  weight  over  the  past  two 
years.  All  other  inquiries  were  negative. 

On  examination  she  was  extremely  ca- 
chectic and  on  first  sight  a snap  diagnosis 
of  Simmond’s  syndrome  was  made.  Her 
face  and  neck  showed  a brownish  pigmen- 
tation which  did  not  extend  into  the  mu- 
cosa of  the  mouth.  This  was  of  recent  on- 
set and  was  not  due  to  sunlight  . . . the 
EENT  were  negative.  Apart  from  the  ob- 
vious lack  of  flesh  on  the  ribs  the  examina- 
tion of  the  chest  was  negative.  Her  BP  was 
100/60  bilaterally.  The  temperature  was 
99°F,  pulse  88  and  the  weight  was  84 
pounds  and  the  height  62  inches.  There  was 
no  hair  apart  from  two  or  three  single 
strands  on  the  genitalia  or  in  the  axillae. 
The  GU  was  negative  except  for  a first  de- 
gree procidentia  and  a small  cystocele. 
Proctosigmoidoscopy  showed  excessive  move- 
ments of  the  bowel  and  discharge  of  exces- 
sive yellow  mucus.  A BMR  on  a Jones 
Basalmeter  revealed  BMRs  of  +37  and  +30. 
The  patient  was  placed  in  the  hospital  for 
the  following  studies  to  be  made.  Febrile 
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agglutinations  were  negative  as  were  skin 
tests  for  the  systemic  fungi  and  brucellosis. 
NPN  was  82mgm%  Serum  Cholesterol 
72mgm%,  FBS  82mgm%  Alkaline  phos- 


cell  series.  The  HGBN  was  9.8  G and  the 
red  cell  Indices  showed  MCH  24%,  MCV 
110%,  MCHC  22%.  Radioactive  Iodine 
Uptake  15%. 


Fig.  1 


phatase  22  Bodanski  Units,  Serum  Sodium 
138  M Eq,  Potassium  2.5  M Eq,  Calcium  5.0 
M Eq,  Phosphorus  4.8  M Eq,  Bilirubin  in- 
direct 0.4  and  direct  negative.  A glucose 
tolerance  curve  was  completely  flat.  An 
eight  hour  intravenous  ACTH  test  showed 
no  change  in  circulating  eosinophils.  Exam- 
ination of  the  stools  for  parasites  was  nega- 
tive. LE  cell  test  was  negative  on  three  oc- 
casions. Total  17  Ketosteroids  showed  only 
1.3  mgm  excreted  in  24  hours.  A PBI  was 
5.9  gamma.  Chest,  skull,  and  facial  bones 
were  negative.  IP,  barium  enema  and  up- 
per GI  series  with  follow  through  were 
negative.  A bone  marrow  was  negative  ex- 
cept for  some  decrease  in  erythropoiesis.  A 
total  protein  was  4.5  G%  with  albumin  of 
3.5  G.  The  blood  count  showed  normal  white 


From  the  above  data  and  the  clinical  his- 
tory it  was  felt  that  this  patient  was  now 
suffering  from  adrenal  failure  secondary  to 
hyperthyroidism,  the  BMR  being  taken  as 
correct.  The  relatively  low  BMR  for  the 
severity  of  illness  was  felt  to  be  due  to  tissue 
exhaustion  and  the  low  PBI  is  secondary  to 
the  hypoproteinemia. 

The  patient  was  placed  on  Medrol,  4 
mgm  daily,  and  salt  5 grams  daily,  propyl- 
thiouracil 400  mgm  daily.  After  three 
months  she  had  gained  to  120  pounds  and 
was  completely  asymtomatic  (Fig.  2)  ; on 
examination  she  was  found  to  have  some 
ankle  swelling  and  the  salt  was  discontinued 
and  the  Medrol  cut  to  2 mgm  daily.  One 
month  later  her  hemoglobin,  which  had 
risen  to  a level  of  1 1 G%,  was  found  to  be 
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8.5  G%  and  she  did  not  respond  to  oral 
iron  or  to  iron  plus  Bis.  It  was  not  until  the 
Medrol  was  aagin  raised  to  4 mgm  daily  that 
she  recovered  and  the  hemoglobin  came 
back  to  12.0  G%. 


After  a further  six  months  the  patient 
had  gained  to  130  pounds  and  was  placed 
on  a restricted  diet. 

One  year  from  the  initial  visit  the  BMR, 
was  found  to  be  +18  and  +20  and  the 


Fig.  3 
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weight  was  now  stable  and  the  patient 
asymptomatic.  Her  ketosteroids  showed  a 
Total  17  OH — Ketosteroid  level  of  3 mgm 
in  24  hours.  The  medications  were  stopped 
and  the  patient  watched.  Within  two 
months  she  was  again  anemic  and  this  re- 
sponded only  to  Medrol  8 mgm  daily.  After 
two  years  (Fig.  3),  the  patient  is  asympto- 
matic. She  is  being  maintained  on  4 mgm 
of  Medrol  every  other  day  and  her  weight 
and  hgb.  are  stable.  Her  thyrotoxicosis  is  in 
remission  without  any  further  propylthio- 
uracil. 

In  the  past  two  years  two  other  patients 
have  been  seen  with  similar  symptoms  and 
BMRs  in  the  +60-70  range  who  had  total 
17  OH-Ketosteroid  levels  just  below  normal 
but  who  recovered  on  propylthiouracil 
alone.  In  view  of  this  fact  I believe  that  this 
syndrome  must  be  more  common  than  is 


apparent  from  the  cases  so  far  reported  and 
that  the  adrenal  failure  is  secondary  to  the 
severe  stress  of  hyperthyroidism  which 
goes  unrecognized. 

Summary 

An  unusual  combination  of  endocrinop- 
athies  is  reported  and  discussed.  In  com- 
ment it  is  noted  that  this  patient  was  seen, 
diagnosed  and  treated  in  a small  general 
practice  hospital  and  it  is  felt  that  a remark 
should  be  made  that  with  the  good  coopera- 
tion present  in  this  type  hospital  there  is  no 
reason  why  more  patients  cannot  be  treated 
in  the  smaller  clinics  and  hospitals  today 
especially  as  the  more  complicated  tests  for 
diagnosis  become  routinely  available. 


Franklin  Memorial  Hospital 
Rocky  Mount,  Virginia 


Anticoagulant  Therapy  in  Heart  Patients 


Evidence  supporting  uninterrupted  use  of 
anticoagulants  in  treating  heart  patients  was 
reported  today  in  the  April  22nd  Journal  of 
the  American  Medical  Association. 

The  rate  of  recurrent  blood  clots  in  pa- 
tients with  heart  disease  was  significantly 
lower  during  continuous  anticoagulant 
therapy  than  it  was  after  discontinuance  of 
therapy,  according  to  a study  by  Drs.  A. 
B.  Thornes,  R.  W.  Scallen,  and  I.  R.  Savage, 
Minneapolis. 

An  estimated  803  of  every  1,000  patients 
on  continuous  anticoagulant  therapy  would 
escape  a recurrent  blood  clot  during  the  first 
five  years  of  treatment.  When  therapy  is 
discontinued,  the  rate  would  drop  to  an  esti- 


mated 3 65  per  1,000  patients  during  the 
five-year  period  following  discontinuance. 
These  findings  "strongly  favor  permanent 
therapy”. 

The  study  also  indicated  a favorable  sur- 
vival rate  among  patients  on  continuous 
anticoagulant  therapy.  At  the  end  of  five 
years  of  continuous  treatment,  an  estimated 
736  per  1,000  patients  would  be  alive,  but 
five  years  after  the  discontinuance  of  ther- 
apy the  survival  estimate  would  drop  to  672 
per  1,000. 

Excluding  patients  with  diabetes  and 
heart  failure,  the  five-year  survival  rate  of 
those  continuously  treated  was  estimated  at 
912  per  1,000  patients. 
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Water  Pollution  in  Virginia 

In  the  early  part  of  this  century  public 
health  practice  was  aimed  at  the  microbio- 
logical factors  causing  diseases  in  man.  In 
the  areas  of  water  supply  and  sewage  dis- 
posal, effort  was  largely  directed  to  the  prob- 
lem of  controlling  water-borne  diseases, 
chiefly  enteric  infections.  As  a result  of  the 
technology  and  research  done  in  water  puri- 
fication, outbreaks  and  epidemics  of  disease 
spread  by  polluted  water  supplies  have  been 
virtually  eliminated.  It  is  well  to  recall  that 
sterilization  of  drinking  water  by  chlorina- 
tion did  not  start  in  this  country  until  1908. 

Clean  water  is  a necessity.  Our  industrial 
expansion  is  dependent  on  it;  our  fish  and 
wildlife  are  dependent  on  it.  Our  good 
health  and  our  lives  are  dependent  on  water 
that  is  bacteriologically  safe  and  free  from 
harmful  chemicals.  In  certain  areas  of  the 
world,  even  in  our  own  country,  water  sup- 
plies are  actually  insufficient.  This  results 
in  the  need  to  re-use  water.  It  has  been  esti- 
mated that  our  national  daily  use  of  water 
has  increased  sevenfold  since  the  beginning 
of  the  century  and  has  doubled  since  1945. 
Population  growth,  metropolitan  expansion, 
and  industrial  growth  are  not  only  largely 
responsible  for  the  marked  increase  in  use 
of  water  but,  at  the  same  time,  have  created 
new  and  serious  problems  of  pollution. 

Certain  constituents  in  sewage  which  are 
not  removed  in  the  treatment  processes  can 
cause  concern  to  public  health  officials. 
These  include  synthetic  detergents,  nitro- 
gens, phosphates,  and  certain  viruses.  While 
the  toxicity  of  synthetic  detergents  in  drink- 
ing water  has  not  been  established,  it  has 
been  determined  that  in  concentrations  of 
one  part  per  million,  objectionable  tastes  and 
odors,  and  foaming  results. 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 

Detergents  in  any  concentration  are  dif- 
ficult to  remove  and  treatment  of  waters 
with  concentrations  of  less  than  one  part 
per  million  adds  considerable  cost  to  the 
process.  Nitrates  in  drinking  water  can 
cause  cyanosis  in  infants.  Phosphate  com- 
pounds tend  to  promote  the  growth  of  algae, 
which  cause  objectionable  taste  and  odor. 

Population  growth  and  metropolitan  ex- 
pansion have  created  water  problems.  Many 
of  our  municipalities,  particularly  the  large 
cities,  obtain  their  water  supplies  from  sur- 
face sources.  Communities  and  industries 
along  a water  course  use  these  same  streams 
to  dispose  of  their  wastes.  Thus,  heavy  de- 
mands are  being  placed  on  both  the  water 
purification  and  sewage  treatment  facilities. 

The  period  following  World  War  II  pro- 
duced environmental  changes  throughout 
the  Commonwealth.  Metropolitan  areas 
developed,  and  with  their  development  came 
tremendous  pollution  problems.  Population 
growth  in  certain  sections  of  Virginia  has 
been  so  rapid  that  it  has  exceeded  the  ability 
of  governmental  agencies  to  keep  pace  in 
providing  adequate  facilities  for  collection 
and  treatment  of  sewerage.  There  has  been 
public  response  to  the  recognition  of  these 
problems  which  has  led  to  measures  for  their 
solution.  Sanitary  districts  have  been  form- 
ed, water  and  sewer  authorities  have  been 
created  and  bonds  have  been  issued  to  take 
care  of  these  pressing  needs.  Sometimes,  the 
mechanics  of  legislation  and  governmental 
action  have  been  slow  but,  on  the  whole, 
the  outlook  is  encouraging.  More  individuals 
are  realizing  that  water  pollution  is  their 
problem,  and  this  has  brought  progress  in 
the  abatement  program. 

The  State  Department  of  Health,  jointly 
with  the  Commission  of  Game  and  Inland 
Fisheries,  has  the  responsibility  for  the  ex- 
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amination,  analysis,  and  inspection  of  fish 
and  shellfish  packing  houses  of  the  State. 
All  of  the  tidal  streams  of  Virginia,  par- 
ticularly in  the  lower  reaches,  provide  grow- 
ing areas  for  shellfish  which  are  considered 
the  finest  in  the  country.  In  certain  parts 
of  the  Tidewater,  the  shellfish  industry  sup- 
ports the  economic  pattern  of  its  communi- 
ties. The  responsibility  of  the  Department 
of  Health  is  to  monitor  these  waters  as 
growing  areas  to  see  that  they  are  clean  and, 
if  pollution  is  discovered,  to  restrict  the 
harvest  of  shellfish  for  direct  marketing.  A 
continuing  program  of  surveillance  is  neces- 
sary to  maintain  prevention  of  pollution. 
Areas  under  restriction  at  this  time  consti- 
tute a very  small  percentage  of  the  total 
acreage  of  shellfish  production. 

Prior  to  1930,  there  were  only  19  sewage 
plants  in  the  State  which  treated  a very 
small  percentage  of  the  waste  from  the  pop- 
ulation. Today,  there  are  295  sewage  plants 
in  addition  to  those  serving  schools,  motels, 
and  Federal  installations. 


With  two  exceptions,  all  cities  of  Virginia 
have  facilities  for  treating  their  wastes.  Plans 
have  been  approved  for  treatment  plants  for 
the  two  cities  still  discharging  raw  sewage 
into  State  waters.  It  is  estimated  that  70 
percent  of  the  population  of  the  Common- 
wealth is  provided  with  approved  sewage 
collection  systems  and  treatment  plants. 

Tremendous  progress  has  been  made  in 
the  prevention  and  control  of  water  pollu- 
tion since  the  State  Water  Control  Board 
was  established  fifteen  years  ago.  However, 
the  battle  has  not  been  won.  New  situations 
are  created  constantly,  and  it  becomes  neces- 
sary to  make  reappraisals  almost  daily.  The 
State  agencies  concerned  with  the  preven- 
tion of  pollution  and  with  providing  safe 
and  adequate  water  supplies  are  mindful  of 
their  obligations  and  are  ever  alert  to  fulfill 
the  same.  Citizens  who  are  kept  abreast  of 
the  need  for  such  and  the  ways  and  means 
of  providing  them,  will  continue  to  lend 
their  moral  and  financial  support. 
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Some  Historical  Notes  on  John  Minson 

Galt,  Jr.,  anti  the  “Temporary  Duty” 

of  Surgeon  P.  Wagner 

In  the  spring  of  1862  Dr.  John  Minson 
Galt,  Jr.,  age  5 3,  was  one  of  the  most  out- 
standing psychiatrists  in  America.  For  al- 
most a century  his  family  had  been  associated 
with  the  Eastern  State  Lunatic  Asylum  at 
Williamsburg.  The  record  of  the  Gaits,  who 
held  some  office  in  connection  with  the  hos- 
pital (since  the  first  "keeper”  James  Galt 
in  1770)  was  unparalleled  in  the  history  of 
mental  hospitals  in  this  country.  Dr.  John 
Minson  Galt,  Jr.,  was  probably  the  most 
scholarly  of  all  the  13  founders  of  the  Asso- 
ciation of  Medical  Superintendents  which 
later  became  The  American  Psychiatric 
Association.  He  was  an  avid  reader  of  the 
literature  bearing  on  the  care  of  the  men- 
tally ill.  It  is  said  he  read  the  Koran  in 
Arabic.  He  could  read  all  European  lan- 
guages. In  1846  he  published  "The  Treat- 
ment of  Insanity,”  which  was  a compen- 
dium of  authority  found  in  books,  maga- 
zines, articles,  and  other  European  and 
American  documents. 

It  can  be  seen  from  his  writings  and  from 
his  annual  reports  that  he  strongly  believed 
in  occupational,  recreational  and  bibliother- 
apy.  He  was  known  as  a pioneer  in  educa- 
tional therapy  having  instituted  a program 
of  academic  education  for  his  patients,  in- 
cluding music.  Dr.  Galt  was  one  of  the  first 
to  appoint  a full  time  chaplain  to  the  hos- 
pital. He  boarded  many  of  his  patients  with 
residents  of  Williamsburg  and  invited  the 
ladies  of  the  town  into  the  hospital,  thus 
furnishing  basis  for  the  claim  that  he  was 

James  B.  Funkhouser,  M.D.,  Assistant  to  the  Com- 
missioner, Department  Mental  Hygiene  and  Hospitals, 
Richmond,  Virginia. 

Approved  for  publication  by  the  Commissioner, 
Department  Mental  Hygiene  and  Hospitals. 


JAMES  B.  FUNKHOUSER,  M.D. 

also  a pioneer  in  what  is  now  considered 
modern  "Foster  Home  Care”,  "Half-Way 
Houses”  and  "Volunteer  Programs”.  The 
title  of  "Superintendent”  had  been  created 
for  him  by  the  Legislature  in  February  of 
1841,  although  his  service  did  not  begin 
until  July  of  that  year  because  he  had  not 
finished  medical  school. 

Dr.  Galt’s  20-year  tenure  as  Superintend- 
ent was  given  over  almost  completely  to  the 
patients  and  to  scholarly  and  classical  pur- 
suits. In  person  he  was  small  in  stature, 
completely  devoted  to  his  work,  caring 
nothing  for  money.  He  consistently  refused 
proposed  increases  in  his  salary.  He  never 
married. 

Of  course,  when  Virginia  passed  her  or- 
dinance of  secession  the  College  of  William 
and  Mary  automatically  closed  its  doors.  All 
the  students  and  faculty  from  the  President 
on  down  went  into  the  Army.  But  Dr.  Galt 
stayed  with  his  patients.  The  sleepy  little 
town  of  Williamsburg  did  not  hear  the 
boom  of  artillery  until  more  than  a year 
after  the  guns  fired  on  Fort  Sumter. 

General  McClellan,  USA,  began  his  land- 
ing at  Fort  Monroe  early  in  April  1862.  He 
expected  to  reach  Richmond  quickly.  How- 
ever, he  was  held  up  by  stubborn  Confed- 
erate resistance  before  Yorktown  until  May 
3.  General  J.  E.  Johnston,  CSA,  was  finally 
forced  to  retreat  on  May  5.  Williamsburg 
lay  directly  on  the  path  to  Richmond. 

Entries  in  the  hospital  records  at  Eastern 
State  Hospital  are  missing  from  March  28, 
1862,  until  August  20,  1862.  Possibly  all 
clerical  and  bookkeeping  personnel  were 
fighting  at  the  front.  On  May  6,  1862, 
when  Federal  troops  occupied  Williamsburg, 
General  Schofield,  USA,  assumed  command 
of  the  hospital  and  placed  an  Army  doctor 
(probably  Assistant  Surgeon  Thomas  H. 
Sherwood)  in  charge  as  Superintendent.  Dr. 
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John  Minson  Galt  was  barred  from  admis- 
sion to  the  grounds  by  armed  troops.  On 
May  18,  1862,  he  died  of  a heart  disease 
"aggravated  by  distress  of  the  occupation”. 
At  a distance  of  almost  a hundred  years  it 
is  not  too  clear  why  Federal  authorities  chose 
to  take  over  a civilian  mental  hospital  by 
force  of  arms.  Had  Dr.  Galt  been  permitted 
to  continue  his  duties,  it  would  have  saved 
valuable  military  personnel  for  other  duties. 

Possibly  the  Federal  authorities  had  at  first 
intended  to  use  the  buildings  and  equipment 
for  military  purposes  but  later  changed  their 
plans.  The  following  orders  are  in  the  hos- 
pital records. 

"Headquarters  United  States  forces  near 
Williamsburg  August  20,  1862.  Mr.  Somer- 
set Moore  is  hereby  appointed  clerk  and 
storekeeper  to  the  Eastern  Lunatic  Asylum 
and  will  duly  perform  all  the  duties  pertain- 
ing to  said  appointment.  By  order  of  W.  W. 
Averil,  Colonel  Commanding.”  On  the  fol- 
lowing day,  "Headquarters  Military  Gover- 
nor, Williamsburg,  Virginia,  August  21, 
1862,  special  order  number  52.  Assistant 
Surgeon  P.  Wagner  of  the  Fifth  Pennsyl- 
vania Calvary  is  assigned  to  temporary  duty 
as  Superintendent  of  Eastern  Lunatic  Asy- 
lum of  Virginia,  Vice-Assistant  Surgeon  to 
Thomas  H.  Sherwood  relieved  by  order  of 
Colonel  W.  W.  Averil,  Commanding  Caval- 
ry Brigade,  by  order  of  David  Campbell, 
Colonel  Commanding  Fifth  Pennsylvania 
Cavalry,  Eugene  McCandiss,  Adjutant.”  Did 
the  relief  of  Sherwood  indicate  a change  of 
plans? 

Following  this  in  the  minute  books  there 
are  listed  a number  of  patient  movements 
throughout  the  war  years.  They  show  that 
both  white  and  Negro,  civilian  and  military, 
personnel  of  the  north  and  of  the  south  were 
admitted  from  within  the  lines  of  the  Fed- 
eral forces.  The  hospital  was  never  used  for 
general  medical  cases,  but  remained  exclu- 
sively for  mentally  sick  persons  throughout 
the  war.  Patients  were  discharged  apparent- 
ly as  soon  as  possible,  many  of  them  leaving 
the  hospital  under  a flag  of  truce.  The  last 
entry  written  by  Surgeon  P.  Wagner  was 


dated  on  October  28,  1865.  In  this  entry  he 
states  that  medical  supplies  and  all  necessary 
patient  needs  except  food  had  been  ordered 
from  the  quartermaster  "in  sufficient 
amounts  to  last  through  the  winter”.  He 
estimated  that  due  to  the  "condition  of  the 
roads”  they  might  not  arrive  for  ten  days. 

There  is  no  evidence  in  hospital  records 
that  they  ever  arrived.  It  is  interesting  and 
possibly  significant  that  this  entry  unlike 
earlier  ones  is  not  signed  "Superintendent” 
but  "Post  Surgeon”.  Surgeon  Wagner’s 
"temporary  duty”  had  lasted  for  more  than 
three  years. 

There  is  evidence  in  his  notes  that  he  was 
not  an  unkind  man.  Necessities  of  war  un- 
doubtedly forced  him  to  discharge  patients 
before  they  were  well,  but  he  apparently 
made  sincere  efforts  to  reunite  husbands  and 
wives  by  requesting  and  obtaining  military 
authority  to  pass  patients  to  relatives  through 
military  lines  under  a "flag  of  truce”. 

It  is  doubtful  whether  Dr.  Galt,  had  he 
survived,  could  have  done  much  more. 

What  transpired  within  the  hospital  while 
it  was  under  military  control  can  be  sur- 
mised by  reading  the  report  of  the  Board  of 
Directors  of  Eastern  State  Hospital  Lunatic 
Asylum  to  the  General  Assembly  addressed 
to  Governor  F.  H.  Pierpoint  and  dated  De- 
cember 1865.  The  hospital  minutes  book 
shows  that  the  Board  met  at  the  hospital  on 
October  5 th.  In  the  preamble  of  this  report 
it  states  that  owing  to  the  fact  that  Eastern 
Lunatic  Asylum  was  not  taken  possession  of 
by  the  State  until  the  first  of  November 
1865  "no  reports  of  an  earlier  date  could  be 
satisfactory  or  correct.”  The  report  to  the 
Governor  goes  on  to  state  that  the  buildings 
were  found  in  deplorable  condition  and  the 
patients  "habiliments”  were  disgraceful. 
There  was  no  clothing  in  the  clothing  room 
at  all,  and  only  food  sufficient  for  one  meal 
left  in  the  hospital  at  the  time  the  Federal 
troops  turned  it  over  to  the  Board  of  Direc- 
tors. The  gas  house  was  non-operating  and 
in  complete  disrepair.  There  were  no  funds 
left  on  deposit. 

Apparently  out  of  some  sort  of  discre- 
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tionary  Federal  funds  Governor  Pierpoint 
had  been  able  to  release  $1 5,000  to  the  Board 
somewhat  earlier  to  take  care  of  the  imme- 
diate needs  of  the  hospital  for  which  the 
Board  rendered  thanks. 

In  summary,  the  available  records  do  not 
show  that  there  was  any  abuse  of  patients 
at  Eastern  State  Hospital  and  no  more  neg- 
lect than  is  the  usual  consequence  of  war. 
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Radioactive  Iodine  Beneficial 


Radioactive  iodine  has  produced  "striking 
improvement”  in  persons  with  hyperthy- 
roidism and  some  forms  of  heart  disease. 
A study  of  3 56  thyrocardiac  patients  was 
reported  in  the  April  29th  Journal  of  the 
American  Medical  Association. 

Hyperthyroidism  is  the  condition  result- 
ing from  an  overactive  thyroid  gland  which 
produces  an  excess  of  thyroid  hormone. 

The  best  result  was  obtained  in  hyper- 
thyroid patients  suffering  a convulsive  heart 
beat  (atrial  fibrillation).  Of  81  such  pa- 
tients, all  but  81  showed  improvement  of  the 
heart  ailment  when  the  thyroid  condition 
was  controlled — a rate  of  99  per  cent. 

Improvement  was  shown  in  8 5 per  cent 
of  the  hyperthyroid  patients  with  conges- 
tive heart  failure,  93  per  cent  of  those  with 
angina  pectoris,  and  96  per  cent  of  those 
suffering  both  angina  and  heart  failure.  The 
latter  were  considered  improved  if  either 
disorder  was  benefited. 


The  patients’  treatment  consisted  of  only 
radioactive  iodine.  Although  the  average 
dose  for  the  thyrocardiac  patients  was  great- 
er than  for  hyperthyroid  patients,  a sig- 
nificant number  of  thyrocardiac  patients 
were  controlled  with  relatively  small  doses. 
Each  was  treated  until  the  hyperthyroid 
state  was  completely  controlled. 

The  beneficial  effects  of  the  control  of 
the  hyperthyroid  state  on  the  symptoms  of 
thyrocardiac  disease  can  be  attained  by  the 
control  of  the  thyroid  disease  with  surgery, 
antithyroid  drugs,  or  radioactive  iodine. 
However,  one  major  advantage  of  radio- 
active iodine  therapy  is  the  low  recurrence 
rate,  which  was  less  than  one  per  cent  in 
this  series. 

The  findings  were  reported  by  Drs.  Clem- 
ent Delit,  Solomon  Silver,  Stephen  B.  Yo- 
halem,  and  Robert  L.  Segal,  Mount  Sinai 
Hospital,  New  York  City. 
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Pre-Paid  Medical  Care — 


Blue  Shield’s  Relative  Value  Index 

During  the  past  year  the  National  Asso- 
ciation of  Blue  Shield  Plans  has  devoted 
much  time  and  energy  to  basic  considera- 
tions of  what  must  be  done  if  the  dominant 
position  of  Blue  Shield  as  the  foremost 
mechanism  of  voluntary  physician-care  pre- 
payment is  to  be  maintained.  It  is  a matter 
of  increasing  concern  that  Blue  Shield  has 
been  cast  in  a defensive  position  in  the  pub- 
lic mind.  It  is  urgent  that  new  and  dynamic 
approaches  be  immediately  developed  so  that 
the  Plans  may  once  more  assume  an  aggres- 
sive attitude  which,  above  all  else,  will  reas- 
sure the  people  of  the  United  States  that 
Blue  Shield  is  in  fact  the  answer  to  their 
problem  on  both  a short-  and  long-range 
basis. 

To  the  extent  that  health  care  prepay- 
ment is  still  subject  to  local  solution,  Blue 
Shield  still  provides  a satisfactory  answer; 
however,  it  is  to  the  extent  that  the  market 
has  become  national  that  public  attitude  has 
become  critical  of  the  unwillingness  of  Blue 
Shield  physicians  to  adjust  philosophies  in 
the  interest  of  unified  national  action. 

How  important  are  the  national  market 
issues?  Exclusive  of  the  farm  population, 
and  those  who  are  self-employed,  approxi- 
mately 65%  of  the  working  force  in  this 
country  is  employed  by  organizations  with 
locations  or  installations  in  more  than  one 
state. 

In  recent  years,  a large  segment  of  the 
prepayment  market  has  assumed  national 
proportions,  and  that  segment,  heretofore 
satisfied  with  the  actions  and  abilities  of  the 
several  Blue  Shield  Plans  on  a non-coordi- 
nated  basis,  can  now  be  satisfied  only  if  the 
Plans  act  collectively.  There  are  many  rea- 
sons for  this.  During  World  War  II,  the 
introduction  of  contribution  by  manage- 
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ment  toward  the  cost  of  health  care  prepay- 
ment stimulated  a growing  interest  on  the 
part  of  management  in  programs  which  pre- 
viously were  employee-sponsored  and  em- 
ployee-financed. The  United  States  Supreme 
Court  decision  in  1948,  establishing  fringe 
benefits  such  as  Blue  Shield  as  a proper  issue 
of  collective  bargaining,  motivated  addi- 
tional interest  by  management  and  placed 
organized  labor  in  a full-fledged  position  of 
interest  and  concern.  These  two  develop- 
ments caused  the  home  offices  of  companies 
and  the  headquarters  of  unions  to  become 
interested  in  Blue  Shield  for  more  or  less  the 
first  time. 

The  post-war  period  has  seen  two  addi- 
tional developments  which  have  contributed 
largely  to  a national  tendency  in  a market 
which  previously  was  very  much  a series  of 
local  issues.  The  trend  toward  nation-wide 
bargaining  by  organized  labor,  with  success- 
ful efforts  to  eliminate  geographic  wage  dif- 
ferentials, together  with  an  attitude  that  all 
employees  of  the  company  should  be  treated 
alike  has  been  important  to  Blue  Shield.  This 
development  helped  to  point  up  the  differ- 
ence between  Plans  and  breed  impatience  by 
management  and  unions  with  the  Plans’  lack 
of  coordinated  effort  and  uniformity. 

With  this  development,  by  labor,  came  a 
trend  in  American  business  toward  fewer 
and  larger  companies  within  industry  result- 
ing from  consolidations,  mergers,  and  pur- 
chases. It  is  difficult  to  read  the  business 
section  of  the  newspaper  without  being 
aware  of  this  trend  in  American  business. 
The  growth  of  corporations  such  as  General 
Dynamics,  Olin  Mathieson,  and  Consolidated 
Foods  are  examples  of  this  trend  toward 
expansion  and  diversification.  Beyond  this 
there  is  the  trend  toward  health  care  financ- 
ing at  the  national  level  which  presents  a 


Volume  88,  June,  1961 


377 


fundamental  challenge  to  the  Blue  Shield 
Plans  as  autonomous  local  organizations. 
For  example,  prior  to  1960  local  installa- 
tions of  Western  Union  were  enrolled  in 
almost  every  Blue  Shield  Plan,  but  then  the 
union  and  company  agreed  to  establish  a 
national  program  for  health  care  prepay- 
ment, and  this  membership  thus  was  lost  to 
Blue  Shield. 

Recognizing  that  most  of  the  member- 
ship in  large  industries  is  obtainable  only 
through  coordinated  effort  of  all  Blue  Shield 
Plans,  the  need  for  action  now  is  obvious. 
Blue  Shield’s  long-range  future  is  dependent 
upon  a consolidated  effort  by  all  Plans  for 
a common  purpose.  For  those  who  choose  to 
espouse  approaches  to  health  care  protection 
on  bases  which  are  not  voluntary  in  nature, 
or  which  threaten  the  free  practice  of  medi- 
cine, Blue  Shield’s  weakness  in  national  situ- 
ations serves  to  make  the  premises  on  which 
their  arguments  are  based  more  believable. 
Consequently,  such  weakness  fosters  doubt 
in  the  ability  of  the  voluntary  system  as  an 
ultimate  solution,  and  this  doubt  tends  to 
encourage  public  consideration  of  compul- 
sory mechanisms. 

Thus,  Blue  Shield  Plans  must  compromise 
their  differences  and  act  as  a tightly  knit 
organization  of  physician-sponsored  Plans 
dedicated  to  meet  the  needs  of  people  under 
all  sets  of  circumstances.  Blue  Shield’s  fu- 
ture demands  that  the  Plans  accommodate 
a market  with  ever  increasing  national  ten- 
dencies and  trends  toward  purchase  at  the 
national  level. 

In  order  to  establish  the  flexibility  which 
will  permit  Blue  Shield  to  assume  again  a 


clear  role  of  leadership  in  the  prepayment 
field,  the  National  Association  of  Blue  Shield 
Plans  now  is  urging  all  Plans  to  use  a stand- 
ard relative  value  index  for  determination 
of  Blue  Shield  fees.  Only  through  the  use 
of  a relative  value  index  can  Blue  Shield 
assure  that  national  account  fee  schedules, 
regardless  of  level,  will  be  defensible. 

As  soon  as  the  composite  relative  value 
indices  are  available  to  them,  the  local  Blue 
Shield  Plans  will  wish  to  establish  fee  sched- 
ules accordingly.  The  understanding  and 
cooperation  of  all  Blue  Shield  Participating 
Physicians  in  Virginia  are  earnestly  solicited. 
All  physicians  must  recognize  that  Blue 
Shield  is  a national  organization,  that  Blue 
Shield  must  have  a national  product,  and 
that  Blue  Shield  can  no  longer  afford  to 
flounder  in  a mass  of  avoidable  fee  varia- 
tions. Unwillingness  on  the  part  of  any  one 
Plan  to  participate  in  interplan  and  national 
contract  offerings  will  place  a barrier  in  the 
path  of  extension  of  Blue  Shield  coverage. 
And  there  can  be  no  doubt  that  the  inability 
of  Blue  Shield  to  offer  a uniform  program 
of  medical  prepayment  for  national  groups 
has  been,  and  is  today,  a major  obstacle  to 
the  normal  development  of  Blue  Shield’s 
service  to  the  public  and  the  medical  profes- 
sion— in  Virginia  as  well  as  elsewhere. 

Editor’s  Note:  During  the  past  two  years  Dr. 

Ackart  served  as  a member  of  the  Board  of  Directors 
of  the  National  Association  of  Blue  Shield  Plans,  as 
a member  of  its  Executive  Committee,  and  as  the 
Chairman  of  the  National  Blue  Shield  Enrollment 
Committee.  This  editorial  is  adapted  from  his  report 
to  the  Annual  Conference  of  Blue  Shield  Plans,  Chi- 
cago, April  1961. 
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Alcoholism 


WILLIAM  F.  GIBBS,  M.D. 


The  Wife  of  the  Aleoliolic 

"The  Wife”  of  the  alcoholic  does  not  ex- 
ist as  a type  any  more  than  "the  alcoholic” 
exists.  The  research  of  the  past  1 5 years  has 
permitted  reorganization  of  our  concepts. 
Now  alcoholism  is  seen  as  a major  presenting 
symptom  in  individuals  who  have  various 
underlying  emotional  ills. 

The  wife  of  an  alcoholic  has  problems 
as  specific  as  her  husband’s,  but  they  are  less 
well  understood.  In  the  popular  view  she 
is  seen  as  a tragic  but  brave,  patient,  non- 
rejecting, mothering  paragon  of  wifely  vir- 
tues whose  forebearance  permits  her  occa- 
sional lapses  from  her  role — "and  who  can 
blame  her  with  all  she’s  put  up  with.”  The 
clergyman,  physician  and  friend-of-the- 
family  counsel  her,  enlist  her  aid  in  their 
therapy  of  the  sick  alcoholic  and  generally 
behave  as  if  she  is  stable,  capable  and  non- 
involved.  She  is  told  in  articles  published 
in  medical,  quasi-medical  and  ladies’  home 
journals  to:  "Look  at  your  marriage  with 
a critical  eye  to  see  if  there  is  anything 
unsatisfactory  about  it,”  or;  "while  refrain- 
ing from  preaching  or  lecturing  try  to  guard 
against  a 'holier-than-thou’  attitude.”  Have 
these  women  no  privilege,  can  no  one  aid 
them  with  their  awful  problems?  It  is  nec- 
essary to  devote  to  them  as  much  of  the 
appraisal  and  expert  care  as  to  any  other 
emotionally  ill  patient.  Basically  the  married 
alcoholic  is  more  socially  integrated  and  able 
to  accept  treatment  than  the  never  married 
alcoholic.  He  can  be  aided  by  treatment  of 
the  devastating  neurotic  defenses  of  his  wife. 

The  alcoholic  and  his  wife  sought  and 
found  in  each  other  complementary,  though 
often  divergent,  personalities,  ignoring  real- 
istic signs  of  underlying  personality  disor- 
ders. In  their  fantasy  they  projected  ideal- 
ized images  of  each  other  to  serve  their  own 
needs  while  these  needs  were  actually  in- 


capable of  being  satisfied.  After  marriage 
reality  forces  awareness  of  his  desperate  al- 
coholism upon  the  wife.  She  may  see  that 
she  may  not  be  responsible  for  his  alcohol- 
ism, but  she  may  be  one  of  the  reasons  for 
his  continuing  to  go  on  sprees. 

At  this  point  many  theorists  have  sum- 
marized and  produced  explanations  of  her 
behavior.  Studies  of  wives  of  alcoholics  are 
infrequent.  A recent  search1  of  the  perti- 
nent literature  on  "Alcoholism  and  Mar- 
riage” produced  a Bibliography  of  46  items 
(only  three  dwelt  with  husbands  of  alco- 
holic wives) . Studies  of  wives  of  alcoholics 
are  mainly  descriptive.  They  are  character- 
ized by  contradictions,  inadequate  numbers 
of  subjects,  short  term  analyses  and  intuitive 
conclusions.  They  are  contaminated  with 
revelations  that  wives  of  alcoholics  are  often 
alcoholic,  or  psychotic  or  passive-dependent 
masochists.  The  husband  is  described  as  "an 
alcoholic”,  no  personality  correlations  are 
made.  Studies  show  that  the  wife’s  adjust- 
ment deteriorates  as  the  husband  becomes 
dry  or  improves  in  dealing  with  his  personal 
problems. 

Jackson-  studied  marriages  as  reported  by 
wives  attending  Al-Anon  meetings.  She 
found  a pattern  of  family  adjustment  to 
alcoholism  and  described  a series  of  seven 
stages.  In  marriages  which  survived  and 
adapted  to  the  changing  situations,  the  hus- 
band eventually  sought  aid  via  Alcoholic 
Anonymous.  The  wife  received  support  and 
intellectual  insight  thru  Al-Anon  Family 
Groups.  She  may  have  been  able  to  break 
a pattern  of  mutual  dependency  and  with- 
draw emotional,  physical  and  financial  sup- 
port. She  has  tried  home  remedies:  pouring 
out,  hiding  and  adulterating  liquor.  She 
curtailed  their  social  life,  changed  neighbor- 
hoods, jobs,  friends,  made  threats,  temporar- 
ily separated.  Pledges  were  demanded,  signed 
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and  broken  because  rarely  can  a man  "put 
down  the  bottle”  without  help.  Such  a man 
is  exemplified  and  referred  to  in  song  and 
legend.  She  had  to  wait  out  the  long  expen- 
sive tour  of  doctors,  hospitals,  cures,  clinics, 
jails  and  commitments,  until  her  man  "hit 
bottom”.  She  then  learned  that  sobriety  is 
not  enough — there  remains  the  vast  under- 
lying problem  of  mature  adjustment,  ac- 
ceptance of  reality,  and  control  of  anxiety, 
tolerance  of  frustration,  etc.,  etc.  Surely  this 
woman  needs  our  help. 

In  Summary:  The  wife  of  the  alcoholic 
is  not  a type  any  more  than  the  alcoholic  is 


a type.  She  is  a neurotic  individual  deeply 
involved  in  a situation  full  of  critical  stresses. 
Her  problem  has  not  been  given  adequate 
study.  Ignorance  of  problems  she  faces  is 
so  widespread  as  to  permit  a belief  that  "love 
and  marriage”  will  alter  basic  character  dis- 
orders. Treatment  programs  for  alcoholics 
cannot  include  her  on  the  therapeutic  team 
unless  she  is  aided  with  her  own  problems. 
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Oxygen  in  Cyanide  Poisoning 


Oxygen  is  "a  specific  antidote”  in  cyanide 
poisoning,  according  to  Dr.  Constantin 
Cope,  Memphis,  Tenn. 

He  presented  evidence  that  "oxygen  ex- 
erts a protective  effect  on  cyanide  toxicity” 
in  an  article  appearing  in  the  March  2 5 th 
Journal  of  the  American  Medical  Associa- 
tion. 

The  exact  biochemical  mechanism  is  not 
known,  but  increased  oxygen  tension  in  the 
arterial  blood  stream  in  some  way  blocks  the 
cyanide  effect.  As  long  as  the  oxygen  ten- 
sion of  the  body  is  adequate,  the  toxic  effect 
of  cyanide  is  usually  reversible. 

A person  with  a lung  ailment  producing 
a lower  than  normal  arterial  oxygen  tension 
is  more  vulnerable  to  cyanide  poisoning. 
Similarly,  a person  with  coronary  heart  dis- 
ease or  cerebral  artery  disease  may  have 
borderline  oxygen  tension. 

"Under  these  conditions,  cyanide  opposed 


by  a low  oxygen  pressure  probably  can  kill 
quickly — certainly  before  any  therapy  can 
be  given.” 

"It  is,  therefore,  logical  to  recommend 
that  only  young  healthy  workers  under  40 
years  of  age  be  employed  in  those  areas  of 
industry  in  which  accidental  cyanide  poi- 
soning may  be  a hazard.  Anyone  aged  over 
40  with  any  sign  of  cardiorespiratory  insuf- 
ficiency should  be  restricted  from  working 
in  such  places.” 

Oxygen,  as  well  as  suitable  drugs,  should 
be  available  for  immediate  use  in  cases  of 
accidental  poisoning. 

The  most  vital  steps  in  the  treatment  of 
cyanide  poisoning  are  artificial  respiration, 
if  necessary;  inhalation  of  pure  oxygen,  and 
the  maintenance  of  a normal  blood  pressure. 
Drug  therapy  shortens  the  course  of  intoxi- 
cation, he  said,  and  is  life-saving  when  the 
poison  is  taken  by  mouth. 
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President Mrs.  F.  Clyde  Bedsaul,  Floyd 

President-Elect Mrs.  William  F.  Grigg,  Jr.,  Richmond 

Vice-Presidents Mrs.  Robert  Keeling,  South  Hill 

Mrs.  Theodore  McCord,  Fairfax 
Mrs.  Byron  Eberly,  Portsmouth 


Recording  Secretary Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Corresponding  Secretary Mrs.  J.  Glenn  Cox,  Hillsville 

Treasurer Mrs.  James  M.  Moss,  Alexandria 

Publications  Chairman  Mrs.  Custis  L.  Coleman,  Richmond 

Directors Mrs.  Walter  A.  Porter,  Hillsville 

Mrs.  Charles  A.  Easley,  Jr.,  Danville 
Mrs.  John  R.  St.  George,  Portsmouth 

Tri  County  Luncheon. 

On  April  27th  at  the  Westbriar  Club  in 
Vienna,  the  Auxiliaries  to  the  Arlington, 
Alexandria  and  Fairfax  County  Medical  So- 
cieties met  for  luncheon.  The  Fairfax  Aux- 
iliary was  hostess  for  this  year  and  Mrs.  Peter 
Soyster,  president,  cordially  welcomed  the 
guests  and  members.  Mrs.  Clyde  Bedsaul, 
president  of  the  Auxiliary  to  The  Medical 
Society  of  Virginia,  and  Mrs.  William  F. 
Grigg,  Jr.,  president-elect,  were  guests  of 
honor  for  the  occasion.  Other  Auxiliary 
presidents  were  Mrs.  Robert  Norment  of 
Alexandria  and  Mrs.  Robert  Anderson  of 
Arlington.  Mrs.  Henry  Bastien  as  head  of 


the  AMEF  in  the  State,  Mrs.  James  Moss, 
State  treasurer  and  councilor  to  the  South- 
ern Medical  Auxiliary,  Mrs.  Carl  P.  Parker, 
Jr.,  chairman  of  the  State  nominating  com- 
mittee, Mrs.  T.  B.  McCord,  vice-president 
of  the  State  Auxiliary,  Mrs.  Hermann  Dia- 
mant,  president-elect  of  Arlington,  Mrs. 
William  Reardon  of  Fairfax,  and  Mrs.  Moss 
of  Alexandria,  were  at  the  head  table.  Mrs. 
Allan  Hall  was  in  charge  of  plans  and  dec- 
orations for  the  luncheon. 

In  her  talk,  Mrs.  Grigg  deplored  the 
apathy  toward  civilian  defense.  We  owe  to 
our  children  the  chance  to  survive.  Others 
will  turn  to  us  as  doctors’  wives  in  the  event 
of  attack.  We  need  informed  auxiliary 
members  to  help  our  doctors. 

Mrs.  Bedsaul  asked  that  we  preserve  the 
heritage  of  medicine  which  the  A.M.A.  is 
struggling  to  do.  We  should  encourage  the 
young  people  to  enter  health  careers  and  we 
should  support  the  medical  schools  through 
AMEF.  Medicine  practiced  in  a free  society 
is  the  most  effective  but  a strong  auxiliary 
is  needed  to  help. 

Mrs.  C.  Barrie  Cook,  Publicity 

Fairfax  County  Auxiliary 


Safety  Tips  for  Flying  Kites 


The  following  safety  rules  for  flying  kites 
were  suggested  in  the  May  Today’s  Health, 
a publication  of  the  American  Medical  As- 
sociation: 

— Never  fly  a kite  in  the  rain. 

— Don’t  fly  a kite  that  has  metal  in  the 
frame  or  tail,  or  use  tinsel-string,  wire,  or 
twine  that  has  metal  in  it. 

— Avoid  electric  power  lines,  radio  and 


television  aerials  when  flying  a kite. 

— If  the  kite  gets  caught  in  power  lines, 
never  pull  on  the  string  or  climb  the  pole 
to  loosen  it. 

— Fly  the  kite  in  an  open  field  and  avoid 
running  across  streets  or  highways. 

— If  the  kite  or  string  gets  stuck  on  a 
roof,  tree,  or  wires,  leave  it  there  and  get  a 
new  kite. 
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Editorial . . 


To  Speak  Fitly 


TOURING  THE  SERMON  the  other  Sunday,  I was  startled  out  of 
reverie  by  the  minister’s  stating,  "A  catatonic  has  no  friends  because 
he  cannot  speak”.  No  longer  is  silence  golden,  if  it  ever  was.  "A  word 
fitly  spoken,”  according  to  Proverbs,  "is  like  apples  of  gold  in  a setting 
of  silver.”  All  America  has  been  favorably  impressed  by  the  unusual 
articulateness  of  the  astronauts. 

One  of  the  greatest  assets  a professional  man  can  have,  assuming,  of 
course,  that  his  professional  learning  is  adequate,  is  the  ability  to  com- 
municate both  by  word  of  mouth  and  by  the  written  word.  The  art  of 
communication  is  fast  becoming  a lost  art  in  the  midst  of  a plethora  of 
communication  media.  Perhaps  the  very  nature  of  the  media,  the  neces- 
sity for  filling  with  words — any  words — the  gaping  holes  of  newspaper 
and  magazine  columns,  the  empty  minutes  on  television  and  radio,  has 
contributed  to  the  gobbledygook  we  hear  and  read  these  days.  This 
necessity  has  certainly  contributed  to  the  carelessness  with  which  we 
choose  these  words.  At  the  risk  of  seeming  petty,  pedagogical  or  picayune, 
I recommend  that  our  profession,  particularly,  exert  great  care  not  only 
in  what  we  say  but  in  how  we  say  it. 

Use  of  the  words  "appraise”  for  "apprise”,  "imply”  for  "infer”,  might 
make  a patient  worry  lest  the  doctor’s  professional  knowledge  be  on  a 
par  with  his  knowledge  of  the  language.  As  the  New  Yorker  Magazine 
once  quipped  about  the  contents  of  a certain  brand  of  cigarette:  "We 
wonder  whether  the  company  is  as  careless  in  the  preparation  of  its 
products  as  it  is  in  the  grammar  of  its  advertisements.”  Small  things,  to 
be  sure,  but  not  so  small  if  a more  literate  patient  finds  his  confidence  in 
his  doctor  waning. 

In  industry,  big  business  executives  have  in  the  past  been  men  of  force 
who  have  worked  their  way  to  the  top  through  their  technical  skill  and 
knowledge.  Now  big  business  gives  priority  to  articulateness.  Top  ex- 
ecutives are  chosen  largely  because  of  their  ability  to  communicate  their 
ideas  to  others  and  thus  mold  policy. 

In  this  modern  world,  medicine  must  realize  that  it,  too,  is  big  business. 
We  must  choose  our  spokesmen  from  among  those  who  can  best  present 
medicine’s  point  of  view  to  the  public.  We  should  prefer  to  have  all 
members  of  the  profession  as  able  as  Dr.  Ennis  proved  to  be  in  his  tele- 
vision debates  with  Walter  Reuther  this  past  winter.  Since  we  are  not 
all  as  gifted  as  Dr.  Ennis,  we  should  certainly  encourage  our  prospective 
medical  students  to  get  as  firm  a foundation  as  possible  in  the  humanities 
during  their  undergraduate  days,  with  emphasis  on  how  to  write  and 
how  to  speak — Fitly.  ("In  a fit  manner;  also,  at  a fit  time.”) 

Hugh  H.  Trout,  Jr.,  M.D. 
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KING  BILL:  The  House  Ways  and  Means  Committee  plans  to  hold  extended  public 
hearings  on  the  King  bill  (H.R.  4222)  after  it  has  completed  hearings  on  the  Admin- 
istration’s tax  reform  bill.  Since  hearings  on  the  tax  reform  measure  will  run  well 
into  June,  the  King  bill  will  probably  not  have  its  day  until  late  in  the  month  or 
early  July. 

This  move  might  well  take  some  of  the  pressure  off  the  Senate  to  tack  medical  care 
for  the  aged  provisions  to  the  House  passed  Social  Security  cash  benefits  bill.  This, 
however,  provides  little  reason  to  feel  encouraged.  Only  recently,  Senator  Clinton  P. 
Anderson  (D.,  N.M.)  declared:  "There  has  been  some  speculation  in  the  press  that  there 
will  be  no  effort  in  this  session  of  Congress  to  get  action  on  President  Kennedy’s  pro- 
gram for  health  care  for  the  aged.  . . Neither  the  Administration  nor  the  supporters 
of  this  proposal  in  the  Senate,  are  shelving  their  interest  in  the  health  of  our  elderly 
until  next  year.” 
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KEOGH  BILL:  Physicians  can  find  something  to  cheer  about  in  the  fact  that  the 
House  Ways  and  Means  Committee  has  ordered  the  Keogh  bill  (H.R.  10)  favorably 
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reported — despite  Administration  opposition.  The  bill  would  permit  self-employed  per- 
sons to  deduct  for  income  tax  purposes  10%  of  their  incomes,  up  to  $2,500  a year,  if 
they  invest  in  specified  types  of  retirement  plans.  The  bill  is  expected  to  receive  House 
support  when  voted  on  during  the  latter  part  of  May. 

Although  Senate  passage  also  appears  quite  likely,  action  by  that  body  may  be  delayed 
until  next  year  because  of  Administration  opposition.  Congressman  Keogh  (D.,  N.Y.) 
recently  said:  "We  have  taken  a big  step  in  the  right  direction  and  I am  confident 
that  after  ten  long  years  of  waiting,  H.R.  10  will  be  enacted  into  law.” 

TV  DEBATE:  There  is  considerable  speculation  as  to  whether  Secretary  of  HEW  Rib- 
icoff  will  accept  an  AMA  challenge  to  debate  the  subject  of  socialized  medicine.  Rib- 
icoff,  while  voicing  his  willingness  to  debate,  has  balked  at  facing  Dr.  Edward  Annis. 
He  insists  that  his  opponent  be  AMA  President  Dr.  E.  Vincent  Askey.  With  charges 
and  counter-charges  flying  thick  and  fast,  a showdown  decision  is  expected  momen- 
tarily. 

KERR-MILLS:  President  Kennedy  has  signed  into  law  H.R.  4884.  The  bill,  which 
provides  aid  to  dependent  children  of  unemployed  parents,  contains  a provision 
which  expands  the  Kerr-Mills  program.  Under  the  provision,  the  amount  which  the 
Federal  Government  can  provide  as  matching  funds  for  medical  care  under  old  age 
assistance  is  increased  from  $12  to  $15  a month. 


QUOTE  OF  THE  MONTH:  Dr.  John  Wyatt  Davis,  Jr.,  Chairman  of  the  Society’s 
Public  Relations  Committee,  calls  attention  to  a letter  written  by  Congressman  Rich- 
ard H.  Poff  in  answer  to  an  inquiry  by  a patient  concerning  health  care  for  the  aged. 
Your  editors  believe  that  the  views  of  Congressman  Poff  are  shared  by  nearly  all  of 
Virginia’s  representatives  in  Congress.  Mr.  Poff  wrote:  "...  I find  it  difficult  to  fol- 
low the  reasoning  of  those  who  argue  that  the  Social  Security  approach  is  the  only 
solution.  Under  Social  Security,  the  program  would  be  administered  solely  by  the 
Federal  Government.  The  Kerr-Mills  bill  passed  last  year  (P.L.  86-778)  provides  for 
State  and  local  administration  with  a Federal  contribution  to  the  cost,  and  unlike 
the  Social  Security  approach,  contains  a 'needs  test’.  Surely,  the  Kerr-Mills  program 
should  be  given  an  opportunity  to  prove  or  disprove  itself  before  the  Social  Security 
program  is  saddled  with  another  increase  and  another  drain  on  the  fund  which  most 
economists  consider  already  actuarially  unsound.  . . .” 

h 

NATION AF  SECURITY  CONFERENCE:  The  Council  on  National  Security,  Amer- 
ican Medical  Association,  will  sponsor  its  9th  annual  conference  on  disaster  medical 
care  in  New  York  on  Saturday,  June  24.  The  conference  will  be  held  at  the  Statler- 
Hilton  Hotel. 

This  year’s  conference  is  being  presented  by  the  United  States  Air  Force  Medical 
Service,  and  the  theme  is  "Defense  Training  for  All — A Resource  for  National  De- 
fense”. On  the  basis  of  Air  Force  experience,  training,  and  operation,  its  Medical 
Service  has  planned  an  outstanding  program  devoted  to  the  civilian  application  of  med- 
ical preparedness  in  nuclear  war. 

A complete  program  can  be  obtained  by  contacting  the  Council  at  AMA  headquar- 
ters, 0 5 North  Dearborn  Street,  Chicago  10,  Illinois. 

TOUCHING  AFF  BASES:  A floating  hospital  has  recently  been  made  available  to 
the  tens  of  thousands  of  Chinese  who  live  all  their  lives  on  sampans  and  fishing  boats 
in  Hong  Kong  bay. 

There  are  231  full-time  nurses  per  100,000  population  in  this  country  whereas  the 
American  Nurses’  Association  considers  300  nurses  per  100,000  a reasonable  figure. 

In  1926,  a man  in  New  Jersey  set  a glass  of  lemonade  containing  a spoon  on  a window 
sill  and  in  the  morning  it  was  frozen.  When  he  put  the  glass  under  the  water  tap  and  the 
lemonade  slipped  out  in  solid  form  with  the  spoon  as  handle,  the  popsickle  was  origin- 
ated. 

The  rate  of  hospital  admissions  for  ulcers  has  quadrupled  in  the  past  twenty  years, 
according  to  a national  health  survey. 


Society  Activities 


Southwestern  Virginia. 

The  regular  spring  meeting  of  this  Society 
was  held  in  the  George  Wythe  Hotel, 
Wytheville,  on  April  20th.  The  president, 
Dr.  J.  A.  Soyars,  Saltville,  called  the  meeting 
to  order. 

A resolution  was  introduced  and  passed 
that  the  delegates  to  the  annual  meeting  of 
The  Medical  Society  of  Virginia  should  pre- 
sent that  this  society  is  in  favor  of  Catawba 
Tuberculosis  Hospital  being  restricted  to 
admission  for  cases  of  proven  tuberulosis,  or 
reasonably  suspects  for  same.  Another  res- 
olution was  passed  that  the  delegates  should 
push  for  the  State  of  Virginia  to  pass  en- 
abling legislature  that  would  permit  doctors 
to  incorporate  and  thus  save  on  income  taxes 
and  allow  for  retirement  funds. 

The  fall  meeting  of  this  Society  will  be 
held  in  Radford  on  September  3rd. 

The  Medical  Society  of  Northern  Virginia 

Met  at  the  Shenandoah  County  Memorial 
Hospital,  Woodstock,  on  April  11th,  with 
Dr.  Dennis  P.  McCarty,  president,  presid- 
ing, and  Dr.  William  B.  Crawford,  vice- 
president,  acting  for  the  host  hospital. 

The  following  scientific  program  was 
presented:  Disc  Syndrome  by  Dr.  Stanley 
Sager;  Duodenal  Loop  by  Dr.  Jesse  Clore; 
Review  of  Cytological  Smears  by  Dr.  George 
Murphy;  and  Drug-Induced  Anemias  by 
Dr.  Donald  M.  Mohler,  department  of  he- 
matology of  the  University  of  Virginia. 

Neuro-Psyehiatric  Society  of  Virginia. 

At  the  recent  meeting  of  this  Society,  Dr. 
Robert  H.  Thrasher,  Norfolk  was  installed 
as  president.  Dr.  Howard  H.  Ashbury,  Wil- 
liamsburg, was  named  president-elect;  Dr. 
Edward  W.  Gamble,  II,  Radford,  secretary- 
treasurer;  Dr.  Weir  M.  Tucker,  Richmond, 


member  of  the  council;  and  Dr.  G.  Edmond 
Stone,  Staunton,  representative  of  the  as- 
sembly. 

Tri-State  Medical  Association. 

The  Annual  Meeting  of  this  Association 
will  be  held  at  The  Cavalier,  Virginia  Beach, 
July  27th  and  28th.  Dr.  Furman  T.  Wal- 
lace, Spartanburg,  South  Carolina,  is  presi- 
dent, and  Dr.  Malcolm  H.  Harris,  West 
Point,  president-elect.  Further  information 
may  be  obtained  from  the  secretary-treas- 
urer, Dr.  R.  B.  Davis,  122  South  Greene 
Street,  Greensboro,  North  Carolina. 

The  Virginia  Society  of  Pathology 

Recently  adopted  the  following  resolution 
and  asked  that  it  be  brought  to  the  atten- 
tion of  members  of  The  Medical  Society  of 
Virginia: 

In  common  with  other  forms  of  medical 
consultation,  the  Pathologists’  opinion  serves 
the  patient  best  when  there  is  direct  contact 
between  the  Clinician  and  Pathologist. 

In  no  other  examination  is  there  any 
greater  need  for  such  a contact  than  in  the 
correlation  of  cytology,  biopsy,  and  clinical 
signs  of  symptoms. 

Our  collective  experience  having  taught 
us  that  the  patient  is  best  served  by  direct 
discussion,  and  knowing  that  all  parts  of  the 
State  of  Virginia  are  adequately  served  by 
Pathologists,  we,  therefore,  resolve 
that: 

1.  Clinicians  be  urged  to  submit  their 
cytology  slides  to  the  local  pathologist. 

2.  The  members  of  the  Virginia  Society 
of  Pathology  reiterate  their  long 
standing  policy  to  perform  without 
charge,  any  laboratory  procedure,  in- 
cluding cytology,  on  patients  declared 
indigent  by  the  attending  physician. 
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New  Members. 

Since  the  list  published  in  the  May  issue 
of  the  Monthly,  the  following  doctors  have 
been  admitted  into  membership  in  The  Med- 
ical Society  of  Virginia: 

Jerome  Eugene  Adamson,  M.D.,  Norfolk 
Edward  Lee  Alexander,  Jr.,  M.D.,  New- 
port News 

Albert  Facundo  Borges,  M.D.,  Falls 
Church 

William  Turkington  Clarke,  M.D., 
Richmond 

Emilio  Espinosa,  M.D.,  Suffolk 
John  Efamilton  Greig,  M.D.,  Richmond 
Bahri  O.  Gungor,  M.D.,  Vienna 
Donald  Sherman  Howell,  M.D.,  Suffolk 
Robert  Archer  Goodwin  Jones,  M.D., 
Hampton 

Thomas  George  McWilliams,  M.D., 
Arlington 

Walter  H.  Mendel,  M.D.,  Richmond 
Italo  Pio  Rinaldi,  M.D.,  Newport  News 
William  Asa  Seawell,  M.D.,  Suffolk 
John  Russell  Wadleigh,  M.D.,  Arlington 
Carold  Jean  Whidden,  M.D., 

Rural  Retreat 

Dr.  Leroy  Smith  Honored. 

Dr.  Smith  of  Richmond  has  been  pre- 
sented this  year’s  local  B’nai  B’rith  citizen- 
ship award  which  is  made  annually  to  a 
Richmond  resident  who  has  made  an  out- 
standing and  worthwhile  contribution  to 
the  community.  He  has  performed  nearly 
2,000  plastic  operations  at  the  Crippled 
Children’s  Hospital  and  has  served  since 
1947  as  major  medical  consultant  to  the 
State  Rehabilitation  Service  and  since  195  8 
as  clinical  director  of  the  facial  and  de- 
formity project  of  the  State  Bureau  for 
Crippled  Children. 

Dr.  Smith  was  also  presented  with  a sim- 
ilar award  from  the  Sertoma  Club  of  Rich- 
mond. This  award  is  given  annually  to 


outstanding  citizens  for  humanitarian,  civic 
or  other  service  to  the  community  or  na- 
tion. It  goes  only  to  non  Sertoma  members. 

Dedication  of  St.  Elizabeth’s  Medical 

Building. 

The  thirty-first  annual  meeting  of  the  St. 
Elizabeth’s  Hospital  (Richmond)  Associa- 
tion of  Ex-Interns  and  Residents  was  held  in 
conjunction  with  the  dedication  of  the  new 
medical  building  on  April  2 5 th.  The  clin- 
ical session  was  held  at  the  Commonwealth 
Club  with  the  following  program:  Breast 
Cancer  and  Pregnancy  by  Dr.  Joseph  H. 
Farrow,  Association  Clinician  of  Sloan- 
Kettering  Institute  for  Cancer  Research; 
Palliative  Treatment  for  Recurrent  and  In- 
operable Carcinoma  of  the  Breast  by  Dr.  E. 
Meredith  Alrich,  University  of  Virginia; 
Civil  War  Medicine  by  Dr.  Harry  J. 
Warthen,  Medical  College  of  Virginia;  and 
The  Ideal  Surgeon  by  Dr.  Paul  C.  Colonna, 
Professor  of  Orthopedic  Surgery  of  the  Uni- 
versity of  Pennsylvania. 

The  new  medical  building  which  adjoins 
the  hospital  was  dedicated  to  the  memory 
of  four  doctors  who  were  active  members 
of  the  stalf  at  the  time  of  their  death — Dr. 
J.  Shelton  Horsley,  Dr.  John  S.  Horsley,  Jr., 
Dr.  A.  I.  Dodson,  and  Dr.  Thomas  E.  Stan- 
ley. The  building  houses  administrative  of- 
fices, examining  and  treatment  rooms, 
medical  records  library,  staff  dining  room 
and  other  miscellaneous  rooms  for  the  staff. 

The  J.  Shelton  Horsley  Memorial  Lecture 
was  held  at  the  Richmond  Academy  of  Med- 
icine in  the  evening.  Dr.  J.  D.  Martin, 
Professor  and  Chairman  of  the  Department 
of  Surgery  of  Emory  University,  spoke  on 
Steroid  Induced  Ulcers  of  the  Gastrointes- 
tinal Tract. 

DAR  Honors  Physicians. 

The  Cobbs  Hall  Chapter  of  the  Daugh- 
ters of  the  American  Revolution  has  recently 
honored  two  physicians. 
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Dr.  Chichester  Tapscott  Peirce,  Nutts- 
ville,  has  been  presented  with  a framed, 
hand-printed-on-parchment  tribute  for  "his 
many  years  of  service  to  the  people  of  this 
community.  For  his  loving  concern  and 
sympathetic  understanding  encompasses  the 
true  value  of  the  family  doctor  to  each  of 
us.  As  our  physician,  advisor,  and  friend, 
he  has  made  our  lives  finer  because  of  his 
presence.”  Dr.  Peirce  began  his  medical 
practice  in  Accomack  County  in  1899. 

Dr.  Robert  Eubank  Booker,  Lottsburg, 
was  also  presented  a parchment  tribute  hon- 
oring him  for  his  loving  concern  and  sym- 
pathetic understanding.  He  has  practiced 
in  Lottsburg  for  more  than  fifty  years. 

Portrait  of  Dr.  Archer. 

Dr.  Vincent  W.  Archer,  Past-President 
of  The  Medical  Society  of  Virginia,  was 
honored  in  Charlottesville  on  April  14,  when 
his  portrait,  overlooking  the  department 
reception  area  of  the  new  University  Ra- 
diology Building,  was  unveiled.  Many  of 
Dr.  Archer’s  close  friends  and  associates, 
including  Senator  A.  Willis  Robertson  and 
former  Governor  Colgate  Darden,  were 
present  for  the  ceremony. 

Dedication  of  New  Hospital  and  Radiol- 
ogy Building. 

The  dedication  of  the  new  hospital  and 
radiology  building  at  the  University  of  Vir- 
ginia was  held  on  April  14th.  President  Ed- 
gar F.  Shannon,  Jr.,  presided  at  the  program. 
Historical  Background  was  given  by  Dr. 
Alfred  R.  Shands,  Jr.,  Wilmington,  Dela- 
ware; Future  of  the  Medical  Center  by  Dr. 
Thomas  H.  Hunter,  Dean  of  the  School  of 
Medicine.  The  Hospital  was  dedicated  by 
Colgate  W.  Darden,  Jr.,  Former  President 
of  the  University,  and  was  accepted  by  Dr. 
Shannon. 

The  Vincent  W.  Archer  Lecture  was 
given  by  Dr.  H.  Bentley  Glass,  Professor  of 
Biology  of  Johns  Hopkins  University.  His 
subject  was  The  Growing  Role  of  Genetics 
in  Medicine. 


Dr.  Paul  D.  Camp, 

Richmond,  has  been  elected  one  of  the 
24  members  of  the  Council  of  Directors  of 
the  Inter-American  Society  of  Cardiology. 
Council  members  come  from  English-Span- 
ish-  and  Portuguese-speaking  countries  and 
are  elected  for  four-year  terms. 

University  Receives  Grant. 

The  Department  of  Otolaryngology  of 
the  University  of  Virginia  School  of  Medi- 
cine has  been  notified  by  the  United  States 
Department  of  Health,  Education  and  Wel- 
fare that  it  will  be  the  recipient  of  a grant 
of  $16,122.00  for  the  fiscal  year  1961-62. 

The  grant  is  for  the  purpose  of  improving 
and  expanding  the  training  program  for  the 
residents  preparing  to  specialize  in  diseases 
of  the  ear,  nose  and  throat.  The  Depart- 
ment provides  a training  program  for  five 
residents  interested  in  this  field. 

The  money  will  be  used  to  purchase  the 
newest  type  of  equipment,  particularly  for 
use  in  diagnosing  and  treating  diseases  of 
the  larynx  and  ears.  Also  the  fund  will  be 
used  to  expand  the  teaching  program  and 
to  institute  a research  project. 

Dr.  F.  Preston  Titus 

Has  recently  been  elected  president  of  the 
Board  of  Trustees  of  the  Alexandria  Com- 
munity Health  Center. 

Drs.  James  B.  Gilbert,  John  Hoyle,  Har- 
rison Picot,  John  Ransmeier,  and  S.  H.  Wil- 
liams were  among  those  elected  to  the  Board. 

Join  Staff  of  Eastern  State  Hospital. 

Dr.  Charles  Edward  Holderby  and  Dr. 
George  Bernard  Massey  have  joined  the  staff 
of  the  Eastern  State  Hospital.  Dr.  Holderby 
has  been  practicing  in  Newport  News  and 
Dr.  Massey  has  been  at  North  Tazewell. 

Alumni  Association. 

The  Greater  Washington  Area  Alumni 
Association  of  the  Medical  College  of  Vir- 
ginia held  its  annual  meeting  at  the  Marriott 
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Motel  on  April  18th.  Dr.  C.  Blackwell 
Smith,  president  of  the  College,  talked  to 
the  group  about  the  tremendous  expansion 
of  the  College. 

Officers  elected  for  the  incoming  year  in- 
cluded: President,  Dr.  Henry  Amiss  Horn- 
thal;  vice-president,  Dr.  Grover  Starbuck, 
and  secretary-treasurer,  Dr.  John  E.  Alex- 
ander. Dr.  Fred  Hines  is  the  outgoing  presi- 
dent. 

Dr.  Victor  P.  Owen, 

Jarratt,  has  been  named  director  of  the 
Brunswick-Greenville-Mecklenburg  Health 
District.  He  began  his  duties  on  May  1st. 
Dr.  Owen  has  been  in  private  practice  at 
Jarratt  for  the  past  eight  years. 

Dr.  Carpenter  Retires. 

Colonel  George  R.  Carpenter,  Chief  of 
the  Preventive  Medicine  Division  of  the  First 
U.  S.  Army  Medical  Section,  retired  on 
April  30th  after  more  than  twenty  years 
active  service  with  the  Army. 

Dr.  Carpenter  graduated  from  the  Uni- 
versity of  Virginia  School  of  Medicine  in 
1934  and  was  formerly  Public  Health  phy- 
sician in  Fairfax  and  Bristol- Washington 
Counties  in  Virginia.  He  is  a member  of 
The  Medical  Society  of  Virginia. 

Colonel  Carpenter  and  his  wife,  the  for- 
mer Clara  E.  Elliott  of  Richmond,  will  make 
their  home  in  Harrisburg,  Pennsylvania, 
where  he  is  joining  the  Division  of  Local 
Health  Services  of  the  Pennsylvania  State 
Health  Department. 

New  Revision  of  Publication. 

The  Clinical  Center  of  the  National  In- 
stitutes of  Health  has  just  published  a new 
revision  of  Current  Clinical  Studies  and 
Patient  Referral  Procedures.  The  publica- 
tion describes  briefly  the  diagnostic  require- 
ments, purposes  and  methods  of  those  studies 
expected  to  be  most  active  during  the  cur- 
rent year. 

Consideration  for  admission  to  the  Clinical 


Center  is  restricted  to  individuals  referred 
by  their  own  physician  and,  on  the  basis  of 
a summary  provided  by  referral,  judged  by 
the  appropriate  NIH  investigators  to  have 
a particular  kind  and  stage  of  illness  or  other 
condition  required  in  one  or  more  clinical 
studies. 

Physicians  desiring  to  receive  a copy  of 
the  publication  should  write  to  Dr.  Jack 
Masur,  Director  of  the  Clinical  Center, 
NIH,  Bethesda  14,  Maryland. 

American  Cancer  Society. 

The  1961  Scientific  Session  of  this  Society 
will  be  held  at  the  Biltmore  Hotel,  New 
York  City,  October  23-24. 

For  further  information,  write  to  the 
Professional  Education  Section  of  the  Amer- 
can  Cancer  Society,  521  West  57th  Street, 
New  York  19. 

Heart  Association  Grant. 

The  Virginia  Heart  Association  and  its 
chapters  have  made  a grant  of  $40,000  to 
the  Medical  College  of  Virginia  for  the  es- 
tablishment of  a Chair  of  Cardiovascular 
Research.  This  grant  is  for  salary,  equip- 
ment and  supplies  for  the  initial  two-year 
period  and  the  College  will  contribute  a 
minimum  of  $5  000  a year.  The  joint  agree- 
ment is  for  a two-year  period  with  the  pos- 
sibility of  its  continuance  from  year  to 
year. 

The  Heart  Association  is  providing  this 
research  grant  in  order  to  assist  the  College 
in  increasing  its  capacity  to  do  heart  re- 
search, to  train  more  young  men  in  research, 
and  to  stimulate  research  and  teaching  in 
the  cardiovascular  field  by  others  at  the 
College. 

Wanted. 

Cardiologist  or  Internist,  Board  Eligible, 
on  staff  of  a fifty-bed  hospital.  Immediately. 

Apply  to  Lebanon  General  Hospital,  Inc., 
Dr.  W.  C.  Elliott,  Chief  of  Staff,  Lebanon, 
Virginia.  (Adv.) 


386 


Virginia  Medical  Monthly 


Now  an  exempt  preparation  under 
FpflAral  Narcotic  Lawfi 


In  convenient  tablet  form... 


(BRAND  OF  DIPHENOXYLATE  HYDROCHLORIDE  WITH  ATROPINE  SULFATE) 


LOwers  propulsive 
MOTILity 

Stops  diarrhea  promptly 


Extensive  clinical  experience  in  the  United 
States  and  Europe  demonstrates  that  Lomotil 
provides  prompt  and  positive  symptomatic  con- 
trol of  diarrhea. 

Lomotil  possesses  a highly  efficient  antiperi- 
staltic  action.  It  controls  diarrhea  with  few  or 
none  of  the  undesirable  side  effects  of  many 
other  commonly  used  antiperistaltic  agents. 

In  the  control  of  diarrhea,  Lomotil  offers 
safety,  efficacy  and  greater  convenience. 

DOSAGE:  The  recommended  initial  dosage  for 
adults  is  two  tablets  (2.5  mg.  each)  three  or  four 
times  daily,  reduced  to  meet  the  requirements 


of  each  patient  as  soon  as  the  diarrhea  is  under 
control.  Maintenance  dosage  may  be  as  low  as 
two  tablets  daily.  Lomotil,  brand  of  diphenoxy- 
late hydrochloride  with  atropine  sulfate,  is  sup- 
plied as  unscored,  uncoated  white  tablets  of  2.5 
mg.,  each  containing  0.025  mg.  (!4.joo  grain)  of 
atropine  sulfate  to  discourage  deliberate  over- 
dosage. 

Recommended  dosage  schedules  should  not 
be  exceeded. 

e.  d.  SEARLE  & co. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


Volume  88,  June,  1961 


31 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital 

Roanoke,  Virginia 
Announces  to  the  Profession 


THIRTY-FOURTH  ANNUAL  SPRING  CONGRESS 

in 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

April  3 through  April  8,  1961 

GUEST  SPEAKERS 


Rudolf  Aebli,  M.D New  York,  N.  Y. 

Allen  Barker,  M.D Roanoke,  Va. 

Windsor  S.  Davies,  M.D Detroit,  Mich. 

R.  M.  Fasanella,  M.D New  Haven,  Conn. 

Robert  L.  Goodale,  M.D Boston,  Mass. 

Thomas  R.  Hedges,  Jr.,  M.D. Philadelphia,  Pa. 

Chevalier  L.  Jackson,  M.D Philadelphia,  Pa. 

George  M.  Knauf,  Colonel,  USAF,  MC 

Patrick  Air  Force  Base,  Fla. 
Arthur  Linksz,  M.D New  York,  N.  Y. 


George  W.  Murgatroyd,  Jr.,  M.D. .Baltimore,  Md. 

Donald  F.  Proctor,  M.D Baltimore,  Md. 

James  E.  Purnell,  M.D New  York,  N.  Y. 

Bernard  Schwartz,  M.D Brooklyn,  N.  Y. 

Ben  H.  Senturia,  M.D St.  Louis,  Mo. 

Benjamin  H.  Shuster,  M.D.-.Philadelphia,  Pa. 

Harold  Syrop,  D.D.S Richmond,  Va. 

Frederick  H.  Theodore,  M.D New  York,  N.  Y. 

William  P.  Tice,  M.D Roanoke,  Va. 

Henry  P.  Wagener,  M.D Rochester,  Minn. 


For  further  information  write: 

Superintendent,  P.  O.  Box  1789  Roanoke,  Virginia 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 
W.  L.  Mason,  M.D. 

J.  Warren  Montague,  M.D. 
Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
Urological  Surgery: 

Frank  Pole,  M.D. 

J.  Edward  Hill,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

Irvin  W.  Cavedo,  Jr.,  M.D. 
Pathology: 

James  B.  Roberts,  M.D. 
Physiotherapy: 

Miss  Etheleen  Dalton 
Director: 

Charles  C.  Hough 
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ST.  ELIZABETH’S  HOSPITAL 


RICHMOND  20,  VIRGINIA 


ESTABLISHED  1912 

Guy  VV.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

J.  Edward  Hill,  M.D. 

Urology 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

J.  Shelton  Horsley,  III,  M.D. 
General  Surgery  and  Gynecology 

VV.  Kyle  Smith,  Jr.,  M.D. 

Internal  Medicine 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 


RICHMOND 
EYE  HOSPITAL 
RICHMOND 
EAR,  NOSE  AND 
THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 

A new  non-profit  Community  Hospital  spe- 
cially constructed  for  the  treatment  of  Eye, 
Ear,  Nose  and  Throat  Diseases,  including 
Laryngeal  Surgery,  Bronchoscopy  and  Plastic 
Surgery  of  the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 

Address: 

JULIA  WAGNER  WATERS,  R.N.,  Administrator 
408  North  12th  Street 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

dLo 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

For  convalescent,  aged,  chronically  ill, 
and  retired  persons.  Provides  healthful 
rest,  excellent  nursing  care  in  cheerful, 
comfortable  surroundings.  Air-condition- 
ed, fire-safe  building.  Accommodations 
for  eighty-eight.  Medical  Supervision. 
Inspection  Invited.  Write,  or  telephone 
Essex  3-3434. 

Rates: 

$45.00  to  $75.00  per  week 


Every  Virginia  Doctor  Should 
Hare  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 
Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 


if  tf  r 'i  4 Established  1916 

£lppmad)ian  • Asheville,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  1955  H.N.  Alford,  Atlanta,  Co. 
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Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with  ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  "long  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-2483 


Third  Decade  of  Nursing 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


MARY  INGRAM  CLARK  (1884-1955) 


A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 
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TUCKER  HOSPITAL  Inc 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield 
Dr.  George  S.  Fultz 


Dr.  Weir  M.  Tucker 
Dr.  Amelia  G.  Wood 


ST.  LUKE’S  HOSPITAL 


McGUIRE  CLINIC 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 

JOHN  B.  CATLETT,  M.D. 
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Neurology 

RAYMOND  A.  ADAMS,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
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Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 


Urology 

CHAS.  M.  NELSON,  M.D. 
AUSTIN  I.  DODSON,  JR.,  M.D. 


Bronchoscopy 

GEORGE  AUSTIN  WELCHONS.  M.D 
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HENRY  S.  SPENCER,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER,  M.D. 

JOHN  L.  THORNTON.  M.D. 

Anesthesiology 
HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 
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- « Understanding  Care  • — — 

Your  Patients  Get  the  Skilled  Care  They  Deserve 


Health  Approved  Intermediate  Care Inspection  Invited 

AGED  * TERMINAL  CASES  • CHRONICALLY  ILL 


• Round  the  Clock  Skilled  Care 

• Highest  Ethical  Operating  Standards 

• R.N.  Supervision  and  M.C.V.  Extern 

• Trained  Dietitian  • Male  Orderlies 


Bernard  Maslan 
Administrator 


Terrace 


Dial 

MIlton  3-2777 


• 67  Simmons  Hospital  Bed  Capacity 

• Automatic  Litter-Size  Elevator 

• Rates  Start  From  $60  Weekly 

• Private  and  Multiple  Rooms — toilets 


Hill  Nursing  Home 

Inc. 


2112  Monteiro  Ave. 
Richmond  22,  Va. 


• Sprinkler  and  "Atmo"  System  Equipped  • 


REPRINT  PRICES  OF  ARTICLES  IN  THE 
VIRGINIA  MEDICAL  MONTHLY 
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Whatever  the  cause . . . 
belbarb'  soothes 
the  agitated  mind  and 
calms  G-l  spasms 
through  the 
central  effect 
of phenobar- 
bital  and  the 
synergistic  action 
of  fixed  proportions 
of  natural  belladonna 
alkaloids  on  the 
G-l  tract. 


COMPOSITION:  Each  Belbarb 
tablet  or  fluidram  Elixir  con- 
tains phenobarbital  lA  gr.,  bel- 
ladonna alkaloids  equiv.  fresh 
tr.  belladonna  8 min.  Belbarb 
No.  2 same  as  Belbarb  except 
Vi  gr.  phenobarbital  for  more 
sedative  action. 

HOW  SUPPLIED:  Tablets: 
Bottle  of  100,  500  and  1000.  Elix- 
ir: Pint  and  gallon  bottles. 


Sedative— An  ti  spasmodic 
20  years  of  clinical  satisfaction 

belbarb 


Charles  c. 


Richmond,  Virginia 
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T)i&ialtS 

in  its  completeness 


Digitalis 

( Davies.  Rose ) 

0.1  Gram 

‘iWfBX.  iVi  grains) 
CAUTION:  Federal 
luw  prohibits  dispens- 
ing without  prescrip- 


tion 


Witt.  ROSE  t C8..  Ut 
Mass  0 S.  A 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 


Physiologically  Standardized 
therefore  always 
dependable. 

Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass, 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 
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ow  would  you  design 
a tranquilizer 
specifically 
for  geriatric 
patients  ? 


wouldn’t  you  see  how  closely  these  atarax 
want  it  to  be : advantages  meet  your  standards 


efficacious  ATARAX  . . seems  to  be  the  agent  of  choice  in  patients  suffering  from 
removal  disorientation,  confusion,  conversion  hysteria  and  other  psycho- 
neurotic conditions  occurring  in  old  age.”1 

“No  untoward  effects  on  liver,  blood,  and  nervous  system  were  observed.”2 

well  tolerated 

palatable  Delicious  atarax  syrup  pleases  patients  who  resist  tablets. 


Nor  is  that  all  atarax  has  to  offer.  When  elderly  patients  require  surgery, 
atarax  provides  effective  preanesthetic  adjunctive  therapy.  In  fact,  though 
outstandingly  useful  in  geriatric  patients,1-2  atarax  equally  well  meets 
the  needs  of  disturbed  children  and  tense  working  adults  (it  calms,  seldom 
impairing  mental  acuity).  Why  not  extend  its  benefits  to  all  your  tense 
and  anxious  patients? 

Dosage:  For  adults:  25  mg.  t.i.d.  to  100  mg.  q.i.d.  For  children:  under  6 years, 
50  mg.  daily;  over  6 years,  50-100  mg.  daily;  in  divided  doses.  Supplied:  Tablets 
10  mg.  and  25  mg.,  in  bottles  of  100  and  500.  Tablets  100  mg.,  in  bottles  of  100. 
Syrup  2 mg./cc.,  in  pint  bottles.  Also  available:  Parenteral  Solution.  Prescrip- 
tion only. 

References : 1.  Smigel,  J.  O.,  et  al.:  J.  Am.  Geriatrics  Soc.  7:61  (Jan.)  1959. 
2.  Shalowitz,  M.:  Geriatrics  11: 312  (July)  1956. 


ATA  RJIX 

(brand  of  hydroxyzine  HCI)  PASSPORT  TO  TRANQUILITY 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


VITERRA®  Capsules— Tastitabs®— Therapeutic  Capsules  for  vitamin-mineral  supplementation 
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Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  . . . all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 

assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 

Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol)  0.3-0.5% 

Total  tocopherols ,*.  ,,0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand , where  a vegetable  [salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 


Your 

Cholesterol 
Depressant  Dlef 
Book 


Menu 


plan  f()r 


6. 


D*TE 


'?<■/ 


USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 

DR 


ADDRESS. 
CITY 


I 


ZONE STATE. 


Tareyton  delivers  the  flavor. . . 


Here’s  one  filter  cigarette  that’s  really  different! 


The  difference  is  this:  Tareyton’s  Dual  Filter  gives  you  a 
unique  inner  filter  of  ACTIVATED  CHARCOAL,  definitely  proved  to 
make  the  taste  of  a cigarette  mild  and  smooth.  It  works  together  with 
a pure  white  outer  filter— to  balance  the  flavor  elements  in  the  smoke. 

Tareyton  delivers— and  you  enjoy— the  best  taste  of  the  best  tobaccos. 


DUAL  FILTER 

Product  of  'J&ntxieam  IuLojeeo-£cmyaar^  — c/uLaeeo-  is  our  middle 


Tareyton 


name  <g>  a.  r.  c*. 


'Pure  white 
outer  filter 


ACTIVATED 
CHARCOAL 
inner  filter 


fyreytfl 
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The  miracle  behind  miracles  is  that 
in  nature  there  is  no  surrender. 


tf . n 


path  of  any  purposeful  effort, 
are  obstacles  that  must  be  ex- 
and  overcome.  For  example, 
Shield  and  the  doctors  who 
ort  it  have  not  been  without 
share  of  problems  in  planning 
program  for  care  of  the  aged. 
Yet  there  has  been  no  thought  of 
giving  up,  for  much  has  already 
been  accomplished.  As  one  doctor 
sums  it  up:  “Blue  Shield  Plans  al- 
ready cover  people  over  65  in  the 
same  proportion  as  they  exist  in  the 
population  at  large -and  member- 
ship is  growing  at  a faster  rate  in 

this  age  group  BLUE  SHIELD 


by  doctors 


VIRGINIA  MEDICAL  SER 

4010  WEST  BROAD  STREET 
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How  to  help  your  patient  stick  to  a 
bland  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

How  much  easier  it  is  for  the  patient  to  stay  with  a bland 
diet  if  it  includes  dishes  like  these  that  please  the  eye  as 
well  as  the  palate.  Pictured:  tender  broiled  meat  patties 
made  with  crushed  corn  flakes  and  water,  flavored  with 
salt  and  a touch  of  thyme,  tender  peas  and  carrots  mixed, 
and  buttered  baked  potato.  For  color  there's  molded 
gelatin  salad  and  a pretty-as-a-picture  dessert:  lime  gelatin 
whipped  with  applesauce  and  topped  with  custard  sauce. 


A glass  of  beer 
can  add  zest 
to  a 

patient's  diet. 

pH  4,3 

(Average  of  American  Beers) 


Diet  patients  welcome  appetizing  dishes  like  these. 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  11  other  diet  menus,  write  us  at  535  Fifth  Avenue,  N.Y.  17,  N.Y. 
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The  First  Fluid  Extracts  were  made  in  the  U.S.A., 
in  1848  by  The  Tilden  Company,  the  oldest 
pharmaceutical  manufacturing  house  in  America. 
Founded  in  1824. 


Lower  blood  pressure  effectively. ..safely,  with 
this  time-tested  Sodium  Thiocyanate  formula. 
The  proved  clinical  record  of  Haimased  for 
27  years  and  more  than  1,500,000  prescription 
shows  this  to  be  the  therapy  of  choice  over 
the  newer,  potentially  more  toxic  Hexamethoniun 
veratrum-rauwolfia  preparations.  A reduction 
of  30  to  50  mm.  Hg  in  systolic  pressure,  withe 
orthostatic  hypotension,  can  be  anticipated 
in  40-70%  of  patients.2’3’5  Sympathectomy 
appears  to  increase  the  antihypertensive  action 
of  Haimased.4’5 


DOSAGE:  During  the  first  five  to  seven  days  of  treatment, 

1 teaspoonful  of  Haimased  (representing  21/2  grains  — or  .16  Gm.- 
of  Sodium  Thiocyanate)  well  diluted  in  water,  three  times 
a day,  is  considered  adequate  to  produce  a blood  concentration 
sufficient  for  a decline  of  elevated  blood  pressure  and 
alleviation  of  symptoms  associated  with  hypertension.  Many 
clinicians  prefer  to  start  with  one-half  this  dose  and  gradually 
build  up  until  effect  on  blood  pressure  is  noted  and  adequate 
blood  levels  reached.  Since  Haimased  is  a liquid,  it  permits 
fractional,  easier  adjustment  of  correct  dosage.  As  the  blood 
pressure  approaches  the  estimated  normal,  the  quantity 
must  be  gradually  reduced  to  a maintenance  dose  of  1 teaspoon 
of  Haimased  daily  (2V2  grains  of  Thiocyanate  or  .16  Gm.)  over 
an  extended  period  of  time,  without  the  development  ot  seconda 
toxic  effects.  In  certain  patients,  it  may  be  best  to  interrupt 
medication  for  a period  of  one  month  after  three  or  four  month: 
of  administration.  Reduced- blood  pressure  levels  may  be 
maintained  for  many  days  after  dosage  is  decreased  or 
administration  temporarily  discontinued. 

FORMULA:  Palatable,  stable,  easy-to-take  fluid.  Each  100  cc.  o 
Haimased  represents  4.4  Grams  (20  grains  to  the  fluid-ounce) 
of  Sodium  Thiocyanate;  alcohol  0.8%  by  volume;  glycerine  an 
aromatics  q.s.  No  Sugars.  SUPPLIED:  in  pint  and  gallon  bottles. 

CONTRAINDICATIONS:  Thiocyanates  should  not  be  used  in  patie 
with  congestive  heart  failure,  easily  provoked  recurring  attacks 
of  angina  pectoris,  severe  debility,  nephritis,  renal  insufficienc 
or  cerebral  damage.  The  dosage  of  Haimased  should  be 
decreased  in  the  presence  of  extreme  fatigue,  vomiting,  abdomi 
cramps,  or  diarrhea.  Administration  should  be  terminated 
immediately  upon  manifestation  of  such  symptoms  as  exfoliativ 
dermatitis,  psychosis,  and  delirium,  occurring  occasionally 
with  blood  levels  higher  than  12  mg. 


HAIMASED" 


References:  1.  California  Medicine,  80:375,  1954;  2.  Peterson,  D.  fy 
J.  Missouri  S.M.A.,  40:279,  1943;  3.  Lindberg,  H.  A.,  Treger,  N.  V., 
Barker,  M.  H.:  Quarterly  Bull.,  Northwestern  Univ.  Med.  School 
22(1): 59 , 1948;  4.  Davis,  L.:  Postgraduate  Med.,  9:321, 

1951;  5.  Goodman  and  Gilman,  The  Macmillan  Co.,  New  York,  195; 


A DIVISION  OF  TEXTRON  PHARMACEUTICALS  INC 


THE  OLDEST  PHARMACEUTICAL  MANUFACTURING  HOUSE  IN  AMERICA  • FOUNDED  1824 


Use  of  pHisoHex  for  washing  the  skin  aug- 
ments any  other  therapy  for  acne  — brings 
better  results.  Now,  pHisoAc  Cream,  a new 
acne  remedy  for  topical  application,  sup- 
presses and  masks  lesions  — dries,  peels  and 
degerms  the  skin.  Together,  pHisoHex  and 
pHisoAc  provide  basic  complementary  topical 
therapy  for  acne. 

pHisoHex,  antibacterial  detergent  with  3 per 
cent  hexachlorophene,  removes  soil  and  oil 
better  than  soap  — provides  continuous  de- 
germing  action  when  used  often.  pHisoHex  is 
nonalkaline,  nonirritating  and  hypoallergenic. 

When  pHisoAc  Cream  is  used  with  pHisoHex 
washings,  it  unplugs  follicles,  helps  prevent 


development  of  comedones,  pustules  and 
scarring.  New  pHisoAc  Cream  is  flesh-toned, 
not  greasy.  It  contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  percent,  and  hexachloro- 
phene 0.3  per  cent  in  a specially  prepared 
base.  pHisoAc  is  pleasant  to  use. 

A new  “self-help”  booklet,  Teen-aged?  Have 
acne?  Feel  lonely?,  gives  important  psycho- 
logic first  aid  for  patients  with  acne  and 
describes  the  proper  use  of  pHisoHex  and 
pHisoAc.  Ask  your  Winthrop  representative 
for  copies. 

pHisoAc  is  available  in  1V2  oz.  tubes  and 
pHisoHex  is  available  in  5 oz.  plastic  squeeze 
bottles  and  in  bottles  of  16  oz. 


pHisoHex"  and  pHisoAc  for  acne 


trademark 


f LABORATORIES  | 
New  York  18.  N.  Y. 
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one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  nutritionally  metabolically  mentally 


Each  dry-filled  capsule  contains:  Ethinyl 
Estradiol,  0.01  mg.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate,  2.5  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  500  U.S.P.  Units  • Vitamin 
B 1 2 with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi),  5 mg.  • Riboflavin 


(B2),  5 mg.  • Niacinamide,  15  mg.  • Pyri- 
doxine  HC1  (Bo),  0.5  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  mg. 
• Inositol,  25  mg.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  50  mg.  • 1-Lysine  Mono- 
hydrochloride, 25  mg.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 
Rutin,  12.5  mg.  • Ferrous  Fumarate  (Ele- 


mental iron,  10  mg.),  30.4  mg.  • Iodine 
(as  KI),  0.1  mg.  • Calcium  (as  CaHPO<), 
35  mg.  • Phosphorus  (as  C&HPO4),  27  mg. 
• Fluorine  (as  CaF2),  0.1  mg.  • Copper  (as 
CuO),  1 mg.  • Potassium  (as  K2SO4),  5 
mg.  • Manganese  (as  MnC>2),  1 mg.  • Zinc 
(as  ZnO),  0.5  mg.  • Magnesium  (MgO),  1 
mg.  Supply:  Bottles  of  100  and  1,000. 


REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS.  DOSAGE.  PRECAUTIONS  AND  CONTRAINDICATIONS 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPARTMENT. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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PEOPLES  SERVICE  DRUG  STORES 


Our  primary  responsibility  to  the  public 
we  serve  is  the  accurate  dispensing  of 
modern  drugs  to  the  physicians’  exact 
specifications.  Fresh,  potent  ingredients 
are  always  used  . . . and  each  step  is 
checked  for  accuracy.  At  Peoples,  you  are 
assured  skilled,  professional  service  . . . 
in  keeping  with  the  highest  ethical 
standards. 
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WHY  HAVE  THOUSANDS 
OF  PHYSICIANS  PRESCRIBED 
MILLIONS  OF 


TRANSERPIN  TABLETS? 


BECAUSE  . . . The  broad  range  of  applications  for  Transer- 
pin  Tablets  permits  its  effective  use  in  almost  every  anti-hyper- 
tensive regimen. 

BECAUSE  . . . Tran  serpin  alone  is  often  sufficient  medication 
in  the  treatment  of  mild  hypertension,  especially  of  the  labile, 
essential  type. 

BECAUSE...  In  more  severe  cases  — in  fact  in  almost  every 
case  — Transerpin  given  initially,  or  in  conjunction  with  more 
potent  anti-hvpertensive  agents,  permits  a lowering  of  dosage 
schedules  with  consequently  fewer  side-reactions. 

AND  BECAUSE  . . . They  have  found  that  the  modest  cost  of 
Transerpin  tablets  permits  their  patients’  reserpine  dollars  to 
stretch  nearly  twice  as  far  without  sacrificing  one  iota  of  the 
quality  that  must  always  he  the  physician’s  first  concern  in 
choosing  medication  for  his  patients. 


Transerpin  Tablets  are  supplied  in  three  strengths 
— 0.1  mg.,  0.25  mg.,  and  1.0  mg.,  as  green  com- 
pressed tablets  — in  bottles  of  100  and  1000 
tablets. 


PRODUCTS  CO.,  INC. 

PETERSBURG,  VIRGINIA 
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SAMPLES  AND  LITERATURE  GLADLY  SENT  UPON  REQUEST 


The  cigarette  that  made  the  Filter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

©19  6 1 P LORILLARD  CO 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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benzthiazide 


in  edema 
and  hypertension 
achieves  82%  of 
its  diuretic  effect 
in  six  hours1 

[NaClex  works  fast.  Does  its  work  quickly, 
[thoroughly,  safely— then  lets  your  patient 
;rest.  Completes  82%  of  its  excess  fluid  loss 
[within  6 hours,  over  96%  within  12  hours1 
. . an  unsurpassed  potency.  Useful  also  in 
long  or  short-term  treatment  of  congestive 
heart  failure,  obesity,  pre-menstrual  tension; 
50  mg.  tablets. 

1.  Ford,  R.  V.:  “Human  Pharmacology  of  a 
New  Non-Mercurial  Diuretic:  Benzthiazide," 
Cur.  Ther.  Research,  2:51,  1960. 

For  more  information,  ask  your  Robins 
representative  or  write: 

A.  H.  Robins  Company,  Inc. 

Richmond  20,  Virginia 


.Available  in  Canada  under  the 
k trade  name  ExN*. 

■ ' . v. 
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Put  your  low -back  patient 
back  on  the  payroll 

Soma's  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


— — 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 

w Wallace  Laboratories,  Cranbury,  New  Jersey 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  pa- 
tients required  an  average  of  41 
days  for  full  recovery  (range:  3 to 
90  days).  The  addition  of  Soma 
therapy  in  this  comparative  inves- 
tigation reduced  the  average  to 
11.5  days  (range:  2 to  21  days). 
With  Soma,  patients  averaged  full 
recovery  30  days  sooner. 


ST. 


for  your  complete  insurance  needs  . . . 


☆ PROFESSIONAL 

☆ PERSONAL 

☆ PROPERTY 


CHOICE  OF  THE  MEDICAL 
SOCIETY  OF  VIRGINIA 
FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


Virginia  Head  Office 
72)  American  Building 
Richmond  4,  Virginia 
Phone  Ml  3-0340 


| 

THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR 
COMMUNITY  AS  CLOSE  AS  YOUR  PHONE 

HOME  OFFICE:  385  WASHINGTON  ST.,  ST.  PAUL,  MINN. 
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do  all 


Perhaps  they  do  ...  if  you  consider  their  “tools”  to  be  only  soldering  irons, 
spare  components,  milliammeters  and  the  like.  But  what  about  their  train- 
ing, experience,  and  personal  interest  in  your  satisfaction? 

The  men  who  service  Sanborn  electrocardiographs  are  qualified  technicians 
— highly  skilled  and  experienced  in  medical  electronics.  Their  training  and 
experience  are  important;  but  important,  too,  is  their  direct,  personal  in- 
terest in  providing  every  Sanborn  owner  with  competent,  prompt,  respon- 
sible service. 

It’s  a “service  tool”  well  worth  remembering  the  next  time  you  buy  an 
electrocardiograph. 


MEDICAL  DIVISION 

vmsm?  SANBORN 
f O O IVI  P A N Y 

175  Wyman  St.,  Waltham  54,  Massachusetts 


Bethesda  Branch  Office  81  IS  Woodmont  Ave. 

Oliver  6-5170  and  6-5171 

Richmond  Resident  Representative  301  E.  Franklin  St.,  Milton  9-1108 
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Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  10th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 


ANOTHER  YEAR 

RICHARDSON  SPRINGS,  CALIFORNIA 

Sunday,  June  11,  1961 
Richardson's  Mineral  Springs 

SPRINGFIELD,  MASSACHUSETTS 

Wednesday,  June  14,  1961 
The  Schine  Inn 

CHEYENNE,  WYOMING 

Monday,  July  24,  1961 
The  Plains  Hotel 

McALESTER,  OKLAHOMA 

Saturday,  July  29,  1961 
The  Aldridge  Hotel 

SEATTLE,  WASHINGTON 

Saturday,  August  5,  1961 
The  Olympic  Hotel 

KANSAS  CITY,  KANSAS 

Friday,  September  15,  1961 
Battenfeld  Memorial  Auditorium 

TOLEDO,  OHIO 

Thursday,  September  28,  1961 
The  Commodore  Perry  Hotel 


OF  SYMPOSIA  . . . 

WICHITA,  KANSAS 

Wednesday,  October  4,  1961 
The  Broadview  Hotel 

TRAVERSE  CITY,  MICHIGAN 

Friday,  October  13,  1961 
The  Park  Place  Hotel 

PEORIA,  ILLINOIS 

Thursday,  October  26,  1961 
The  Hotel  Pere  Marquette 

PROVIDENCE,  RHODE  ISLAND 

Wednesday,  November  1,  1961 
The  Colony  Motor  Hotel 

HARRISBURG,  PENNSYLVANIA 

Thursday,  November  9,  1961 
The  Penn  Harris  Hotel 

JACKSONVILLE,  FLORIDA 

Sunday,  November  12,  1961 
The  Robert  Meyer  Hotel 

ALLENTOWN,  PENNSYLVANIA 

Wednesday,  November  15,  1961 
The  Americas  Hotel 
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when  the  patient 
needs 

increased  bile  flow... 


AN  AMES  CLINIQUICr 


HOW  MAYA  PATIENT 
BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 

He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cow  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K.: 

M.  Clin.  North  America  45:1133  (July)  1959. 


DECHOLIN 

(dehydrocholic  acid,  Ames) 

“Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration.” 
Source:  Popper,  H.,  and  Schaffner,  F.: 
Liver:  Structure  and  Function,  New 
York,  McGraw-Hill  1957,  p.  309. 

Available:  Decholin  Tablets:  (dehydrocholic 
acid,  Ames)  3%  gr.  (250  mg.).  Bottles  of  100, 
500,  and  1 ,000. 

and  for  hydrocholeresis  plus 
spasmolysis . . . 

DECHOLIN®  WITH  BELLADONNA 

(dehydrocholic  acid  with  belladonna,  Ames) 

Available:  DECHOLIN/Belladonna  Tablets: 
Decholin  (dehydrocholic  acid,  Ames)  3 3A  gr. 
(250  mg.)  and  extract  of  belladonna  Vt  gr.  (10  mg.). 
Bottles  of  100  and  500. 


AMES 


COMPANY.  INC 
Elkhart  • Indiona 
Toronto  • Canoda 


nearly  identical  to  mother’s  milk1  in  nutritional  breadth  and  balance 

A new  infant  formula 


Infant  formula 


Five  years  of  research  and  41,000  patient  days 
of  clinical  trials  demonstrate  the  excellent  per- 
formance of  Enfamil.  This  new  infant  formula 
satisfies  babies  and  they  thrive  on  it.  Digestive 
upsets  are  few  and  stool  patterns  are  normal. 
Enfamil  produces  good  weight  gains.  In  a 
well-controlled  institutional  study2  covering 
the  crucial  first  8 weeks  of  life,  Enfamil  pro- 
duced average  weight  gains  of  11.3  ounces 


every  2 weeks  during  the  course  of  the  study. 
Enfamil  is  nearly  identical  to  mother’s  milk1 

• in  caloric  distribution  of  protein,  fat  and  car- 
bohydrate* in  vitamin  content  (vitamin  D added 
in  accordance  with  NRC  recommendations) 

• in  osmolar  load  • in  ratio  of  unsaturated  to 
saturated  fatty  acids  • in  absence  of  measura- 
ble curd  tension  for  enhanced  digestibility. 


1.  The  Composition  of  Milks,  Publication  254,  National  Academy  of  Sciences  and  National  Research  Council,  Revised  1953. 

2.  Brown,  G.W.;  Tuholski,  J.M.;  Sauer,  L.W.;  Minsk,  L.D.,  and  Rosenstern,  1.:  J.  Pediat.  56:391  (Mar.)  1960. 


Mead  Johnson 
Laboratories 

Symbol  of  service  in  medicine 


The  New  York  Academy  of  Medicine 

Due  IN  TWO  WEEKS  UNLESS  RENEWED. 

Not  renewable  after  e weeks 

date  borrowed 

BORROWER 

- , 

